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ABSTRACTS 

PATIENT-CENTERED RESEARCH 

ANTIBIO. TIC USE FOR ACUTE EXACERBATIONS OF CHRONIC 
OBSTRUCTIVE PULMONARY DISEASE IN HOSPITALIZED PATIENTS. S. 
Ades, S. Duggan, and D. Farquhar, Queen's University, Kingston, Ontario. 

Acute exacerbations of  chronic bronchitis (AECB) are a common reason for 
hospital admission. Although antibiotic therapy (ABT) has been shown to be useful 
in the management of outpatients with 'Type I' exacerbations (defined as a triad of 
worsening dyspnea, increased sputum volume, and change in sputum appearance), 
evidence supporting its use in the management of  hospitalized patients is lacking. In 
order to characterize local patterns of  ABT usage in patients requiring hospitalization 
for AECB, we conducted a retrospective audit of  the care provided to this patient 
population at the two acute care hospitals affiliated with our institution. 

The records of all patients who were hospitalized for AECB over an eight month 
period were reviewed. Using a standardized data extraction form, information 
concerning the following variables was collected for each patient: age, gender, 
comorbidities, smoking history, presenting symptoms and signs, x-ray findings, 
FEVI, a~erial blood gases, leukocyte count, ABT usage, and length of hospital stay. 
Analyses were performed to determine whether any of  these variables were 
associated with the decision to treat with intravenous ABT. 

During the audit period, 57 patients required hospitalization for AECB. Of these, 
40 (70.2%) were treated with intravenous 0V) ABT, 11 were Ueated with oral (PO) 
ABT, and only 6 (10.5%) were treated with no ABT. Characteristics of  patients who 
received IV ABT were compared with those of  patiants who received PO or no ABT: 

Variable IV ABT (n=40) PO or no ABT p-vahre 

A~c (yrs) 
% Male 

FEV1 (liazs) 
% Temp>38C 

% Type I AECB 
% With new X-ray 

infiltrate 
po2 (mmHs) 

PCO2 (mmHg) 

71.3 +/- 8.7 
47.5% 

1.04 +/- 0.38 

(nffi17) 
70.4 +/- 8.4 

58.8% 
0.99 +/- 0.41 

0.72 
0.43 
0.76 

28.2% 5.9% 0.06 
10.0% 11.76% 0.84 

0.0% 29.7% 

74.4 +/- 34.1 78.8 +/- 81.8 

0.01 

0.78 
59.1 +/-28.3 49.1 +/- 14.2 0.19 

Length of  stay (dys) 10.2+/-10.4 5.6+/-3.1 0.09 
We found a surprisingly high prevalence of  ABT,despite a relatively low prevalenc~ 

of  Type I exacerbations. Apart from a higher prevalence of  fever and new 
radiographic infiltrate, patients treated with IV ABT appeared similar to patient,, 
treated with PO or no ABT. Our data suggest a need for more explicit guidelines in 
the use of ABT in hospitalized patients with AECB. 

ANTIHYPERTENSIVE RESPONSE TO SUBLINGUAL CAPTOPRIL 
PREDICTS EFFECTIVENESS OF ORAL CAPTOPRIL.Atul Aggarwal 
Department of Medicine, State University of New York 
H e a l t h  S c i e n c e  C e n t e r ,  S y r a c u s e ,  NY. 

I n t r o d u c t i o n :  The c h o i c e  o f  f i r s t  l i n e  a n t i -  
hypertensive agent for each patient is made by physician 
predilection or by hit and trial method. The study was 
designed to see if there is any predictive value of 
blood pressure (BP) drop with subllngual captopril in 
guiding long term antihypertensive treatment with this 
drug. 

Methods: Thirty patients with uncompicated essential 
hypertension (Diastolic BP 100 to 114 mm Hg) were given 
12.5 mg. of sublingual captopril on Day i of the study 
and the heart rate (HR) and BP were recorded for six 
hours. Patients were then given oral captopril 25 mg. 
twice daily and examined at weekly inte~Tals for HR and 
BP recording for 3 weeks. 

Results: Sublingual captopril caused a progressive fall 
in BP, starting at 15 minutes and peak effect at 1 hour. 
Three weeks after treatment with oral captopril 25 mg. 
twice daily, supine BP fell from 171+_3.3/104.1_+0.4 mm Hg 
to 155.1±3.3/93.0~1.4 mm Hg. An excellent correlation was 
obtained between Diastolic BP fall at I hour with 
sublingual captopril and Diastolic BP fall at weeks 2 and 
3 with oral captopril (r=O.S6,p 0.001). Satisfactory 
responders to oral captopril demonstrated much greater 
fall in BP with sublingual captopril, once again showing 
a positive correlation between the two. For each 2 mm Hg 
BP drop after sublingual captopril, accuracy for 
predicting satisfactory BP reduction at 3 weeks was 
calculated. 

Conclusion: An 8 m Hg fall in Diastolic BP one hour 
after sublingual captopril detects the maximum number of 
satisfactory responders to oral captopril with a 
sensitivity of 100% and ~pecificlty of 83%. 
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IS ANTIBIOTIC PROPHYLAXIS FOR BACTERIAL END(~ARDITIS 
EFFECTIVE? Z Asha, RP Lofgren, J VanRulswyk, J Mohsin. Division of General 
Internal Medicine, Medical College of Wisconsin and Clement J. Zableoki VAMC 
Milwaukee, Wisconsin. 

Antibiotic prophylaxis for bacterial endocarditis is recommended by American 
Heart and American Dental Association prior to undergoing certain medical and dental 
procedures. Whether antibiotics are effective in preventing endocarditis is not clear. 

We have conducted a meta-analysis of published literature on effectiveness of 
eadocarditis prophylaxis. An electronic search of the MEDLINE (1966-98), 
HealthSTAR (1975-98) & Current contents (1998) databases using the MESH terms 
"endocarditis" and "antibiotic prophylaxis" was conducted. Only 4 human case control 
studies that addressed antibiotic effectiveness in preventing emlocarditis as a primary 
(studies I & 2) or secondary goal (studies 3 & 4) were identified. Cases are defined as 
patients with underlying cardiac lesion who underwent a medical or dental procedure 
requiring antibiotic prophylaxis and developed endocarditis. Controls had similar 
cardiac lesions and procedure indication but did not develop endocarditis. Data on 
antibiotic use in cases and controls is compared, odds ratios (OR) and protective 
efficacy of antibiotic prophylaxis (I-OR) are calculated. After testing for heterogeneity 
we used the Mantel Henzel (MH) procedure for calculating pooled odds ratio. 

Antibiotic use was infrequent in all four studies (Table 1). Only study # 2 showed a 
protective effect that was statistically significant. The MH pooled odds ratio showed 
that antibiotic prophylaxis has a small benefit - protective efficacy 0f20% and at best 
the protective efficacy is 50°,6, but these results are not statistically significant. 

Table 1. Antibiotic Prophylaxis Use and Odds of Developing Eodocarditis. 
Study #, Author & Year Case Control % Antibiotic use OR (95 CI %) 

(n) (n) Case Control 
1. Van Der Meer et al, 1992 28 96 29 26 1.~2 (0.5-2.9) 
2. Imperiale et al, 1990 8 24 12 62 0.09 (0.0-0.7) 
3. Lacassin et al, 1995 26 22 23 27 0.8 (0.2-2.8) 
4. Strom etal , 1998 104 17 23 18 1.4 (0.4-4.9) 

* MH pooled OR 166 159 0.8 (0.5-1.5) 

* Mantel Henzel Test for Heterogeneity p = 0.18 

Based on the available literature we conclude that antibiotic prophylaxis may not be 
very effective strategy for preventing bacterial endocarditis. Current recommendation., 
for prophylaxis lack evidence and need to be re-examined. 

IS IT STILL E T H I C A L  T O  U S E  P L A C E B O S  IN C L I N I C A L  
TRIALS OF H Y P E R T E N S I O N ?  Sana  M. AI-Khat ib  and  Je remy 
Sugarman. Duke University Medica l  Center, Durham, North Carolin~ 

OBJECTIVE.  To determine whe the r  the use  o f  p lacebos  in cl inical  
trials o f  hyper tens ion  is safe. 
M E T H O D S .  W e  retr ieved reports  o f  clinical trials o f  hypertension.  
us ing the 1997 pos t ings  in M E D L I N E  and  the Cochrane  database.  
On ly  randomized  clinical  trials whose  objective was  to assess the 
eff icacy o f  an  ant ihyper tensive agent(s)  and  w h i c h  used  p lacebo were  
included. The number  o f  serious adverse  events (stroke, myocard ia l  
infarction,  conges t ive  hear t  failure, and  card iovascular  death) and  the 
number  o f  pat ients  w i thd rawn  fi 'om the s tudy due to poor ly  control led 
hypertension were  recorded.  Differences  between groups were  tested 
wi th  odds  ratios.  
RESULTS.  Sixty studies were  inc luded in the final analysis ,  twenty  
o f  which  were  conduc ted  in the Uni ted  States. Thir ty-one reports  
included adequate  safe ty  da ta  for  our  review. In these studies, serious 
adverse events were  attr ibuted to placebo use  in 4 studies (12.9%).  
Patients in the p lacebo g roup  were  1.7 t imes more  l ikely to have  a 
serious adverse event  as compared  to patients in the active t reatment  
group (95% C.I. 1.36-2.12). Trea tment  failure, manifes ted b y  poor ly  
control led hypertension,  was  at t r ibuted to placebo use in 5 studies 
(16.13%).  Patients adminis tered p lacebo were  9.7 t imes more  l ikely 
to wi thd raw fi 'om the s tudy due to t reatment  failure than pat ients  
receiving act ive t reatment  (95% C.I. 3.22-29.08).  
C O N C L U S I O N .  To ensure pat ients '  safe ty  and  to comply  wi th  the 
ethical pr inciples  that  should gove rn  all medica l  research  on h u m a n  
subjects,  as pu t  for th by  nat ional  and  international ethical s tandards,  
clinical trials should compare  the experimental  therapy to t reatment  o f  
p roven  value,  i f  this t reatment  exists, rather than  to placebo.  
Accord ing ly ,  the use  o f  p lacebos  in clinical trials o f  hyper tens iun  
should,  in mos t  cases,  be  abandoned  since it is both  unsafe  and  
unethical.  

QUIT FOR LIFE: A RANDOMITJ~.D TRIAL OF CULTURALLY SENSITIVE 
MATERIALS FOR SMOKING CESSATION IN AFRICAN AMERICANS 
Jesiit S. Ahluwalia. Kimber P. Richter, Matthew S. Mayo, Ken Rasnicow. 
Departments of Preventive Medicine and Internal Medicine and Kansas Cancer 
Institute, Univ. of Kansas School of Medicine, Kansas City, KS. Dept of Behavioral 
Sciences and Health Education, Emory Univ School of Public Health, Atlanta, GA 

Quit rates in inner-city African American (AA) smokers are lower than the general 
population. Some data suggests that the use of culturally sensitive (CS) interventions 
may enhance quit rates. 

We conducted a randomized, investigator-blinded trial, examining the effects of CS 
materials on rates of smoking cessation. All patients received 8 weeks of nicotine 
patches, booster phone calls at weeks 1 and 3, and booster postcards at months 3 and 
5. Patients in the CS arm received a culturally tailored videotape (Kick-It) and guide 
(Pathways to Freedom) designed specifically for AAs. Patients in the control group 
received a commonly available videotape and guide (Freedom from Smoking) that 
was designed for the general population. Primary outcome measures included self- 
reported continuous abstinence at 4 weeks and 30-day abstinence at 6 months. A 
secondary mousure included change in the number of cigarattas smoked per day. 

We enrolled 500 patients from outpatient clinics; 250 were randomly assigned to 
each arm. Patients returned for brief assessment at 4 weeks and 6 months. 
Table I Sociodemo~raphics 
Mean abe 
% Female* (p < 0.05) 
% Less than hitch school 
% Uninsured 
Mean # cigarettes smoked 
Mean # years smoked 
Mean # quit attempts pest year 

CS 
42.8 

S ~ d ~  
43.1 
65% 55% 

26% 23% 
59% 57% 
17.9 18.0 
25.3 25.4 
2.2 2.2 

Table 2 Cessation Outcomes CS Standard 
4 Week - % Continuous abstinence 20.4% 24.0% 
6 Months - 30 day abstinence 17.2% 14.8% 
Mean ,l, # cigarettes smoked 4 wks/6 months 9.4•6.3 9.4/6.8 

Data revealed no significant outcome differences between CS and standard 
interventions. However, both interventions did lead to a significant reduction in the 
number of nigarettes smoked at 4 weeks and 6 months (p<0.001). In addition, a 
number of smokers were abstinent at 4 weeks and 6 months. 

We conclude with considerations in evaluating the efficacy of culturally tailored 
materials and recommendations for future intervention and research. 

CAN A SIMPLE INTERVENTION INCREASE PRIMARY CARE PROVIDER 
RECOGNITION OF PATIENT REFERRAL CONCERNS AND IMPROVE 
PATIENT SATISFACTION? Gall Albertson. C. 1". Lin, Lisa Schilling, 
Elizabeth Cyran, Susan Anderson and Robert J. Anderson, Universi W of Colorado 
Health Sciences Center, Denver, CO. 

Background: We recently reported that 45% of ambulatory patients seen by 
general internist primary care providers (PCPs) in an academic setting have a 
specialist raferral expectation and that this expectation is not recognized by PCPs in 27 
to 56% of patients. 

Objective: To determine if a simple intervention, (a brief pro-visit patient 
questionnaire asking about referral need), can increase PCP recognition of patient 
referral concerns and improve patent visit satisfaction. 

Methods: Patients completed a brief pre-visit questionnaire asking about health 
status and referral need and a post-visit questionnaire asking whether a refen~l was 
discussed, estimated visit duration and visit satisfaction. PCPs completed a post-visit 
questionnaire asking whether a referral was discussed and made, estimated visit 
duration and visit satisfaction. For two months of the study, patient pre-visit 
questionnaires remained confidential (control phase), while for another two months, 
PCPs were shown the patients' questionnaires at the time of the encounter 
(experimental phase). 

Results: The 781 patients seen in the control phase and the 714 patients seen in the 
experhnantal phase did not differ significantly with respect to % seeing their usual 
PCP, gender, self-rating of overall health and degree of worry about health. About 
50% of patients in both phases of the study expressed a need for referral to a specialist. 
This self-perceived referral need was expressed as "possible" in 32% and "definite" in 
18°,6 of patients in both study phases. The experimental intervention significantly 
increased PCP referral recognition from 61 to 8[% (p<.001). Increased PCP 
recognition of patient referral need was not associated with a difference in absolute 
referral rate (28% of control visits, 27% of experimental). The intervention also did 
not increase either patient- or PCP-estimated visit duration. The intervention was 
associated with a modest but significant increase in % of patient rating the visit at the 
highest level on a l (lowest) to 5 (highest) Likert scale (from 62 to 69%, p<.05) while 
not significantly increasing mean visit satisfaction score (4.51 ± 0.03 control to 4.57 + 
0.03 experimental, p=0.19). Provider satisfaction with the visit was rated comparably 
in both study phases of the study. 

Conclusion: A brief pre-visit patient referral agenda form, which was used by more 
than 80% of PCPs, increases PCP recognition of patient referral need and perhaps visit 
satisfaction while not increasing either visit duration or number of referrals. 
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RACIAL DISPARITY IN THE CLINICAL MANAGEMENT OF ACUTE 
MYOCARDIAL INFARCTION. J. Allison. C. Kiefe, N. Weissman, J. Canto, R. 
Centor, R. Farmer. Dept of  Medicine. University of  Alahama at Birmingham. 

Background: Much has been written about racial disparities in the management of 
cardiovascular disease, especially regarding invasive procedures such as angioplasty 
and coronary artery bypass grafting. Less is known about racial disparities in the 
medical management of cardiovascular disease. Therefore, we sought to compare the 
medical treatment of African American and White Medicare patients with acute 
myocardial infarction (AMI) using an existing national data set. 

Methods: Centrally-trained abstractors established the Cooperative Cardiovascular 
Project data set by retrospective medical record review of a proportional sampie of 
Medicare admissions from 6,684 hospitals with a principal discharge diagnosis of  
AM[ (March 4, 1994 -June 30, 1995). We had 195,832 patients for this analysis after 
excluding patients less than 65 years old and those of ethnicity other than African 
American or White. We ascertained use of  acute reperfusion, 13-blockers, aspirin, and 
angiotensin converting enzyme inhibitors (ACE-I) among patients who were 
clinically indicated for therapy. Using multivariable analysis, we adjusted for 
demographics, severity of  illness, and comorbidity. 

Results: Of the i3,234 African American (AA) patients, 55% were female and 45% 
were male, and of the 182,598 White patients, 46% were female and 54% were male. 
AA patients were younger (mean age 72 versus 75, p<0.05), more acutely ill (mean 
APACHE II 9.8 versus 9.2, p<0.05), and more likely to be diabetic (94% versus 68%, 
p<0.05), hypertensive (51% versus 38%, p<0.05), and have chruuic renai 
insufficiency (23% versus 12%, p<0.05). The table below compares the utilization of 
each therapy. (N is number of patients clinically indicated for each therapy.) 

Unadjusted Adjusted 
Utilization Rates (%) Odds Ratio (OR)* 

Therapy N AA White OR 95% CI 
ACE-I 19,272 66.2 59.1 1.23 1.09-1.38 
[3-blockers 42,184 31.7 35.9 0.83 0.77-0.89 
Aspirin 100,239 84.2 86.1 0.91 0.84-0.98 
Reperfusion 26,575 46.7 58.1 0.66 0.5%0.74 

*receipt of  therapy for African American patients compared to White patients. 
Conclusions: We found less use of all therapies for African American patients with 

AMI except for ACE inhibitors, where the reverse was true. Performance rates for 
both races show ample room for improvement. This was so even when considering 
only patients clinically indicated for therapy and after adjusting for clinically 
important covariates in this national data set. 

BREAST CANCER RISK PERCEPTION AND USE OF 
POSTMENOPAUSAL HORMONE REPLACEMENT THERAPY 
K ArmstrorK], S Popik, J Buzaglo, P Ubel, University of  Pennsylvania 
School of Medicine, Philadelphia, PA 
BACKGROUND: Postmenopausal hormone replacement therapy 
(HRT) has been shown to decrease the risk of coronary heart disease 
(CHD) and osteoporosis, but increase the risk of breast cancer (BCA). 
While only 24% of postmenopausal women in the US take HRT and 
fear of BCA is commonly cited as a reason for refusal, the relationship 
between HRT use and BCA risk perception is not known. 
OBJECTIVES: To assess relationship between breast cancer risk 
perception and use of hormone replacement therapy. 
DESIGN: Cross-sectional mailed survey. 
PARTICIPANTS: 400 randomly selected postmenopausal women 
from a general internal medicine practice 
MAIN RESULTS: From the 268 women (67%) who returned surveys, 
189 were postmenopausal. 70 women (37%) were currently using HRT 
and 21 (11%) had previously used HRT. Mean perceived lifetime risk 
of BCA was 31% (+/- 21%) - substantially higher than mean predicted 
lifetime risk of 9% (+/- 4%). However, 80 women (44%) thought their 
BCA risk was lower than the average woman's, while only 24 (13%) 
thought it was higher. 59 women (33%) thought HRT increased the risk 
of BCA, 22 (12%) thought it did not and 100 (55%) were unsure. After 
multivariate adjustment, current use of HRT was inversely associated 
with age (OR 0.96 for each 1 year increase, 95% CI 0.94-0.98), and 
positively associated with Caucasian race (OR 2.73, 95% CI 1.40- 
5.32). Use of HRT was not associated with quantitative or qualitative 
measures of breast cancer risk perception, perceived severity of breast 
cancer, or belief that HRT increases the risk of BCA. 
CONCLUSIONS: Breast cancer risk perception does not predict 
decisions about HRT. Use of HRT is associated with race and age. 
More work is needed to understand the causes of these associations 
and the reasons why many women do not take HRT. 

BARRIERS TO INFLUENZA VACCINATION IN AN INNER CITY 
POPULATION: MISTRUST AND MISPERCEPTIONS 
K Armstronfl, M Bedin, J S Schwartz, K Propert, P Ubel, University of 
Pennsylvania School of  Medicine, Philadelphia, PA 
BACKGROUND: Influenza remains a serious threat to the health of 
the US elderly population. Although vaccination reduces influenza 
mortality by over 50%, over a third of eldedy Americans are not 
vaccinated each year. Mistrust of  the health care system is often cited 
as a barrier to medical care and research participation among African- 
Americans. The influence of mistrust on acceptance of influenza 
vaccination in an inner city population is unknown. 
OBJECTIVES: To assess the role of mistrust of vaccine contents and 
other factors in the use of influenza vaccination among an inner city, 
predominantly African-American, low income population. 
DESIGN: Cross-sectional telephone survey. 
PARTICIPANTS: 850 randomly selected community-dwelling 
individuals 65 years of age or older 
MAIN RESULTS: From the 486 individuals (70.7%) successfully 
interviewed, 304 (62.5%) reported influenza vaccination in the previous 
year. 97 individuals (20%) were concerned that the shot contained 
something other than influenza vaccination that they did not know 
about. After multivariate adjustment, mistrust of vaccine contents was 
inversely associated with vaccine receipt (OR 0.49, 95% CI 0.26-0.91). 
Receipt of influenza vaccination was inversely associated with belief 
that vaccination is inconvenient (OR 0.14, 95% CI 0.05-0.36), belief 
that vaccination is painful (OR 0.21, 95% CI 0.08-0.54) and previous 
side effects (OR 0.33, 95% CI 0.18-0.60) and positively associated 
with physician recommendation (OR 3.22, 95% CI 1.76-5.93). 
CONCLUSIONS: Mistrust of vaccine contents impedes acceptance of 
influenza vaccination in an urban, predominantly African-American 
population. Programs to increase vaccination rates in the inner city 
should address mistrust of vaccination, as well as convenience, 
discomfort, side-effects and failure of health care providers to 
recommend vaccination. 

ADHERENCE WITH ANTIRETROVIRAL THERAPY IN HIV-INFECTED 
DRUG USERS. JH Arnst~, RW Grant, PA Demss, MN Gourevitch, EE 
Schoen~um, Department of Medicine, Department of Epldemtoicgy end 
Sodal Medicine, Montsficm Medical Center, Bronx, NY. 

Oblectiv0: To describe adherence ~ antirstrovirel therapy (ART) In HIV- 
infected drug users and determine the impact of adherence on HIV viral load. 
M e ~ x ~  Patients (pts) recr.ead from a ~ e  kx~tudin~ study of 
current and former drug users are given ~ event monitoring devicss 
(MEMS) for each antWetroviral. MEMS devices are electronic bottle caps that 
record the time and date of each opening as a presumptive doss. Monthly 
interviews include adherence ~ by MEMS and self-report, 
collection of psychoeocial and drug uss dats, end quentifcation of viral load. 
Results: To date, 53 pts have enrolled and used 122 MEMS devices for 3655 
patient-days. Pts ore tsldng a mean of 2.3 ART madictnes. Their meen age is 
45; pts are 62% male, 66% Hisl:~nlc, end 23% Black; 83% are on mathadone 
and 100% are insured by Medicaid. By self-report, pts took 83% of all 
prascdbed dness in the day prsceding the intervisw and 84% in the precading 
• :~...~--... By MEMS device, ItS took a ~ of 54% of all pcssndbed doses 
during the monitored period (median 74.3 days); 23% of pts took >80% of ell 
doses, and 27% took <20%. Pts took all doses on time (within 25% of 
prescribed Intental) on 26% of monitored days. Overall MEMS-adbersnce 
(mean % doses tsken;~o,~, peescribed) vms significantly lower for women 
(38%) v. men (63%); for active drug uasrs (32%) v. former drug users (61%); 
and for 10ts with 2 or more HIV-falatad wmptoms (36%) v. ssymptomatic 
patis~s (68%) (all p<0.01). In a linear re~r-ei;on model adjusted for CD4 
count and s(x:icdemographics (age, race, mantal status, SSI), only HIV 
symptoms remained stgndlcently associated (p<0.01) with poorer MEMS- 
adherence. Viral icad and CO4 count v~te more strongly conelatad with 
MEMS-adherence than with salf-4repoa adherence (see table). 

MEMS p.value Self-relxxt p-value 
Viral load < lOt000 62% 0.001 88% 0.06 
Viral Ioed > 10r000 26% 73% 
CD4 • 200 61% NS 87% NS 
CD4 < 200 54% 84% 

Conclusions: Among HIV-iofectad drag ussrs, adbere91ce rstas by MEMS 
salf-rsport are widely divecgent and only M E M ~  is ass(x:~tad with 
virel iced. Women, active drug tmefs, and symptornatic pts are lass ~ ;  
symptoms are tbe stmngeal pradictor of pcor adbersece. The dlvorgenca of 
MEMS and s~t'-rsport is consistent with other populations. These rasults 
strongly support the need for interventione to improve adhersnce to ART. 
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POPULATION-BASED RATES OF LUMBAR SPINE SURGERY: ARE 
HIGHER RATES ASSOCIATED WITH WORSE OUTCOMES? SJ Atlas~ 
RB Keller, RA Deyo, DN Soule, DE Singer, Massachusetts General Hospital, 
Harvard Medical School, Boston, MA, Maine Medical Assessment 
Foundation, Manchester, ME, University of Washington, Seattle, WA. 

Population-hased variations in rates of surgery for many procedures are 
well-described and may reflect differences in the threshold or likelihood at 
which different groups of physicians recommend surgery. We examined 
whether populatien-based rates of surgery for herniated lumbar disc or spinal 
stenosis are associated with patient (pt) outcomes. 

Small area variation analysis was used to develop distinct "spine service 
areas" in Maine. Four year outcomes for 279 surgically treated pts 
participating in an ongoing prospective cohort study were compared across 
three defined spine service areas. Pts were enrolled by their physicians who 
provided baseline demographic and treaanent data. Pts completed baseline 
and follow-up questionnaires that focused on symptoms, function, 
satisfaction and quality of life. 

Population-based rates of surgery for the 3 spine service areas varied from 
40% below to 72% above the state average (7.2 cases/10,000). Pts in high 
rate areas had less severe baseline symptoms and findings than those in low 
rate areas. Outcomes of pts treated by surgeons in the lowest rate area were 
superior to those in the two higher rate areas after 4 years of follow-up. 
Seventy-nine percent of the pts in the low rate area had marked or complete 
relief of leg pain compared to 60 percent of pts in the high rate area (p=0.06). 
Improvement in functional status (Roland disability questionnaire), quality of 
life, and satisfaction were significantly better among pts in the low rate area 
(all p<0.05). Outcomes in the intermediate rate area were generally between 
the high and 10w rate areas. Previous comparisons to non-operated controls 
counter concerns regarding the impact of regression to the mean. Limitations 
include relatively few pts in the high rate area (35). 

Higher population-based rates of elective spine surgery may be associated 
with poorer average outcomes. Higher severity thresholds for recommending 
surgery may result in better outcomes. 

ADDED VALUE OF HOSPICE CARE IN THE NURSING HOME 
WM Baer, BA; LC Hanson, MD*; University of  North Carolina, 
Chapel Hill, NC. 
PURPOSE: To determine whether hospice provides added value for 
dying nursing home re§idents in the last 3 months of life. 
METHODS: We used statewide hosl/ice data to survey family of  all' 
nursing home hospice patients during a 6-month period. The mailed 
survey asked family to rate quality of  care for physical and emotional 
symptoms before and after hospice services, to describe hospice and 
nursing home staff involvement in life-sustaining treatment decisions, 
and to define the added monetary value of  nursing home hospice. 
RESULTS: Of 398 eligible family members, 292 (73%) completed 
surveys. Decedents' average age was 79.5 years, 50% died of cancer, and 
76% were functionally dependent. In the last 3 months of  life, 69% of 
decedents had severe or moderate pain, 56% had severe or moderate 
dyspnea, and 61% had other uncomfortable physical symptoms. Quality 
of care for pain and other symptoms was rated good or excellent by 64% 
of family members before hospice and 93% after hospice (P<0.01). 

.Dying residents had emotional needs, including moderate or severe 
depression (47%), anxiety (50%), and loneliness (35%). Quality of  care 
for emotional needs was rated good or excellent by 64% of family 
members before hospice and by 90% aRer hospice (P<0.01). Hospice and 
nursing home staffs were equally likely to have discussed life-sustaining 
treatments. Fifty-three percent of  family members believed hospice 
allowed the decedent to forego hospitalization. Family gave hospice a 
median added value of $75 per day, and 45% valued it at $100 or more. 
CONCLUSION: Families of  recently deceased nursing home residents 
believe hospice improves quality of  care for physical and emotional 
symptoms, reduces hospitalizations, and adds value to terminal care 
services delivered in the nursing home. 

DO PATIENTS' PREFERENCES EXPLAIN RACIAL DIIq,~gENCES IN 
ACCESS TO RENAL TRANSPLANTATION? JZ A v a ~  PD Cleary, 3S 
Wei~.,-,,. AM Epstein. Div of General Medicine, Britain and Women's 
Hospital, Dept of Health Care Policy, Harvard Medical School, Dept of 
Health Policy .& Management, Harvard School of Public Health, Boston, MA. 

Black patients ate less likely than white patients to receive renal transplants 
and other effective medical procedures, but few studies have explored racial 
differences in patients' preferences or cmnmunicafion with physicians. 

To assess preferences for renal ttaasplanmtlon and expeaienc, es with ¢,m'e, 
we selected a random sample of adults age 18-54 with end-stagn renal disease 
stratified by race and sex in four regions of the US (Alabama, S California, 
Maryland/DC/Vir~nia; Michigan). Approximately 10 months ~ e r  eligible 
patients started dialysis, we conducted telephone interviews with 1395 of 
them (83%). Response rates did not differ by race, sex, age, ~gion, body 
mass index, cause of renal failure, or type of dialysis (all P>0.12). 

Black and white patients were ~'imilarly likely to report that they wanted a 
transplant (76 vs. 79% in women, 81 vs. 85% in men), and they had 
comparable expectations that transplantation would improve their quality of 
life and stavival (P>0.10). However, blacks were less likely to report having 
been referred for a transplant evaluation (50 vs. 70%, 54 vs. 76%, 
respectively) or placed on a transplant waiting list (36 vs. 54%, 43 vs. 59%) 
(P<0.001). These differences rL~nalned significant in logistic regression 
models that adjusted for patients' preferences, expectations, socioeconomic 
characteristics, and serf-reported health status. Few patients reported racial 
discriminatiOn SinCe ~ dialysis (3 vs. 2%, 6 vs. 2%). Nonetheless, 
blacks were less likely than whites to trust their renal physicians' judgment 
mostly or completely (76 vs. 89%, 78 vs. 88%), report receiving some or a lot 
of information about uansplants from physicians providing di~ysis (56 vs. 
64%, 61 vs. 69%) or transplantation (26 vs. 55%, 38 vs. 69%), or report that a 
physician recommended transplantation (60 vs. 75%, 63 vs. 78%) (P<0.001). 

Substan~al racial differences in rates of renal transplantation are not 
explained by patients' prefe~-uces, but they may arise from inadequate 
communication between physic~ns and patients. Thus, physicians should 
communicate more effectively with eligible black patients about renal 
u-ansplanmfion and ensure that they are fully informed and evaluated. 

LANGUAGE BARRIERS AND FOLLOW-UP APPOINTMENTS AFTER 
AN EMERGENCY DEPARTMENT VISIT. DW Baker, JH Sarver. Center 
for Health Care Research & Policy, Div of Geaeral Medicine, MetroHealth 
Medical Center, Case Western Reserve University,Cleveland, OH. 

Purpose: To determine whether patients who communicated through an 
interpreter or who did not have an interpreter when one was needed were less 
likely to be referred for follow-up afler an emergency department (ED) visit. 

Methods: English (ENG) or Spanish (SPA)-speaking patients presenting to 
a public hospital ED with non-urgent problems were interviewed to determine 
demographics, socioeconomic status, and health status. After the visit, charts 
were abstracted to determine discharge diagnosis and follow-up appointments. 
Patients were interviewed again 1 week later by telephone or at their home. 
SPA-speaking patients were asked to rate their ability to speak ENG and the 
ED physician's ability to speak SPA; whether an interpreter was used; and 
whether an interpreter should have been used. Patient-physician communica- 
tion was classified into 3 groups: 1) language concordant (CON); 2) used an 
interpreter (INT); and 3) no interpreter, but should have been used (NO INT). 
Chi-square tests and logistic regression were usedto determine associations 
between patient characteristius and referral for any follow-up appointment. 

Results: 714 patients met inclusion criteria and completed the ED and 
follow-up interviews (73% of those approached). Mean age was 39 (2.14) yrs; 
63% female, 18% black, 8% white, and 74% Latino. 65% were native SPA- 
speakers. Patient-physician communication was classified as: CON for 69%, 
INT for 17%; and NO INT for 14%. The proportions of patients in the 3 
groups who were not given a follow-up appointment were 17%, 24%, and 
25%, respectively (p=0.05). Atter adjusting for age, self-reported health, 
insurance, and discharge diagnosis category., the odds ratio for not receiving a 
follow-up appointment for INT was 1.92 (95% CI 1.1 I-3.33) and for NO INT 
was 1.79 (95% CI 1.00-3.18) compared to CON. The discharge diagnosis 
cate.,.ory (new, specific diagnosis; exacerbation of a known condition; 
descriptive diagnosis, and no diagnosis given) was the strongest predictor of 
receiving a follox~up appointment; for all categories, those who experienced 
language barriers (INT and NO INT combined) had lower referral rates. 
Conclusions: Patients who communicated through an interpreter or who did 
not have an interpreter when one was needed were less likely to receive a 
follow-up appointment after their ED visit. 
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SCREENING F O R  A S Y M P T O M A T I C  LEFT VENTRICULAR 
SYSTOLIC DYSFUNCTION.  DW Baker, Center for Health Care Research 
& Policy and Div of  General Medicine; R Bahler, R Finkelhor, Div of  Cardi- 
ology; MetroHealth Medical Center at Case Western Reserve Univ, Cleveland, 
OH; M Lauer, Dept Cardiology, Cleveland Clinic Foundation, Cleveland, OH. 

Purpose: To determine the prevalence o f  asymptomatic left ventricular 
systolic dysfunction (ALVSD), a precursor to congestive heart failure (CHF), 
among general medicine clinic patients with risk factors for developing CHF. 

Methods: General medicine patients at MetroHealth Medical Center age 60 
yrs and older with hypertension (HTN), coronary artery disease (CAD), or 
diabetes (DM), and no diagnosis of  CHF were identified using the hospital 
information system and asked to participate at the time of  a clinic visit. 
Consenting patients completed a face-to-face interview to confirm inclusion 
and exclusion criteria and later underwent a screening echocardiogram with 
recording o f  the apical 2-chamber and 4-chamber views. Clinic charts were 
reviewed to confirm diagnoses and to exclude patients with a history of  CI-IF 
or reduced leR ventricular ejection fraction (LVEF) on previous diagnostic 
tests. All echocardiograms were interpreted by a primary reviewer (OBS 1) 
with visual estimation o f  LVEF; 68 echocardiograms were interpreted by a 
second reviewer (OBS2) at another institution to determine inter-observer 
agreement o f  the LVEF. An LVEF < 0.45 was classified as ALVSD and an 
LVEF = 0.50 was classified as borderline LVEF. 

Results: 635 patients were asked to participate; 139 were ineligible, 320 
refused, and 176 (35%) completed the study;, 4 were found to have a history of  
CHF or ALVSD on chart review and were excluded. The average age was 69 
yrs (+ 6), 71% were women, 69% white, 29% black; 92% had HI'N, 32% had 
DM, and 24% had CAD. The mean time to complete the echocardiogram was 
6.5 (~3.0) minutes. O f  the 162 whose LVEF could be estimated, 16 (10%) had 
an LVEF _< 0.45 and 17 (10%) had borderline LVEF (0.50). The inter-observe r 
reliability of  the estimated LVEF was good (p = .87). O f  patients classifie d by 
OBSI as LVEF < 0.45, OBS2 classified 6 of  8 as LVEF < 0.45, 1 as borderline 
(LVEF = 0.50) and 1 as normal (LVEF >0.55).  However, of the patients 
classified by OBSI as LVEF = 0.50, OBS2 classified 4 of  7 as LVEF > 0.55. 

Conclusions: ALVSD is relatively common among patients with risk factors 
for CHF, and patients with ALVSD can reliably be identified by a screening 
echocardiogram that requires only a few minutes to complete. 

INCREASED ANXIETY AND HEALTH CARE UTILIZATION AFTER FALSE- 
POSITIVE MAMMOGRAMS ~ * ,  S Moore*, S Polk*, E Shtatland*, N T .wm.- 
Danan', JG Elmore t, SW Fletcher, Harvard Pilgrim Health Care and Harvard Medical 
School, Boston, and tu.  Washington Medical School, Seattle 

Background False-positive screening mammograms are common and women report 
anxiety about this experience in surveys. Whether clinicians are aware of patient anxiety 
and whether it affects health care utilization is not known. We studied how often anxiety 
was documented in medical records after false-positive mammograms and recorded 
health care utilization in the following year. 

Methods Medical records for one year before and after the mammogram date were 
abstracted for 496 women in an HMO who had false-positive mammograms and 496 
women with normal mammograms, matched for location and year of the mammogram. 
Mammogram outcomes were defined as abnormal if any non-routine follow-up was 
recommended or if the summary impression was indeterminate or suspicious for cancer. 
Abnormal mammograms in women who were not diagnosed with breast cancer within 
twelve months of the mammogram were defined as false positives. Clinicians' notes 
were reviewed for mention of patient anxiety or concern. Other abstracted data included 
specialty of the ixovider, whether the patient or clinician initiated the contact (including 
face-to-face contacts and telephone cat[s), and whether the contact was breast related or 
non-breast related. 

Results 50 women (10 %) had documented anxiety during the 12 months after a false 
positive mammogram, versus I (0.2 %) woman with a normal mammogram. Compared 
to women with normal mammograms, women with false-positive mammograms had 
more contacts with intemi.~ and surgeons after their mammograms, and they initiated 
more brenst-related contacts (see Table). 

Mean # of Contacts to Internal Medicine and Sursery After a Mammosram 
False-positive group Normal group p value 

Overall 8.18 6.00 .000 I 

Breust-related 2.34 0.16 .0001 
Initiated by clinician 1.93 0.07 .0001 
Initiated by patient 0.16 0.05 .0006 

After a false-positive mammogram, anxious women ~itiated 6 times as many breast- 
related contacts as women with no documentation of anxiety. There was no significant 
increase in non-breast related contacts in women with thlse-positive mammograms. 
Conelusion Clinicians documented anxiety in a substantial ta'oportion of women after 
false-positive mammograms. Women with false-positive mammograms, and especially 
women with documented anxiety, had an increased number of clinician-initiated and 
patient-initiated breast-feinted contacts. Women's anxiety after false-positive 
mammograms is associated with increased health care utilization. 

USE OF ANTIDEPI~SSANTS IN THE TREATMENT OF FIBROMYALGIA: A 
META-AHALYSIS EL Balden, PG O' Malley, JL Jackson, O Tnmkln% J Santom, K 
IC, oenke, Dept. of Medicine, Walg'r Reed Army Medical Center, Wash. DC ( ELB, 
PC, O, GT, JS) Uniformed Services University, Bethesda, MD (JLJ) and the ~ u ' i e f  
Institute for Health Case, Tmli~]is, IN (KK). 

PURPOSE: Fibx~nyalsia is a common, poorly enderstood musonluskeleud pain 
~ with limitsd the~/~Jetaic optiom. We e~*mln~d the evidence for tbe use of ami 
depressants as effective therapy for fibr0myalsia. 

METHODS: Mata-e~alysis of ~n~igh-lln~,l~ge, ~ placebo-controlled trials 
independent duplica~ seview was mnde of the medmdological quality, sa~ly P O P O I ~  
intervention, co-mortal psychiatric diseuse aad ~ of each UiaL Stodies v~'re 
obtained e~m ~ ~ .DLIN~,  re ,mAss ,  and PSYCLrr (19e6-199~), me 
Coclmme Library, mpublisbed nteratore and biblio~q.,t, les. 

RESULTS: Ninateeau'ials w e s e ~  Foorteenwereplacebo-onnuolledtmls 
evaluating three classes of ~ ' ~ :  tmyctics (8 trials), selective serotonin 
reuptske inhibiton (2 uials)and s-aden~y~sethimine (2 triats). 1~ven uiats had 
extractsble data, a sinsle dichotomons oetcome in 7 uials ( s y ~  improvement) and 
various umtlm~us one:omes in several trials (mm, twr of trigser points and gain severity 
in71rials, fa~lue, sleep and well-beh~ in 5 trials). Re~lts aseseportedas s-mmadsed 
edds nuin (OR) for the dichotomom otmmne and sm-~,xlised moan differeme (SMD) 
for contincom ootcom~. Homosenons date were combined usin8 a fixed-effects medel 
(Mantel-Haenl~l), Imeroseneom data usin 8 a random-effects model (derSimonian and 
Laird). Publication bias was assessed using tbe Besff--~; test. Overall, the qml/ty of the 
sO, a l iesw~socd (mean score S.8, scaleO-8). Systematic a s s e s ~  of depression 
was performed in only c~e of tbe 14 stodies. Outcomus wese not affected by class of 
agent or qmlity score usin8 nma-resression. 

i (Mtc°me ] N°" I Effect Size: ( 95% CI ) I H e t e r ° g e n e i t Y t r i a l s  (p value, ~ )  l, BiasPUblicati°n(p vahg) I 

Improved 10 O f f  5.2 (3.1-8.5) 0.61 < 0.02 
Tt~ger Pts. 7 SMD= 0.14 (-0.09-0.37) 0.31 0.88 
Fatigue 5 SMD= 0.40 (0.13-0.68) 0.12 1.0 
Sleep 5 SMDffi 0.58 (0.30-0.85) 0.53 0.62 
Wen-being 5 SMDffi 0.59 (0.0%1.1) < 0.01 0.33 
Pain 7 SMDffi 1.1 (0.36-1.7) < 0.01 <0.01 

CONCLUSION: ,~mld,.pressams are efficacious in tteatin 8 many of the symptoms of 
fibromyalgia, l~31e~,~ were: 1) more than five ~ as likely to report overall 
imwovcm¢~; and 2) reported subemn,i.I reductions in individual sympemm, particularly 
pet~ Whetber this affect is indepcodem of depr~sinn needs funber study. 

CERVICAL CANCER SCREENING IN THE URGENT CARE SETTING. HA 
a a ~ ,  pS Mehler. Gonoral tnteraal Medicine, Deevor Health, Danver, CO. 

patients seen in m-sent ~ r e  clinics often acce~ health care in an enpre~ctable 
manner, and thus do not recede r e o ~ x a d e d  health ~ This stedy was 
eadmat~a  to determine the feusa i l~  e~ l ~ f o r m i ~  ~ t m l  cance~ screeein8 in 
an urgont care clinin at tho time of inifi~ patient contact. 

Women wusenting to a ~ hospital urgent care clinic with a chief complaint 
necessi~,ting a pelvic examination wese randomly a,~igned into one of two groups: 
the Pap groop was ~G'e,~d a Pap smear daring their ~ care clinic evaluation 
and the reFenal gronp was asked to ,,~k~ an appointmem at the GyneoningY clinic 
to have a Pap maear pofformed at a later date. D e ~  information 
~ prinr Pap smear scmoning, and cervical cancer risk factor profiles wine 
collected for all l~fionts. Identical information was obtained f i~n a cohort of 
womon who had indepandmtly scbedaled appo- t - ,~m in the Gyancoing~ clinic for 
tontine Pap s ~ t r s .  Thuse woman served as the control gronp. 

By ~ to aeat analy~ 70.2% (94/134) a t ' e l i l ~  women in the PaP group 
received a Pap smear, as w m t . , ~  to 25.5% (82/98) of the womon in the rid'real 
gronp (p<0.001). Follow-up rates for abmrmal Pep smears in the Pap group venas 
the Gynecofogy clinic cohort were 23.8% and 60% (p=0.049). For beth gronps of 
~oman, fi~fow-up was dgnificamly affected by pt~,~-~-y __~_ ,~ The majority of 
women in the retmd group who ~d schedule appolnmm]ts were wegnant 
(p<O.001 for cempafimn by psegaancy), as well us those women in the Pap grouP 
who sought follow-up for almmmal Pap gmo~rs (p=0.006 for comparison by 
~ ) .  Tbet~ wus no d~%.~.,ce in the Pap meat abnormality rates betwean 
wome~ in the Pap grm~ and those in the recital group 22.3% versas 20% 
(p=4).745). In ~ n ,  tbe adeqmcy of the Pap m~"~ obtained in the orgent care 
clinic did not ~ from those obtained in the Gynecology clinic. In the urgeat 
care clinic, 32% of smems wcse ootsd to be inadequate or lem than adeqame, as 
compared to 2S% ~those  done in the 6ynecok~gy diain Lo~0.765). 

Pap lmenr$ should be offel'ed to all wmanla ~ a pelvic e~amination dmillg 
an mgem care clinic visit. These visits lament a uniqee opportunity for lxinmy 
preveminn _be,:--~ deiag an m the rate c[  seceipt e[  Pap sanears as compmed 
to ,r,f~ml foe a fuim~ ~ Despite ~ compl*int~ fi'om patients in the 
~ ca~e clinic of v ~ , ~ ,  bleeding and inf~ctiea, Pap smcms olaained in this 
mann~ w¢~ adeqmte. However, foifow-ep is more ~ck, L~,,~ic in this group of 

To reap the foil bmlefi~ of soromin_~ wonle~ in thla nmnm~, an ~ 
follow-up mo(~ . iM  for ab.emal Pap meuss will h-gely need to be developed. 
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THYROID DISEASE AND MORTAI_YlT IN OLDER WOMEN: A 
PROSPECTIVE STUDY. DC Bauer. B Ettinger, KL Stone, and MC Nevitt 
for the Study of Osteoporotie Fractures Research Group: University of  
California (San Francisco) and Kaiser Center for Health Research, Oakland. 

Previous studies suggest that mortality may be increased after treatment 
for hyperthyroidism, but there are no prospective studies of the relationship 
between previous hyperthyroidism, thyroid hormone use, thyroid function 
and mortality. We examined these factors in the Study of Osteoporotic 
Fractures (SOF), a large cohort study of older women. 

In 1986-88, 9704 women _>65 were recruited from population-based 
listings in four US communities. Data about physician-diagnosed illnesses 
and medication use were collected at baseline, and serum was stored at 
-190"C. After a mean follow-up of  9.3 years, 21 I0 women (22%) had died 
and vital status was known for 99% of the cohort. Specific causes of  death 
were ascertained from review of death certificates and hospital records, if 
available. The relationships between hyperthyroidism, thyroid hormone use 
and mortality were analyzed with multivariate hazard models. Sensitive 
TSH (Endocrine Sciences) was measured on baseline sera from 147 
randomly selected women who had died, and 340 controls. The relationship 
between TSH and mortality was analyzed with hazard models modified for 
case-cohort sampling. Relative hazards (RH) are reported with 95% 
confidence intervals (CI). 

At baseline 891 women (9.2%) reported a previous history of 
I~yperthyroidism, and 1187 (12.2%) were current thyroid hormone users. 
After adjustment for age, weight, health status, physical activity, 
hypertension, diabetes, and use of estrogen, thyroid hormone, tobacco and 
alcohol, overall mortality was 27% higher among women with previous 
hyperthyroidism (RH = 1.27, CI: 1.09, 1.48). The association was 
strongest for death from ischemic heart disease (RH = 1.70, CI: 1.19, 2.45) 
and was not significant for cancer deaths (RH = 1.15, CI: 0.86, 1.55). 
Thyroid hormone use was not associated with mortality (RH = 1.08, CI: 
0.93, 1.25). Compared to women with normal TSH (0.5-5.5 mU/L), 
mortality did not differ among those with low TSH (RH = 0.89, CI: 0.29, 
02.78) or high TSH (RH = 0.91, CI: 0.26, 3.13). 

We conclude that previous hyperthyroidism may be associated with 
increased mortality in older women, particularly from cardiac ischemia, but 
we found no association between thyroid hormone use or TSH level and 
mortality. The long-term consequences of hyperthyroidism and its treatment 
require further study. 

APPARENT RESISTANCE TO TREATMENT : HOW OFTEN IS IT A PROBLEM 
OF NON-ADHERENCE TO THERAPY ? M. Burnier, C Fallab, B Favrat, N 
Bertholet, A Ptcoud, Medical Oupatient Clinic, University of Lansanne, Switzerland. 

Background: Lack of response to therapy is a major challenge for clinicians. The 
therapy itself could be ineffective or the patient may have failed to comply with the 
prescribed medication. Until recently, the examination of compliance relied on 
imprecise methods such as questioning the patient, counting pills or blood sampling 
for drug levels. Today, the use of electronic pill boxes with a microprocessor in the 
cap that records the date and hour each time the box is open is considered the only 
reliable way to monitor day-to-day drug adherence. 
Obiectives: In situations of lack of response to therapy, we investigated the impact on 
the treatment target of introducing an electronic pill box without modifying the 
therapy itself. Thereafter, a second evaluation was performed after modification of 
trealment or improving compliance according to the electronic pill box data. 
Methods: In this pilot study, physicians were given the opportunity to use an 
electronic monitor of compliance when they had a situation of apparent resistance to 
treatment. We analyzed the data of 23 patients agreeing to participate in the study. 
These patients had a clearly measurable target and was classified in three clinical 
situations, i.e. hypertension (19), dyslipidemia (2) and diabetes (2). Achievement of 
treatment target was the major outcome and was classified in three categories: 
treatment target was achieved, partially achieved or not achieved. Compliance was 
calculated as the percentage of prescribed medication taken by patients during two 
months. Data were collected from medical records and reviewed by independent 
clinicians. Results: After introducing electronic pill box alone without changing the 
treatment, the clinical target was considered as achieved for 6/23 patients (26%) and 
partially achieved for 7/23 (30%). In these patients, median compliance was 
respectively 92 and 95%. The remaining patients (10/23 ; 43%) were not on target at 
all and were essentially poor compilers (median compliance: 68%). After the 
physician modified treatment or insisted on good compliance based on electronic pill 
box data, 6 additional patients achieved their treatment goals. Finally, out of the 23 
patients, 6 (26%) did not reach the target at all essentially because of poor compliance 
(median compliance: 30%). 
Conclusions: Electronic monitoring of drag adherence is a useful tool to resolve the 
physician's dilemma of resistance to therapy or poor compliance. Non-adherence to 
treatment is one of the most frequent causes of apparent resistance to treatment. An 
objective measurement ofcomplisnce is a prerequisite for rational management of 
patients. In addition, monitoring compliance per se is an effective tool to improve 
drug adherence. 

NON-FINANCIAL BARRIERS TO VIRAL LOAD TESTING FOR PATIENTS 
WITH HUMAN IMMUNODEFICIECNY VIRUS INFECTION Ahmed M. 

2 s, Dale McMureh.,~, Anita R Rachlis 23. 
St. Michael's Hospital and "HIV Health Evaluation Unit Sunnybrook and 

Women's College Health Science Centre, SUniversity of Toronto, Toronto, ON 
Viral load testing (VLT) is available at no cost to all people living with HIV in 

Ontario. We examined non-financial barriers to accessing VLT. 
Individuals enrolled in the HIV Ontario Observational Database were 

included. All VLT conducted before August 1998 by the sole local provider of 
VLT were included. Predictors of receiving viral load testing were evaluated 
with the chi-squared test for univariate predictors and logistic regression 
analysis for multivariate predictors. Time to first VLT was assessed using 
Kaplan-Meier survival analysis. Multivariate predictors were assessed with Cox 
proportional hazards models. 

Of 1430 individuals, 1319 (92%) had at least one VLT. Viral load testing was 
performed less often in patients with a Kamovsky score of 70 or less (81% vs 
94%, p<0.001), in patients with a CEN count of less than 200 (88% vs 95%, 
p<0.001), and in patients with a previous AIDS defining illness (85% vs 95%, 
p<0.001). In logistic regression analysis, all three variables remained 
significant. Similar results were observed when Kamovsky score and CEN 
count were examined as continuos variables. The median time from when VLT 
was first offered to when it was first performed was 42 days. Individuals who 
received late VLT more frequently had a low Kamovsky score (difference in 
median time to first test of 39 days, p<0.001), had a low CD4 count (difference 
= 12 days, p<0.001), had a previous AIDS defining illness (difference = 8 days, 
p<0.001),.wera not gay men (difference = 43 days, p=0.002), lived in Eastern 
Ontario (difference compared to all other areas = 71 days, p=0.0001), were 
older than 40 (difference = 22 days, p<0.001), had a history of injection drug 
use (difference = 35 days, p=0.008), and did not have post-secondary school 
education (difference = 22 days, p=0.003). Sex and ethnicity were not features 
of early use of VLT. In multivariate analyses, late VLT was associated with a 
low Kamovsky score (relative hazard 0.75; 95% Confidence Interval 0.63-0.90) 
geographic location (RH 0.72; 0.61-0.85), history of injection drug use (RH 
0.77, 0.63-0.95), lack of higher education (RH 0.86, 0.76-0.98), and older age 
(RH 0.62; 0.55-0.70). 

Even when financial barriers are eliminated, differential access to viral load 
testing persists. Our analysis suggests that programs to increase access 
should focus on individuals who have more severe disease, are older, and live 
in remote areas 

ASSESSL-NG SYMPTOMS BEFORE HYSTERECTOMY: IS THE 
MEDICAL RECORD ACCURATE? SJ Bernstein, MS Brnder, DE 
Kanouse, University of Michigan and Veterans Affairs Medical Center, Ann 
Arbor, MI; University of California, Los Angeles, CA, and RAND 
Corporation, Santa Monica, CA. 

Objective: To evaluate the level of agreement between medical record 
documentation of symptoms leading to hysterectomy and patients' own 
assessments of those symptoms. 

Methods: A retrospective study comparing symptoms described in 
medical records of 497 women who had undergone hysterectomy with 
symptoms reported by these patients during structured post-operative 
interviews in nine capitated medical groups in Southern California. We 
assessed: (1) the sensitivity and specificity of the medical record compared 
with patient reports for the presence of symptoms related to bleeding or pain 
and the presence of impairment due to bleeding or pain; and (2) the level of 
agreement between patient report and the medical record (kappa). 

Results: The rnedieal record was sensitive in identifying bleeding and pain 
as medium or big problems but not highly specific. Overall agreement 
between physician and patient was moderate for bleeding, fair for pain and 
poor for impairment due to bleeding or pain (see Table below). 

Sensitivity Specificity Kanva 
Bleeding 

Medium/big problem 93% 61% .58 
Major impairment 29% 66% .00. 

Pain 
Medium/big problem 79% 55% .34 
Major impairment 37% 78% .14 

Conclusion: A physician's understanding of patient symptoms is crucial 
for recommending the proper course of action; overestimation of symptoms 
could lead a physician to recommend hysterectomy unnecessarily, while 
underestimation could dissuade a physician from recommending surgery 
soon enough. Our results suggest that both these situations may occur for 
patients with abnormal yaginai bleeding and/or pelvic pain. 
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QUALITY OF LIFE AMONG WOMEN UNDERGOING 
HYSTERECTOMY. SJ Bernstein. MK Rowe, DE Kanouse, BS Mittma. 
University of Michigan and Veterans Affairs Medical Center (VAMC), Ann 
Arbor, MI; RAND Corporation, Santa Monica, CA, and VAMC, Los 
Angeles, CA. 

Objective: To measure the association between gynecologic conditions 
and quality of life in women before hysterectomy. 

Methods: We retrospectively identified 482 women who had 
hysterectomies for non-oncologic and non-emergency indications in one of 
nine captitated medical groups in Southern California between 1993 and 
1995. Their symptoms and quality of life before hysterectomy were 
assessed by medical record review and telephone interviews. Women were 
grouped into four symptom-based categories (pain, bleeding, pelvic 
discomfort, or asymptomatic) and compared across six of quality of life 
scales. 

Results: Patients with primary pain conditions reported the highest 
average role impairment compared with primary bleeding, pelvic 
discomfort, and asymptomatic conditions (8.6 days per month versus 5.0, 
2.5, and 1.9 days respectively; P <.05). On the five 0--100 point quality of 
life scales, patients with primary pain conditions, compared with bleeding, 
pelvic discomfort, and asymptomatic conditions, had the highest mean level 
of sexual impairment (71.5 versus 54.1, 29.6, 17.9 respectively; P <.05), 
mood impairment (55.2 versus 45.2, 34.6, 38.1 respectively; P <.05), poor 
perception of general health (74.4 versus 60.7, 44.1, 49.4, respectively; 
P <.05) and increase in severity of symptoms before hysterectomy (77.2 
versus 68.7, 61.5, 57.1, respectively; P <.05). 

Conclusions: A woman's primary symptom before hysterectomy is 
differentially associated with varying levels of impairment. Standardized 
measurement of quality of life among women with gynecologic complaints 
that lead to hysterectomy might help in development of treatment guidelines 
and in assessing the appropriateness and outcomes of care for these women. 

WHAT FACTORS ARE RELATED TO AUTONOMY PREFERENCES AND 
THEIR SERIAL CHANGES? S Bito. S Fukuhara, and K Kurokawa. General 
Internal Medicine, National Tokyo Medical Center. Graduate School of Medicine, 
The University of Tokyo. Tokai University, Tokyo, Japan. 

Purpose: To explore what factors are associated with self-decision-making 
preference and information seeking preference in health care; and to clarify whether 
health status change or life events influence autonomy preferences among the 
Japanese population. 

Methods: Initially, we surveyed 4,500 randomly sampled Japanese nationals over 
16 years old in 1995 and again in 1996. The questionnaire included the following: the 
6-item Japanese version of Ende's autonomy preference index, the respondents' 
demographic characteristics, the number of comorbidities, and the MOS short form 
36 health survey (SF-36) as a health status index. In the 1996 survey, we asked about 
life events in the previous year. Using the respondent's characteristics and the health 
status indices, we analyzed the two subscales of the autonomy preference index: the 
self-decisinn-making preference (DMP) scale and the information seeking preference 
(ISP) scale. These scales had a 0-100 range, and a higher score correlates with greater 
autonomy. Finally, we analyzed the changes in serial preference that occurred with 
changes in health status and life events. 

Results: In 1995, 4500 surveys were distributed, and 3,395 surveys were collected. 
In 1996, 2,002 surveys were collected. In 1995, the mean DMP score was 45.4 
(SD=I0.8) and the mean ISP score was 81.4 (SD=18.8). The mean DMP score was 
higher in the younger group, while the mean ISP score had no significant difference 
between the age groups. Multivariate analysis showed that females (p<0.0001) and 
those with higher education (p<0.0001) had higher DMP scores, whereas health 
status and the number of comorbidities were not associated with the DMP score. 
Those who live alone (p<0.05) and those with higher physical functioning measured 
by the SF-36 (p<0.001) had higher ISP scores. The mean serial changes in the DMP 
score was -1.1 (SD=I3.1) and the mean serial changes of the ISP score was -6.0 
(SD=I 8.3). Serial changes in the DMP and ISP scores were not associated with 
changes in physical functioning, mental health, outpatient-care utilization, 
hospitalization or a major operation in the previous year. Those respondents who had 
visited an intensive care unit had a significant reduction in the DMP score (p<0.01), 
and those who had a screening blood test had a significant reduction in the ISP score 
(p<0.05). 

Conclusion: Relative to health conditions, autonomy preferences and their serial 
changes have a stronger association with personal characteristics and medical 
experiences. Therefore, physicians should not predict the patients' autonomy 
preference based only on their health conditions or health status among the Japanese 
population. 

RELATIONSHIP OF HEALTH LITERACY TO PATIENTS" 
KNOWLEDGE OF MAMMOGRAPHY AND BREAST CANCER. 
SR Bialek. Eli Burgess, MV Williams, J Doyle. Division of General 
Medicine, Emory University, Atlanta, GA. 

lntroduetinn: Previous research documents low rates of screening 
mammogruphy, as well as inadequate health literacy, among indigent 
African American (AA) women. We hypothasized that women's health 
literacy would be related to their knowledge of breast cancer and 
screening mammography, and possibly related to their compliance with 
screening mammography. 
Methods: We surveyed a convenience sample of 101 women between 
the ages orS0 and 75 in the Medical Clinic at a large urban public 
hospital serving a predominantly indigent AA population. A 58-item 
questionnaire (demographics, knowledge of and beliefs/attitudes about 
breast cancer and mammography), derived from previously published 
instruments, was orally administered to consenting participants. The 
Rapid Estimate of Adult Literacy in Medicine (REALM) was used to 
measure health literacy. A mammography and breast cancer knowledge 
index (Crunbach's alpha=0.67) was created using 18 items from the 
survey. We reviewed the computerized medical record to determine the 
proportion of women who had undergone mammography. 
Results: Mean age (_+.SD) was 62 + 7 years, 97% were AA, and 72% 
were insured. Only 26% of patients read at the high school level, 
although 47% reported being high school graduates; 28% read at the 
seventh- to eighth-grade level; 26% at the fourth- to sixth-grade level; 
and 13% at or below the third-grade level. Mean knowledge'scores 
(ZSD) on the 18 point scale were directly related to reading levels: 
13.1 + 1.9, 11.1 +_ 2.8, 10.6 -4- 3.0, and 10.1 +2.2, respectively (p 
<0.0005). We verified that 72% of participants (73/101) had undergone 
mammography within the past two years. Patients reading at or below 
the third-grade level were more likely (93% vs. 69%) to have 
undergone mammography within the past two years than patients with 
greater health literacy, p< 0.05. Knowledge of mammography and 
breast cancer was not associated with having screening mammography. 
Conclusions: Inadequate health literacy was common and strongly 
correlated with less knowledge of breast cancer and mammography. 
Remarkably, lower health literacy was correlated with greater 
compliance with screening mammography. Thus, existing programs to 
encourage screening mammography in this Medical Clinic are 
successful, especially among patients with inadequate health literacy. 

TESTING OF A NEW SCALE FOR NURSING ASSISTANTS TO RECORD 
ACUTE CHANGES IN STATUS IN NURSING HOME RESIDENTS. 
KS Boockvar, D Brodie, MS Lachs, M Charlson, Department of Medicine, Weill 
Medical College of Comell University, and Amsterdam Nursing Home, N.Y., N.Y. 

purpose: Acute illness causes considerable morbidity and mortality in nursing home 
residents. However, instruments used for monitoring residents of narsing homes are 
not designed to detect acute changes in status. In addition, such changes may be 
difficult to recognize in the presence of residents' chronic comorbiditias. The goal of 
this study was to develop an instrument to be used by nursing assistants to document 
changes in nursing home resident status which precede acute illness. 

Methods: The setting was a 302-bed urban teaching nursing home. The instrument 
was designed to contain generic and patient-specific items. Items were generated by 
interviewing nursing home staff until a saturation of ideas occurred. A 40-item 
closed-format questionnaire was tested by nursing assistants, from which 7 generic 
items were chosen for the final instrument. In order to adjust for the presence of 
chronic findings in subjects, the scale for each item allowed respondents to reject a 
finding or to endorse a fmding as "the same as" or "worse than" "other days." Patient- 
specific items were generated by surveying nursing assistants about each rasident's 
characteristic greetings, between-meal activities, and means of locomotion. A global 
status question was included on the final instnunent, which was tasted by 39 nursing 
assistants over 28 consecutive days. Nursing assistants were asked to fin out the 
insmnnent daily for all residents (n=74) assigned to them. The responses of morning- 
and afleracon-shifi nursing assistants were compared to calculate interrater agreement. 

Results: Each item on the fmal instrument assessed a nonspecific behavioral or 
functional change, such as being confused or needing help with dressing. Depending 
on the resident, the number of items on an instrument ranged from 8-12. The 
frequency of a positive response, indicating a status change, per resident per shifiE 
(n=1977) ranged from 0.7-8.6% depending on the item, and interrater agreement 
(median n=290 pairs) ranged from 65-96%. All but one item demonstrated 
statistically significant intetrater correlation and a kappa >0.2 (range 0.2-0.4). Most of 
the nursing assistants spent 15 minutes or less each day filling out the instrument, and 
felt that if implemented the insU'ument would improve resident surveillance. 

Conclusions: Tasted in an actual practice setting, this newly developed instrument 
demonstrates good interrater agreement, and thus holds promise as a record of acute, 
nonspecific changes in nursing home residents. Subsequent study will estimate the 
validity of this assessment of changn as a predictor of acute diagnusable illness. The 
high rate of acute illness in nursing home residents drives efforts to refine this 
instrument's performance and ease of use. 
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Asaesament of EIRQOL Among All Veterans in the Upper Midw~t  V e t u n m  
Integrated Service Network SJ Borowsky, SM Nugont, M Murdoch' DB Nelson, KL 
Nichul. Cntr. for Chronic Disease Outcomes Research' Mpis VAMC, Mpls, MN. 

Objectives: To assess health related quality of  life (HRQOL) among all veterans 
receiving care in the Upper Midwest Veterans Integrated Service Network (VISN 13). 
Methods: From 8/98 to 10/98 the SF-36V was mailed to all vetermm (n=77,7gg) 
receiving any inpatient or outpatient care at any of  the 5 VA medical centers in VISN 
13. We determined the Physical Component Summary (PCS; derived from 4 SF-36V 
scales: physical function, role limitation-physical, general health perceptions, bodily 
pain) and the Mental Component S ~  (MCS; derived from 4 SF-36V scales: role 
limitation-emotional, vitality, mental health, social functioning). The PCS and MCS 
are derived using weights from a national probability sample such that a score of  50 on 
each scale is the mean for the general US population. We used the Wilcoxon Rank 
Sum test to assess bivariate associations of  PCS and MCS scores with age, gender, 
education, race, self-reported clinical conditions, number of  conditions, and use of  VA 
inpatient and outpatient care. We also determined scores for the 8 SF-36V scales for 
comparison to published SF-36 values from an elderly HMO population in the same 
region. Results: After the first of  2 mailings, 27,499 (35%) responded (an additional 
24% responded to a 2 ~ mailing but are still being processed). The mean age was 60.9 
(SD 15.5); 92.8% male and 90.8% white. Both the mean PCS score (35.6, 95% CI 
35.5-35.8) and mean MCS score (46.7, 95% C146.6-46.9) were significantly lower than 
the US mean (50). All age, gender, education, and race subgroups had PCS and MCS 
scores lower than the general US population mean. PCS scores were lower in men than 
in women (35.4 vs. 40.0, p < .001), in less educated veterans (< 8* grade=31.7 vs. > 
12 th grade=38.3; p < .001), and in those with self-reported arthritis (31.8 vs. 39.8, p < 
.001), COPD (30.5 vs. 37.3, p < .001), diabetes (31.6 vs. 36.4, p < .001), HTN (33.3 vs. 
36.8, p < .001), or heart disease (31.1 vs. 37.7, p < .001). Those with more conditions 
also had lower PCS scores (honeSt4.3 vs. > 4=27.2, p < .001). MCS was lower among 
those with depression (35.3 vs. 50.6, p < .001), and those with more self-reported 
conditions (none=51.7 vs. > 4=38.8, p < .001). Neither inpatient nor outpatient VA 
utilization was associated with large differences in PCS or MCS. Compared to mean 
SF-36 scale scores reported for an elderly HMO population in our region, mean scores 
on the individual SF-36V scales for all VISN respondents were significantly lower 
(range=l 1-22 points lower/scale). Conclusions: Our preliminary results suggest that 
veterans using the Upper Midwest VISN have physical health that is markedly lower 
than the general US population among all age, gender, race, and education veteran 
subgroups. HRQOL among VISN 13 veterans also appears to be substantially lower 
than values reported for an elderly HMO population. Large scale HRQOL assessment 
in VA is feus~le and has the potential to identify patient groups and individuals with 
lower health status who may benefit from targeted interventions at the VISN level. 

DO POOR HEALTH HABITS AFFECT HEALTH RELATED QUALrrY OF LIFE 
AND HEALTH CARE UTILIZATION IN VETERANS? AM Burzec~  AFS Lee, LE 
Kazis, Dalbuusie UnivorJity, Halifax, NS; Ceres- for Health (~nality, Outoomas and 
Economic Re'~.arch, Bedford VAMC, Bedford, MA; Boston Univenity School of  
Public Health and School of  Medicine, Boston, MA. 

Objective: To examine the relationship between health habits, health related quality 
of  life (HRQoL) and health care utilization in a population of  male veterans. 

Methods: We analyzed data on health habits, HRQoL and health care utilization 
from the Veterans Health Study, an observational study of  health outcomes in patients 
receiving VA ambulatory care. 2425 subjects were recruited from patients visiting 4 
VA clinics in the greater Boron  area. Health habit information obtained included 
smoking status, alcohol use, exercise, seat belt use, and cholesterol screening. Body 
mass index (BMI) was obtained by physical examination. HRQoL measures at 
baseline (tO) and 12 months (t12) were obtained using the SF-36, expressed as 
physical (PCS) and mental component summary scales (MCS). Prospective 12 month 
VA utilization data were obtained from an administrative data base. 

Results: Using multiple regression, smoking status, alcohol use, exercise intensity 
and frequency and BMI were significant PCS predictors at tO and t12, after adjustment 
for age, social supports, education, employment status and co-morbidities. For the 
MCS model, alcohol and seat belt use were significant at tO and t12. For the 
outpatient medical utilization model only smoking status, alcohol use, and cholesterol 
screening were significant predictors of  medical visits after adjustment for the 
.previous variables plus additional socioeconomic variables and baseline PCS and 
MCS scores. For adjusted mental health visits, none of  the health habits were 
significant. 

Conclusions: Smoking stares, alcohol use, exercise and seat belt use were important 
predictors of  HRQoL. Smoking and alcohol use were significant predictors of  medieal 
visits. If the goal of  medical care is improved HRQoL and decreased health care use 
these results have important impficatious with regard to which health habits should be 
targeted by providers and payers. 

VETERANS' PREFERENCES FOR TRANSFER OF PRIMARY CARE TO 
COMMUNITY BASED OUTPATIENT CLINICS: ASSOCIATION WITH HEALTH 
STATUS, SATISFACTION WITH VA CARE, AND PRIOR USE OF VA CARE. SJ 
Borowskv. DB Nelson, SM Nugent, PR Hamann, CJ Stolce, JL Bradley, HB Rubins. 
Center for Chronic Disease Outcomes Research, Minneapolis VAMC, Minneapolis, MN 

Objectives: Community Based Outpatient Clinics (CBOCs) are a national VHA 
initiative to enhance access to care. This study examines whether veterans' preferences 
to transfer primary care to a CBOC are associated with health status, satisfaction with 
VA care, and prior utilization of  VA care. Methods: We surveyed 1469 veterans in 
3/98. Included with the f'h-st of  2 survey mailings was an application to U'ansfer primary 
care to a contract CBOC (contract with non-VA clinic). Veterans located in southern 
Minnesota (n=784) were offered a cousorthnn of  23 clinics; veterans in northern 
Minnesota (n=685) were offered a CBOC consisting of  2 clinics. The sample included 
all veterans who lived wiflfin 50 miles of  either CBOC area and had > 1 primary care 
visit at any of  3 VA facilities during the preceding year. The dependent variable was 
whether or not veterans requested transfer to a CBOC. We used bivariate analyses and 
multivariate logistic regression to evaluate associations between preference for CBOC 
and health status (SF36-V), VA Customer Satisfaction Survey (CSS) scales, inpatient 
and outpatient VA utilization during the preceding 12 months, and demographics. 
Variable selection for the multivariate analysis used a model score criteria. Results: 
1246 (85%) responded to the survey. Of these, 53% requested transfer of  primary care 
to a CBOC. On bivariate analyses, compared to veterans not requesting CBOC, those 
who chose CBOC had fewer prior VA outpatient encounters (19.9 vs. 26.2, p<.0001), 
and had higher CSS scores (lower satisfaction with VA care) on 7 of  8 scales (p values 
ranging from <.0001 tu < .05). CBOC preference was greater in the north than south 
(59.5% vs. 47.4%, p< .001. Seven of  8 SF36-V scales did not differ between veterans 
who did and did not request CBOC. Multivariate analysis confirmed that preference for 
CBOC varied by CBOC area (south vs. north OR=0.61 95%CI 0.47-0.79) and SC stares 
(50-100% SC vs NSC OR=0.57 95%CI 0.38-0.85). Number of  prior VA outpatient 
encounters was negatively associated with preference for CBOC (OR 0.98 95%CI 0.97- 
0.99). Three satisfaction scales were retained in the final model, each demonstrating an 
association between lower satisfaction and preference for CBOC (for 0.1 increase on 0- 
1 scale, higber=less satisfied: "access" OR 1.11 95%CI 1.01-1.23, "coordination" OR 
1.11 95%CI 1.01-1.22, "preferences" OR 1.19, 95%CI 1.02-1.38). Three SF36V scales 
were retained in the model but did not indicate a strong association between health 
status and CBOC preference. Conelusious: Contract CBOC.s may attract patients who 
use less VA care and who are less satisfied with VA care. CBOCs are an alternative 
that may improve access and sathfaction for this subpopulation. Comparisons of  CBOC 
vs. VA-hasod care may not be confounded by large differences in patient health status. 

PATIENT SOCIODEMOGRAPHIC CHARACTERISTICS INFLUENCE 
BREAST CANCER TREATMENT BY PHYSICIANS. RD Boss, M Mancuso, A 
Scaramucci, A Ash, MA Moskowitz, KM Frennd, Section of  General Internal 
Medicine, Boston Medical Center, Boston, MA.  

Documented disparities in breast cancer outcomes by patient sociodemographic 
characteristics have been partially attributed to compromised access to care. It is 
yet uncharacterized how a patient's sociodemographic characteristics might 
influence physician decision making for patients within the healthcare system. 

Oncologists and surgeons were asked to view two 5-minute videotapes, one of  a 
patient presenting with a possible breast mass and one of  a woman with stage IIA 
breast cancer. Sixteen versions of  eech videotape were professionally produced 
using actresses and holding all the clinical features of  the case constant. Each 
physician viewed one of  16 versions of  each scenario, as specified by a factorial 
design, where we systematically varied the patient's age (65 vs. 80 years), race 
(black vs. white), socioeconomic status (high vs. low), comorbiditles (none vs. 
diabetes and hypertension), and mobility (agile vs. frail). Each of  192 physicians 
were randomly selected from 3 areas across the United States and asked their 
management recommendations for the cases viewed. Chi square analysis of  2X2 
tables and Breslow-Day tests of  homogeneity were performed. 

Older women were less likely than younger women to be offered an axillary 
node dissection (47% verses 86%, p<.0 I), full primary therapy (74% versus 94%, 
p<.01), radiation (72% versus 93%, p<.01), chemotherapy (9% versus 51%, 
p<.01) and reconstruction (61% versus 91%, p<.001). Frail women were less 
likely than agile women to be offered a biopsy (64% versus 78%, p=.03) and 
reconstruction (68% versus 84%, p=.02). Women with comorbidities were less 
likely than healthy women to be offered reconstruction (71% versus 82%, p=.08). 
Black women were more likely than were white women to be offered an axillary 
node dissection (74% versus 58%, p=.02). 

Despite identical clinical presentation physicians' management decisions varied 
significantly in association with patients' sociodemogruphic characteristics. 
Controlling for patient characteristics, factors which have confounded previous 
estimates of  treatment variability, such as comorbidites and frailty, older women 
were less likely to be offered complete staging, primary therapy, chemotherapy 
and reconstruction. 
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PATIENTS' PERSPECTIVES ON THE PROBLEMATIC DOCTOR-PATIENT 
RELATIONSHIP. C Bontin-Foster and ME Charlson. Joan and Sanford I. Weill 
Medical College of  Cornall University. New York, NY. 

Medical residents ol~n ~iew the relationship with their patients as problematic or 
difficult. However, little is known about the patient's perception of  such relationships. 
The purpose of our study was to identify determinants of  problematic doctor-patient 
relationships from the perspectives of  patients who were identified as either 
problematic or satisfactory by their primary care physicians. 

We asked Internal Medicine residents from our ambulatory care clinic to identify 4 
of their clinic patients each : 2 who they viewed as most problematic and 2 who they 
viewed as most satisfactory. All identified patients were also asked to rate the 
relationship with their physician from I to 10 (satisfactory to very problematic or 
difficult). Patients were also asked questions pertaining to various aspects of  their 
doctor-patient relationships, the general health perception item fi'om the SF-36, and 
items on perceived social support from the Duke Social Support Survey. 

A total of 238 ambulatory care patients were identified by 75 medical residents. 
129 of these patients ( 62 identified as problematic and 67 as satisfactory) have 
completed our questionnaire. 83% of these 129 patients, rated the relationship with 
their physician as satisfactory, with a median rating of  l. A major finding was that 
patieots and their physicians otten had discordant views of the relationship, as shown 
below. Physician' s Rating of  the Relationship 
Patient's Rating of  the Relationship Problematic Satisfactory Total 
Problematic 15 7 22 
Satisfactory 47 60 107 
Total Number of patients 62 67 129 
The 22 patients (17%) who rated the relationship with their physician as problematic, 
also rated their physicians as less accessible and less capable of  handling complicated 
medical complaints. Differences in demographic characteristics and functional status 
did not account for the distinction between patients who rated the relationship with 
their physician as problematic and those who'did not. However, 72% of the patients 
who rated the relationship as problematic, also reported poor social support (P<.001). 
Similarly, when both the patient and the physician rated the relationship as 
problematic, significantly more patients reported poor social support (P<.05). 

We have found that in 54 (42%) of  129 relationships, the doctor and patient had 
different perceptions of  the relationship. Our results also snggest that social support 
may be an important determinant of  how patients view the relationship with their 
physicians. Future studies are needed to further investigate the potential impact that 
patient social sopport may have on the doctor-patient relationship. 

THE FACULTY-LEARNER DYAD IN THE OUTPATIENT SETTING: WHAT IS 
THE PATIENT'S PERSPECTIVE? K Boyle. A Natfinger, G Lamb. Division of 
General Internal Medicine, Medical College of  Wisconsin, Milwaukee, WI. 
OBJECTIVE: To explure the patient's perception of  primary care received from a 
student-faculty or a resident- faculty dyed versus faculty physicians alone, with 
emphusis on patient satisfaction, continuity, commm'eation and confidence. 
DESIGN: Cross sectional survey of  patients attending Internal Medicine clinics. 
S ~ G :  Two academic hospital based Internal Medicine clinics, one consisting of  
primartly faculty practices with occasional resident and student participation and the 
second consisting of  predominantly resident practices with faculty supervision. 
METHODS: Two focus groups, one from each clinic, were recruited to identify 
specific issues relating to the teaching encounter. A survey was constn~cted using 7 
questions derived from the two focus groups; 5 questions from the Medical Outcomes 
Study - 9 item visit rating form (MOS-9); the MOS - 6 item general health survey; and 
22 questions from the Components of  Primary Care Index (CPCI) which includes 
scales for comprehensiveness of  care, continuity, interpersonal communication, 
coordination of  care, knowledge of  the patient and advocacy. All patients attending 
the clinics during a twenty day study period were eligible for the study. Surveys were 
given to patients at the time of  arrival in the waiting room and collected upon 
departure. 
RESULTS: Surveys were completed by 361 patients, including 96 seen by faculty 
alone, 138 seen by a student and 127 seen by a resident. 55 patients had never been 
exposed to a student or resident. Overall satisfaction was high, 4.5 on a 5 point Liken 
scale. When asked i fa  teaching versus a non-teschuig setting was preferred, 65% of 
patients preferred a teaching practice, 8% preferred a private practice setting and 27% 
did not care. Of those who saw only a faculty physician, 46% felt that the presence of  
a student would increase their confidence in their physician's care, while 20% felt that 
would not be true. There was no significant difference between groups with regard to 
perceptions of  continuity, interpersonal communication, accumulated knowledge, 
coordination of  care or advocacy. 35% of  patients prefer that they be asked in advance 
i fa  student is to examine them while 65% did not care. Only 8% of  patients would 
object to a student taking a history prior to the faculty physician but 27% would object 
to the student perfonuing the physical examination. 
CONCLUSION: In these primary care practices, the majority of  patients prefer to be in 
a teaching setting as opposed to a traditional private practice. The presence of a 
learner increases confidence in the primary provider for a substantial number of  these 
patients although there are some limits to the role of  a student. The presence of  a 
learner, student or resident, appears to have no significant impact on patient 
perceptions of  continuity, communication, advocacy, accumulated knowledge, or 
coordination of  care. 

HEALTH CARE ACCESS AND UTILIZATION BY WOMEN INFECTED 
WITH HUMAN IMMUNODEFICIENCY VIRUS (HIV). T.LBox. S.A.Kcitz, 
E.Z. Oddone, Division of  General Internal Medicine, Duke University Medical 
Center, Durham VA Medical Center, Durham, Noah Catalina. 

Objective: Greater family and child-rearing responsibilities have been suggested 
as possible barriers to health care access and utilization for women with HIV 
infection. As part o fa  I ~ V e , ,  randomized, controlled ~ in which 
participants were randomized to receive care in eilim" ganeral medicine clinic 
(GMC) or infectious disease clinic (IDC), we examined the provision of  primary 
care with respect to gender. 

Methods: 214 HIV-infocted participonls were followed for one year. Patients 
w~tli private insurance were excluded from the study. The enrolhnont included a 
system of referrals from OB/GYN clinic and Pediatric Infectious Disease Clinic, 
leading to an enriched sample of women who accoanled for 39% of the total study 
sample (N=83). Data was collected regarding amhidalory care visits, ER 
utilization, hospitalization rates and length of stay. 

Results: Women aad men enrolled in the study were similar with respect to age 
and race. A minority of woman 04.5%) and men (16.8~) reported that they were 
employed either full or pan-time. Men wore mere likely to report that they were 
unemployed due to disability (45.0% v ~  27.7~'( p=O.00 I). Women with HIV 
were mote likely than men to have children (80.0% versus 25.2% p~O.00 I), and 
spend their time as primary caregiver for their children (21.7% versus 0.8%; 
p=0.001). 51.8% of women aad only 15.3"4 of men were on Medicaid (p=0.001). 
The average CD4 count for women at study enrollment was 377.7 4- 286.5 
compared to 242.5 4- 252.0 for men (i~0.0002). 
Women and men were similar with respect to the number of visits to the clinic to 

which they were randomized, ER visits, annual admission ratos, and length of stay 
for hospitalizations (see table). 

Men (N=I3 I) Women (N=83) 
Visits to assigned clinic (GMC or IDC) 4.5 4- 4.6 4. I 4. 3.7 
ER visits I. 1 4- 2.2 I. I ± 2.7 
Hospitalization rate 0.5 4- 1.0 0.6 4- 1.6 
Lenglh of Stay (for hospitaliznd Imficats) 8. [ 4- 5.3 7.2 4- 6.6 
Conclusions: Women enrolled in this stndy had greater familial tnsponsibilitics 

than the men; however, this did nol prove to be a harrier tu utilization of heallh 
care services. In addition, acee~ to health ~ for womcn inay have beco 
facilitated by Medicaid coverage, as the women eurollcd in the study had 
considerably higher CD4 counts, indicating an earlier prosentation for primary 
care. 

A RETROSPECTIVE STUDY COMPARING THE OUTCOMES OF 
CRITICALLY ILL PATIENTS WITH ACUTE RENAL FAILURE (ARF) WHO 
RECEIVE RENAL REPLACEMENT THERAPY (RRT)WITH EITHER 
INTERMITTENT HEMODIALYSIS (lHD) OR CHRONIC RENAL 
REPLACEMENT THERAPY (CRRT) 

K. Solangi. New York Medical College, Valhalla, New York. 
The mortality of  ARF in critical care patients has not decreased in the last forty 

years, it still remains at 70%. This figure remains high despite recent advances in 
RRT, most notably the advent of  CRRT in the late 1970's to the early 1980's. 
Perhaps this is due to the fact that ARF almost never exists alone in critically ill 
patients but is usually aa integral part of  Mnlti-system Organ Failure (MOSF) which 
carries a mortafity of  90-100%. However CRRT is proposed to have many 
advantages over IHD ( decreased hypoteosion and smaller decline in GFIL steadier 
control of azotemia, electrolytes, nod acid-base Imbalances, decreased interstitial and 
organ edema, better nutritional replacement poss~le) and many European studios 
show improved survivaL However, our study impfies that improved methods of RRT 
have little effect on mortality. 
METHODS: This was en extensive chart review of all patients in all Intensive Care 
Units in the Westchester Medical Center during the months of July - October 1998 
who received RRT. The only exclusion criteria were those patients who were 
already on maintenance RRT before becoming critically ill. A total of 37 patients 
were included. 
RESULTS: The mortality of  ARF was 73% ( 10 patients survived, 27 died). Of 

• those who survived, 40% received CRRT, 20°,4 received both medalities, and 40°,4 
received IHD. Of those who died, 60% received CRRT, 2 9 e  received both 
mndalities, and I 1% received IHD only. Of the patients who ultimately died but 
recovered their renal function ( 3 out of  27 ), 100% of them had received CRRT only. 
Ahematively, of  the patients who survived but had to remain on maintenance RRT (3 
out of 10) 100°'4 of  them had received IHD only. 
CONCLUSIONS: Despite the implication that a critically ill patient with ARF has a 
higher chance to recover their renal function if CRRT is used alone, there is no 
improvement in mortality with this mndality. This is due to the fact that ARF exists in 
most cases as part of  MOSF, which carries a mortality of  at least 90% despite all 
interventional therapies. 
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DELAY IN OBTAINING CONVENTIONAL HEALTH CARE BY WOMEN WHO 
USE HERBAL THERAPIES. RS Brienza, KP Fagen, MJ Fagen, MD Stein, 
Division of General Internal Medicine, Rhode Island Hospital and Brown 
University School of Medicine, Providence, RI 

Background: Herbal therapy use is currently the largest growth area in retail 
pharmacy, exceeding conventiohal drug growth. While use of alternative 
medicine has been studied in the general population, there are few studies that 
have focused on herbal therapy use by primary care patients. In addition, studies 
have not addressed whether herbal therapy use influences patients to delay 
obtaining conventional care. Purpose:  The primary objectives of  this study were 
to: 1) describe the prevalence of use of the top selling herbal therapies in the US 
among women seeking primary care in three internal medicine practice settings; 
2) describe the proportion of individuals who have delayed seeking conventional 
care in favor of use of herbal therapy for treatment of medical problems. 
Methods:  Women were randomly selected from 3 general internal medicine 
practices and were sent a self-administered questionnaire (2 sites, N=300) or 
received an interviewer administered questionnaire (I site, N=54) from 5/98- 
11/98 in Providence, RI. The questionnaire included information on 
sociodemographics, medical problems, use of conventional care, health habits, 
self-perceived health status and health utilization. A list of 15 of  the most 
commonly sold herbal therapies in the US was included and participants were 
asked about use of these therapies. Delay of care was assessed by asking if  
participants had ever delayed seeing their doctor or delayed taking a prescription 
medication in favor of an herbal therapy. Results: Of  354 women contacted, 220 
agreed to participate (62%, range 58-79% between study sites). The mean age of 
the sample was 51.4, the majority were Caucasian (77%), had 12 or more years 
of education (48%), and were married (48%). Of  the total sample, 37% had ever 
used herbal therapies. Of  these women, 21% had ever delayed seeing their 
doctor while waiting for an herbal product to work; 69% of those who had 
delayed care initially eventually saw their doctor for the same problem; 18% 
perceived their outcome to be worse as a result of the delay. Among users of 
herbal therapy, 22% had ever delayed taking a medication prescribed by their 
doctor in favor of taking an herbal product; of these women, 56% eventually took 
the prescribed medication; 12% believed the delay resulted in a worse outcome 
and 50% continued taking the herbal product after starting the prescription 
medicine. Conclusions:  Many women who utilize both conventional care and 
herbal therapies for illness delay seeing their doctor and delay taking prescribed 
medication. Many continue taking the herbal therapy after starting the 
prescription medicine. Such delays could have significant impact on morbidity 
and mortality, especially for diseases with proven early effective conventional 
treatments (e.g. asthma). 

USE OF HERBAL THERAPIES FOR TREATMENT OF MEDICAL PROBLEMS 
BY WOMEN IN THREE GENERAL INTERNAL MEDICINE PRACTICE 
SETTINGS. RS Brienza. KP Fagan, MJ Fagan, MD Stein, Division of  General 
Internal Medicine, Rhode Island Hospital and Brown University School of  
Medicine, Providence, RI. 

Background: Use of herbal therapies have increased in the US population, with 
sales increasing by 59% in 1997. Many known and potential herb-drug interactions 
exist. Few studies have focused on concurrent use of conventional and herbal 
therapy for medical problems by primary care patients. Purpose:  The primary 
objectives of this study were to: 1) describe the prevalence of use of  the top selling 
herbal therapies in the US among women seeking primary care in 3 internal 
medicine practice settings; 2) describe concurrent use of conventional and herbal 
therapy for medical problems in this population. Methods:  Women were randomly 
selected from 3 general internal medicine practices and were sent a self- 
administered questionnaire (2 sites, N=300) or received an interviewer 
administered questionnaire (1 site, N=54) from 5/98-11/98 in Providence, RI. The 
questionnaire included information on sociodemographies, medical problems, use 
of conventional care, health habits, self-pereeived health status and health 
utilization. A list of 15 of the most commonly sold herbals in the US was included. 
Participants were asked about use of herbals in general and for treatment of  
specific medical problems. Results:  Of  354 women contacted, 220 agreed to 
participate (62%), (range 58-79% between study sites). The mean age of  the 
sample was 51.4, the majority were Caucasian (77%), had 12 or more years of 
education (48%), and were married (48%). Users of herbal therapies were younger 
and more highly educated (p<.05) then non-users. Smoking, perceived health 
status, religion and marital status were not associated with use of herbals. 
Prevalence of herbal use for a specific condition over the past year ranged from 
6% (incontinence) to 35% (irritable bowel syndrome (IBS)). Women were most 
likely to use herbal therapies for the following conditions: IBS, arthritis, 
premenstroal syndrome, migraines, insomnia, depression, anxiety, thyroid disease, 
asthma, and menopausal symptoms. For these problems, concurrent use of  
prescription medications and herbals was reported by the majority of women. 
Although 52% of women reported their doctor as their primary source for health 
information, the majority (55%) of herbal users seldom or never told their doctor 
about such use. Conclusions: This study reveals a high prevalence of herbal use 
for common medical problems. In addition, these results suggest that many women 
are using herbal therapies and prescription medications concurrently to treat 
specific medical problems. As in previous studies, women in this sample had a 
relatively low likelihood of informing their doctor about such use. Among this 
group of primary care patients, the high prevalence of herbal use, concurrent 
conventional drugs and failure to reveal use to their doctors highlights the need to 
consider unmonitored potential herb-drug and herb-disease interactions. 

DEPRESSION AMONG NEEDLE EXCHANGE PROGRAM AND METHADONE 
MAINTENANCE CLIENTS. RS Brienza, MD Stein, MH Cben, A Gogineni, M 
Sobota, J Maksad, P Hu, J Clarke, Division of General Internal Medicine, Rhode 
Island Hospital and Brown University school of Medicine, Providence, RI 

Backg round :  Over the past two decades an association between depression 
end opiate abuse.has been documented. Previous research has focused on 
prevalence of  depression among opiate abusers entering treatment programs. 
There is limited data about depression among opiate abusers who are not in 
formal treatment such as those in Needle Exchange Programs (NEP). Objective: 
To compare the 6 month prevalence of  major depression in 2 cohorts of injection 
drug users, those enrolled in a Methadone Maintenance Treatment Program 
(MMTP) and those enrolled in a NEP in the same community, and to determine 
if  factors associated with depression were consistent across these groups. 
Methods:  Over a 9-month period in 199%98, we conducted face-to-face 
interviews in Providence, RI. Participants who were enrolled in NEP had not 
received formal substance abuse treatment in the last 6 months, and persons 
recruited from MMTP had been continuously enrolled for at least 6 months. The 
questionnaire included sections on demographics, drug use, social support and 
alcohol use during the last 6 months. Major depression in the last 6 months was 
measured using the Structured Clinical Interview for DSM-IIIR (SCID). Results: 
Among 528 persons interviewed, 54% of those in NEP and 42% of those in 
MMTP met criteria for major depression. Using multivariate logistic regression, 
women (OR 2.5; 95% CI 1.7-3.7), alcohol abusers (OR 1.7; 95% CI 1.1-2.7), and 
persons without a current partner (OR 1.8; 95% CI 1.2-2.6) were more likely to 
be depressed after controlling for age, race, education and HIV status. Persons 
enrolled in MMTP were less likely to be depressed (OR 0.6; 95% CI 0.4-0.8) 
than persons attending a needle exchange program. Conclusion: Very high rates 
of depression were found among NEP attendees, higher than rates among those 
enrolled in methadone maintenance. Despite the difficulties in distinguishing 
organic mood disorder from transient symptoms related to opiate use, these 
findings suggest the need for interventions directed at the growing number of  
needle exchange attendees in the United States. 

PRESCRIPTION OF  ACE INI t IBITORS FOR THE TREATMENT OF  
DIABETIC N E P H R O P A T H Y  IN THE GENERAL MEDICINE CLINIC. 
E. Krishtul, C. Brod Miller, Division of  General Internal Medicine, 
Mount Sinai Hospital, Deparlment of  Medicine, New York, NY 

Objective: ACE inhibitors (ACEI) are well known to be effective in the U'eatment 
of Diabetic Nephropathy (DN). The goal of  our study was to identify the.adequacy of  
treatment of diabetic nephropathy by internists in the General Medicine Clinic (GMC) 
of a tertiary care teaching hospital. 

Methods: 1734 diabetics (mostly inner-city African-Americens end Hispanics) 
were identified from the GMC computerized database by their HBA1C values 
(HbA 1 C_>6.0%). We subdivided patients according to their serum creatinine (S.Cr) 
and urine microalbumm (M.Alb) tests into four categories: clinical nephropathy 
(CI.N: M.Alb >300 rag/day,), subclinical nephropathy (Sub.N: U.pr= 30-300 
rag/day,), normal (NI.: S.Cr<I.4 rag/all,), unlmown (S.Cr<I.4 mg/dl, urine M.Alb not 
tested, and U.Dipstick=0,). In each group, we randomly selected 10% of  patient charts 
for review. The following data was extracted: Indications for ACEI treaanent: 
renoprotection for DN, HBP, end CHF; Proportion of patients on ACEI for either 
diagnosis; Mean Blood Pressure control - based on 
3 physician visits - Normal BP <135/85 or <125/75 if proteinuria. 
Results: 

Charted Diagnosis (Dx) Mean BP values/ 

HBP Renal CHF % ofpts 
with HBP 

Dx, % Dx, % Dx, % controlled 

Clin. Nephrnpathy .90 100 40 147/83, 10% 
Subclin. Nephrop. 44 0 11 135/76, 56% 
NI. Renal Function 71 0 27 144/81, 29% 
Unknown U.pr0tein 73 0 23 145/89, 27% 
(S.Cr<I.4 mg/dl) 
Conclusion: 

% ofpts 
on ACEI 
when 
indicated 

75 
60 
67 
54 

In this study, patients with clinical nephropathy were more likely to be treated with 
ACEI then those with subclinical nephropathy or normal renal function. This is 
probably due to the higher prevalence of  HBP end CHF in the fast  group. The 
proportion of  patients treated with ACEI increased with the frequency end severity of  
their cardiovascular disease. Diabetic nephropathy was rarely entered as a diagnosis 
and an indication for ACEI treatrnent. Intensive treatment of  nephrnpathy with ACEI 
should be started before irreversible end-orgen damage. An educational intervention 
of general internists will be initiated aiming to improve early detection and treatmem 
of  diabetic nephropathy. 
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DIAGNOSIS OF DIABETIC NEPHROPATHY IN THE GENERAL MEDICAL CLINIC OF A 
TEACHING HOSPITAL. C.Brod Miller. E. Krishtul. Division of  General Medicine. 
Mount Sinai Hospital and Medical Center NY, N-Y. 100"29 

Diabetic nephropathy due to type 2 diabetes is now the main cause of  end stage 
renal disease in the US. Early detection and treatment may ameliorate the course of 
this disease. We studied the General Medical Clinic (GMC) physicians' adherence 
-120 Medical Residents and 22 General Medicine Attendings- to the recommendations 
of  the American Diabetes Association (ADA) to screen for nephropathy by yearly 
measurements of  urine microalbumin excretion hy precise quantitative methods (PQT). 

Methods: We analyzed the computerized laboratory records of  all diabetics patients 
(Pts) seen in the GMC over a one year period (1997). 1734 Patients were identified as 
Diabetic 0-IBAlc > 6 %). The majority of patients were Caribean-Hispanics and 
Aftican-amerioans, urban and poor. Patients were subdivided according to their level 
of  Serum Crentinine (SCr) and urine (micro)albumin excretion (UAE) into 4 groups: 
Normal -SCr < 1.4mg/dl, UAE <30mg/24h-, Subclinical -SCr < 1.4 ms/dl, UAE 
between 30 and 300mg/24h-, Clinical Nephropathy -UAE > 300mg/24h- and 
Unknown: UAE not tested. 

Results: 1). Urine screening for (micro)Albuminuria was performed correctly in 
only 36% of all GMC diabetics (Patients screened = PQT group = 623 pts), in 56% of 
all pts a semi-quantitative protein dipstick was done, 30°.6 of  all pts had no urine test 
performed. 2). Of all 1734 GMC diabetics 83% (1447 Pts) had a normal SCr. Renal 
insufficiency (SCr ~1.4 mg/dl ) was present in 17% (287 pts). In addition, if one were 
to extrapolate the results from the "PQT group", to the entire group of"normal" SCr 
patients, it is estimated that 174 patients or 10 % would have proteinuria in the 
clinical range ( > 300mg/24h). Thus a total of  461 pts or 27 % of  all GMC diabetics 
have potentially significant renal damage. 3). In 52% of all GMC diabetics UAE levels 
were abnormally elevated > 30 mg/24h. 

Conclusions: I ).This study demonstrates that a very high prevalence of renal 
function abnormalities is present in this inner city minority population. 
2). In addition to the significant risk of  progressive renal insufficiency, elevated levels 
of  microalbuminuria are thought to indicate diffuse endothelial dysfunction and 
correlate with greatly increased morbidity and mortality from cardiovascular disease. 
Intensive cardiovascular risk reduction must be an integral part oftbe treatment. 
3). The GMC physicians' adherence to ADA guidelines for microalbuminuria 
screening was poor. 

An educational intervention directed at improving the detection and comprehensive 
treatment of  diabetic nephropathy hy the generalist has been instituted in the GMC. 

USE OF STANDARDIZED QUESTIONS TO IDENTIFY DIABETIC PERSONS 
WITH PERIPHERAL NEUROPATHY #F Brown, PR Gutierrez, I Adams, MF 
Shapiro, CM Mangione. Department of Medicine, UCLA, Los Angeles, CA. 

Background: The identification of persons at greatest risk for diabetic complications 
such as limb loss is an important problem faced by clinicians, researchers, and health 
plans. Our goal was to determine whether persons who serf-reported neuropathy and/or 
reported neuropathy symptoms on a 3-itam battery are more likely to have evidence of 
peripheral neuropathy on a standardized physical examination. 

Methods: Telephone interviews and clinical exammalions were performed on 
subjects identified through random sampling of  Medicare managed care beneficiaries 
with diabetes cared for iv 24 medical groups in Los Angeles. Using qnastmus from the 
Total Illness Burden Index, a validated measure of  diabetes-specific comorbidity, we 
asked subjects whether they had been told that they had peripheral nenropathy and 
whether they had experienced symptoms of numbness; tingling or burning; or a loss of 
temperature sensation in the feet in the past 4 weeks. The dependent variable, 
neuropathy on exam, was defined by examiners masked to the interview data who 
tested foot sensation using the Semmes-Weinstein 5.07 monofilament. To determine 
the strength of  association between responses on questions and neuropathy on exam, 
we constructed stepwise logistic models that adjusted for other characteristics known to 
be associated with neuropathy. Candidate characteristics included age, gender, height, 
years with diabetes, insulin use, alcohol use, and lower extremity edema. 

Results: Among the 170 subjects examined (response rate = 66%), mean age was 74 
± 5 years; 54% were male; 52% white, 24% Latmo, 16% African American; and 9% 
had Medicaid. The mean number of  years with diabetes was 12 _+ 9 years; 30% were 
on insulin; 7% had _>3 drinks per week; 34% reported peripheral oeuropathy; and 18% 
reported experiencing neuropathy symptoms most or all of the time. The strongest 
predictor of peripheral neuropathy in each of  the models was having neuropathy 
symptoms. Age and height were also significant (o<.05). The table below displays the 
adjusted odds ratios from the multivariable models for self-reported neuropathy and 
having symptoms most orall of  the time and the area under the curve for each model. 

OR (95% CI) ROC Curve 
Model without responses to clinical questions -- 0.71 
Model + self-reported neuropathy 2.1 (0.9-4.6) 0.74 
Model + symptoms most or all of  the time 4.6 (1.9-11.3) 0.78 
Conclusions: In this elderly sample, serf-reported neuropathy was weakly associated 

with the condition, while reported symptoms of numbness, tingling, or decreased 
temperature sensation were stronger predictors of peripheral neuropathy detected on 
physical examination. These findings support the usefulness of standardized questions 
for identifying those at greatest risk for net/ropathy and limb-threatening complications. 

CONSUMER SATISFACTION WITH CARE IN CAPlTATED MANAGED CARE 
SETI'INGS. AF Brown, RD Hays, S Whipple, E Keeler, CM Mangione. Department 
of Medicine, University of California, Los Angeles and RAND, Santa Monica, CA. 

Background: The administrative complexity of Medicare managed care may create 
dissatisfaction that leads to barriers to needed services for older persons. 

Methods: We studied the relationship of  demographic and clinical characteristics to 
satisfaction with care for 633 randomly sampled Medicare beneficiaries from 24 
medical groups who are enrolled in a large capitated Medicare plan in Los Angeles 
(69% response rate). Data collection included the Consumer Assessment of Health 
Plans Study (CAHPS TM) 1.0 questionnaire, the SF-12, medical conditions, and 
sociodemographic characteristics. The CAHPS 1.0 measures the following domains of 
satisfaction: overall ratings of the health plan, specialists, and quality of care; the ease 
of getting needed care, finding a primary provider, seeing a specialist, completing 
paperworL and managing claims; and the quality of the primary provider, the medical 
office staff, and the plan's customer service. We peffomaed muinvariable analysis for 
each of the above 11 CAHPS sub-scales and examined the independent effect of age, 
gender, race/ethnicity, Medicaid enrollment, and chronic conditions on satisfaction. 
All models were also adjusted for health status. 

Results: The mean age was 75_+6 years, 53% were female, 18% African American, 
17% Latmo, 7% Medicare-Medicaid, and 84% had one or more chronic medical 
conditions. After adjustment for other demographic characteristics, the global rating of 
the health plan was significantly higher for African Americans (p=.007) and Latmos 
(p=.01) compared to whites. Medicare-Medicaid enrollees reported more difficulty 
managing claims (p<.05) but were more satisfied with the quality of  their providers 
(p=.05) than those without Medicaid. Compared to those with no chronic illnesses, 
persons with one or more medical conditions were more satisfied with customer service 
(p=.03) and the quality of  their health care (p=.04). 

Conclusions: We conclude that most components of satisfaction in capitated 
Medicare are the same or better for some traditionally disadvantaged groups. An 
exception is lower satisfaction among Medica~e-Medicald beneficiaries with c l a m ,  a 
domain that is likely to be influenced by literacy. A benefit of  managed care may be 
the provision of similar care to demographically diverse groups. 

DIFFERENCES li'q W A I T I N G  T I M E  FOR LIVER TRANSPLANTS 
A C C O R D I N G  TO 'DISEASE,  RACE A N D  G E N D E R .  CL Bryce, JE  Stahl, G 
Clermont, T Sefcik, DC Angus, MS Roberts. University of  Pittsburgh Medical 
Center, Center for Research on Health Care, Divisions of  General Medicine and 
Critical Care Medicine, Pittsburgh, PA. 

In t roduct ion:  T o  examine how the waiting time for liver transplant varies with 
patient illness, race and gender. 
Methods :  The  United Network for Organ Sharing (UNOS) maintains a complete 
registry o f  all t ransphnt candidates nationwide. In conjunction with an ongoing 
study related to the dming o f  transplantation, we have UNOS data for aLl liver 
transplant candidates from 1990 through 1996. We extracted information for 
adults who received at least one liver transplant during this period (n=18,190) and 
stratified the sample by race, gender, primary diagnosis and medical condition at 
the time of  transplant (at home,  hospitalized, or in ICU). We examined the 
differences in waiting times using both univariate and multivariate models. We 
also examined waiting times separately for early (1990-1993) and h ie  (1994-1996) 
time periods. 
Results: Mean W a l i ~ l g  t ~ l e  M¢~ Waiting Time (in days). By Gender ~ d  Divan: 

has increased in r e c e n t  y e a r s  1990-1993 1994-1996 All Ye~s 

from 90 days (1990-1993) to u, ,  ^Lv 74.3 139.6 104.1 
more than 160 days (1994- acv 97.3 170.1 139.4 

PBC 99.7 195.2 143.3 
1996). A m o n g  the most C~h= 74.5 148.0 i1s.3 

AIIM~ 81~ 155.$ 119,8 
coruL1110n  d i a g n o s e s ,  p e r s o n s  W o r n  

with alcohofic fiver disease ALD gl.7* 159.0" 116.0" 
HCV 123.7 194.6" 165.$* 

(-ALE)) have a shorter waiting Psc tzT.s 22LI 169.9 
dine (mean = 106.7 days) than Oth~, s3.4, 148,4 ll4.1 e 

All Women t00.6" 175.1" 137.3" 
e i t h e r  hepatitis C (HCV, m e a n  .:  s i | n i f ~ t  cliff .nee rtlativ¢ to re;de ¢0untctpart (p < O.O5). 

= 149.4 days) or  primary 
blliary cirrhosis/primary sderosing cholangitis (PBC, mean = 160.0 days). Men 
also experience shorter waiting times than women do (119.8 days vs. 137.3 days, p 
= 0.0001). The  gender difference persists even after controlling for primary 
diagnosis and time period (see table), as well as medical condition at time of  
transplant (data not  shown). Native Americans wait longer than other racial 
groups, but this may also be assoctared with illness. 
Conclusion:  Women with liver disease experience longer waidng times for donor 
organs. These differences persist even after accounting for medical differences 
such as etiology and medical condition at time o f  transplant. This suggests the 
need to examine center selection criteria and organ allocation policy more closely. 
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CONTINUITY OF CARE AS A DETERMINANT OF PATIENT SATISFACTION. 
RESULTS FROM THE ACQUIP STUDY. ML Burman, MB McDonell, SD Fihn 
VA Puget Sound Health Care System and Univemity of Washington 

Patient satisfaction has been p o s ~  associated with improved pa~ent 
compliance and improved clinical oetcomes and nega6veSy associated with 
mallraclice daims. Factom that have been found to be related to patient'satisfaction 
indade sociedemographic fantom, payment source, both patient and physician rated 
health status and utilization measures. We examined relationship between continuity 
of care and patient satlefaction. 

We surveyed 36,642 General Internal Medicine Clinic (GIMC) patients followed at 
7VAs. Data 9athered included demogrpahics, aceve medical problems and 
saes',action with care using I~  Seat~ Qutpaeent Satbfastion Questionneire (SOSQ) 
which measures satisfaction with humanistic and organization aspects of care. 
Patients who reposed angina, COPD, diabetes or hypertension also received 
condition-specific questionnaires (e.g. the Seattle Angina Questionnaire and the 
Seattle Obstructive Lung Disease Quastionnaim) which include measures of 
conditlen-spacific satisfac0on. All scales were scored from 0 (worst) to 100 (best). 
Patients were also asked to rate their continuity of cam. 

14,865 patients responded with 11,711 repoding one or more of the following 
disease conditions: angina (n=5644), COPD (n=3189), diabetes (n=3249) or 
hypertension (n=8059). The percent of patients reporting seeing the same provider 
"always', "most of the time', "sometimes', and "rarely or never" were 36, 39, 14 and 6 
raspectively. There was ne differense in the distdbotion of continuity scores between 
the disease conditions. Mean scores on both the SOSQ humanistic scale and 
condieon-specific scales were strongly related to perceived continuity of care with 
satisfaction scores mngin9 from 86.7 to 61.4 among veterans who reported "always" 
seeing the same provider. Setisfantion scores ame.9 veterers who reported "rarely 
or never" seeing the same provider ranged from 69.5 to 41.9 (p<.001). These findings 
persisted after adjusting for age, education, race, income, VA fadlity, and length of 
time receiving care atthe VA and SF-36 scores. 

Continuity with the same provider is highly related to patients' general and 
condition-specific ~ . S i n s e  higher patient satisfaCt~ has been associated 

improved outcomes in chronic disease and improved medical compliance efforts 
to improve patient satisfaction might be reasonable interventions for improving 
outcomes. Furtber studies am needed to evaluate the contribution of various 
components of continuity of care (for example convenience, access, ease of 
.n~aofial~ugJhe sx, stem..etc~ to oatient s,~'L~ctinn . 

DEPRESSION AND DEMENTIA SCREENING AT AN ACADEMIC HEALTH 
CENTER. D Burn, S Warshafsky, R Dombush, CL Katmea, and SJ Peterson. 
Departments of Medicine and Psychiatw, New York Medical College, VallmllA, ~P[. 

Purpose. To identify undiagnosed depression and dementia in hospitalized and 
ambulatory patients in a University Hospital. 

Methods. Patients admitted to the medical service and those seen in an outpatient 
setting at a University Hospital were randomly selected for evaluation. The study 
design was a eress-sectional survey. Patients with a diagnosis of depression or 
dementia, very severe illness, intensive care patients, myocardial infarction in the last 
48 hours, terminal illness or with auditory or visual defects were excluded from the 
study. The screening device for depression was the Zung serf-rating depression scale, 
and for dementia the clock test and the Mini-Mental State Exam. 

Results. One hundred sixty patients were screened, out of which 18 patients were 
excluded. The total number of patients evaluated was 142, with the age range 35-80 
years. There were a total of 72 males and 70 females. Out of 72 males, 30 were older 
titan 65, 24 between 51 and 64, and 18 were younger than 50. Out of 70 females, 28 
were older than 65, 26 between 51 and 64, and 16 were younger than 50. Ninety-five 
percent Exact Confidence intervals for a single proportion were computed using the 
Confidence Interval Analysis Version 1.1 British Medical Joumni (London). 
Prevalence of depression among all males was 54.2% (95% C1=42-66), and in 
females was 58.6% (95% Ciffi46.2-70.2). Prevalence of dementia or cognitive 
disorder among all males was 11.1% (95% CI=4.93-20.7), and in females was 8.6% 
(95% CI=3.2-17.7). Subgroup analysis was also done. 

Conclusions. Fifty to 60% of all patients seen in an academic health center have 
undiagnosed depression which increased with age. Thirty percent of female patients 
over the age of 65 have undiagnosed marked depression. Patients younger than 50 
tend to have the severe form of depression, although the overall prevalence of 
depression is low. One out of 10 female patients and 3 out of 20 male patients over 
the age of 50 have undiagnosed dementia or other cognitive disorders. We did not 
find patients younger than 50 with dementia or a cognitive disorder. We recommend 
depression screening for all inpatients and ambulatory patients with chronic disease, 
regardless of their age. Dementia screening should be done for all inpatients over the 
age of 50, and ambulatory patients with chronic illness, compliance issues and 
psychosocial problems. 

PATIENT SATISFACTION AMONG VETERANS VARIES BY DISEASE 
CONDITION BUT NOT BY SYMPTOM BURDEN. RESULTS FROM THE ACQUIP 
STUDY. NIL Burman, MB McDonell, SD Fihn VA Puget Sound Heaith Care System 
and University of Washington 

We examined the variation of patient satisfaction among veterans ~ angina, 
COPD, diabetes and hypertension. We also examined the relationship between 
satisfaction and measures of symptom savedt7 and symptom burden. 

We performed a cross-sactional survey of 36,642 General Internal Medidne Clinic 
patients followed at 7 VAs. Survey information included demographics and an 
inventory of active medical conditions including angina, COPD, diabetes and 
hypertension. Patients reporting any of these comlitions were sent fogow-up surveys 
including the Medical Outcomes Study SF-36 and the SeaUJe OutpalJent Se~Vraction 
Questionnaire (SOSQ) which measures satisfaction with humanistic and organization 
aspects of care. As appropriate, patients also received condition-specific 
questionnaires (e.g. the Seattle Angina Questionnaire and the Seattle Obstructive 
Lung Disease Questionnaire ) which indude measures of symptom severity and 
symptom burden. All scales were sooted from 0 (worst) to 100 (best). 

14, 865 padents responded to both the SOSQ and the SF-36 questionnaires. 
11,711 veterans reported one or mere of the following disease conditions: angina 
(n=5544), COPD (n=3189), diabetes (n=3211) or hypertension (n=8059). The overall 
SOSQ humanistic satisfaction score was 72.7. Mean condition-spacific satisfaction 
scores ranged front 56.6 in patients with COP[:) to 83.3 in patients with angina 
(p<.001). Symptom severity and symptom borden were modestly correlated with 
salbfaction in patients with bead disease (r=.28 for angina frequency) but net in 
palJents wflh the other three conditione (r range from .04 to .21). These findings 
perdsted after adjustment for age, income, e d ~ ,  race and site. 

Patient sa t i s fad~ varies significantly by medical condition. However, there is 
little or no correlation between several measures of symptom burden and either 
general satisfaction (as measured by the SOSQ Humanistic score) or coeditiorv 
spacific satbfaction. While patient satisfaction has been assodated whh improved 
outcomes in chronic disease and improved medical ¢ornplianne, it appears that there 
is net a straightforward correlation with symptom burden. Further stadles examining 
the differe~al impact of non-symptom related factors on patient satisfaction may lead 
to novel approaches to improving patient satisfaction and perhaps outcomes in 
different disease conditions. 

UNDERSTANDING FA_M[LY SATISFACTION WITH ICU CARE: ROLE OF 
FAMILY NEEDS AND EXPECTATIONS. HR Burstin. E Newton, J Soukup, M 
Hickey. Division of General Medicine, Brigham and Women's Hospital, Boston, MA. 

Background. Previous studies have suggested that family needs may not be 
adequately met in ~ care settings. To guide hospital i m p r o ~ t  strategies, we 
assessed family satisfaction, expectations and needs in intensive care =tits (ICUs). 

Method¢ As part of routine care, families of patients discharged (alive/dead) fi'om 
medical/surgical 1CUs were sent satisfaction surveys on day of discharge flora 0¢  ICU. 
The survey included 4 scales: communication (a=0.92), RN care (ct=0.90), MD care 
(ct=0.92), and family support (cr~0.89). Patient f luffs  including age, gender, race, 
payer, and type of unit were considered. Conelalions of scales and individual items to 
overall satisfaction were assessed. Differences in responses for ~ l e  R N /  
items were examined using the McNema~ test. L o ~ c  r e ~  was used to 
determine indopendem conelates of overall family satisfaction, with the dependent 
variable being excolle~t and very good reslx~ses. 

Resul~ Therewete911 completed sm'veys (50% medical, 50% surgical, 6% died). 
Overall, 97% of families reported high satisfaction with overall ¢~'~. Families were 
least satisfied with explanation of what to expect (76%), explan~on of tests/lXOCedures 
(78%), MD availability (73%), identification ofrespons~le MD (72%), involvement in 
decision-making (75%), and emotional support (71%). The PuN coxe scale was most 
highly correlated with overall sadst~on (R=0.50). Individual items including 
consistency of information, RN concem/corfi~ RN explanation of cme, and 
involvement in decision-making were most highly correlated to overall safisfactk~ 
When satisfaction with RNs was ~ to MDs for comparable que~ons in paired 
analyses, satisfaction was higher for RNs for conee~rcedmg (p=0.001 ), explanation of 
status (p=o.001), identification of ~ ' b l e  RN/MD (p=0.001), and skill of RN/MD 
(p=0.001 ). Multivariate analysee found high ratings on the commonicafion scale 
(j3=0.02) and RN care scale (p==0.0001 ), and patiem improvement at or above family 
expectations (p=0.015) were major co~etstes of family satisfaction in ICUs. Patient 
age, sender, raco, und payer were not significantly ussociated with satisfa~on. 

Condmion. These data suggest d=t communication and mrsing care were major 
detemdnants of family satisfaction with ICU cam. Families were generally more 
satisfied wifficare from RNs ffmn MDs. ~ s e l f i n g o f  outcomeexpoctatkms 
was also an intlXmant determinant of family safisfactk~. Intenti~iplinaty improvement 
inifiadves mw help better meet family needs and e0q~ctafious. 
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PROSPECTIVE STUDY OF PERCUTANEOUS ENDOSCOPIC 
GASTROSTOMY OUTCOMES AMONG OLDER ADULTS. 
CM Callahan. MD; R Nisi, MD; M Weinberger, Phl), WM Tiemey, 
MD. Indiana University Center for Aging Research, Regenstrief 
Institute for Health Care, Roudebush VAMC, Indianapolis, IN.. 

Percutaneous endoscopic gastrostomy (PEG) tube feeding has become 
the preferred method of long-term enteral feeding among older adults 
with eating disorders. However, there are no prospective studies 
describing the long-term outcomes of PEG. The purpose of this study 
was to monitor changes in nutrition, functional status, and health-related 
quality of life among a prospective cohort of older adults receiving PEG 
in a community-based practice. The data presented here include 100 
consecutive older adults receiving PEG over an 18 month period. The 
mean patient age was 77.9 years, 59% were women, and 13% were 
black. The most frequent indications for the procedure were stroke 
(39%), dementia (32%), and cancer (15%). The mean cumulative illness 
rating scale score was 23.8 (range 11-34) and the mean Glasgow Coma 
Scale score was 13.0 (range 3-15). Nearly 80% of patients had a serum 
albumin < 3.5g/dl and 50% had a BMI < 21 at the time of PEG; the 30- 
day mortality rate was 22%. The table below demonstrates mean 
baseline and up to 6 month follow-up [ata among survivors. 

Activities of Dally Living (6 items) 
Instrumental ADLs (7 items) 
Lower body function (7 items) 
Upper body function (3 items) 
Body mass index 
Serum albumin (mg/dl) 
Serum BUN/creatinine ratio 

Baseline 
5:6 (± 1.2) 
6.8 (± l.l) 
6.4 (± 1.0) 
1.7 (± 1.3) 

22.0 (± 5.3) 
3.1 (±0.5) 

23.1 (± 9.9) 

Follow-up 
5.2 (-4- 1.7) 
6.8 (± 0.6) 
6.1 (+ 1.0) 
1.5 (+ 1.3) 

23.0 (+ 5.4) 
3.4 (+ 0.5) 

28.8 (+ 12) 
About 25% of survivors had > 0.5mg/dl increase in albumin and 30% 
had a increase in BMI > 2. Many patients died before they could achieve 
nutritional benefit. Among survivors, the majority did not achieve 
significant improvements in nutrition, hydration, or functioning. 

WHICH TESTING STRATEGY LEADS TO THE BEST MANAGEMENT OF 
URINARY TRACT INFECTION? GJ Canaris. TG Tape, RS Wigton. 
University of Nebraska Medical Center, Omaha, NE. 

Surveys show that physicians vary in how they work-up 
uncomplicated urinary tract infection (UTI). Many physicians repo~ 
using urine dipstick rather than microscopic urinalysis (micro UA) or urine 
culture, and others have suggested that suspected UTI be treated 
empirically. We therefore looked at the accuracy of various testing 
strategies to diagnose UTI. 

We prospectively collected urine samples from adult women who 
presented to one of the pdvsta practice clinics in our community 
research network with symptoms of dysuria and/or frequency and/or 
urgency. Each urine sample was tested at a central lab with dipstick and 
micro UA and culture. Three diagnostic strategies were simulated on the 
first 138 samples collected: testing by dipstick alone, by micro UA alone, 
or by dipstick followed by micro UA if the dipstick was negative. The 
trade-offs of each strategy are detailed in the table below. Ninety-four 
(68%) of urine cultures were msitive. 
Strategy Correctly Needlessly Spared Untreated 

Identified Treated Treatment Infect ion 
Dip only 1 1 2 ( 8 1 % )  12 32  14 
Micro only 102 (74%) 29 15 7 
Dip+micro 102 (74%) 32 12 4 
Treat all --- 44 0 0 

No single strategy optimized all outcomes. The frequently-used urine 
dipstick was the most accurate test, but when used alone left many 
women with UTI untreated. The strategy which left the fewest women 
untreated is to first test with dipstick, treat all women with positive 
dipstick results, and test all negative dipstick urine samples with 
subsequent micro UA. However, this is done at the cost of a greater 
number of women being treated who don't have a UTI. If the only 
valued outcome is to identify and treat all infections, then treating all 
symptomatic women empirically would be the chosen strategy. Thus, 
the most accurate test is not necessarily the test that results in the best 
patient management. 

PROSPECTIVE STUDY OF PERCUTANEOUS ENDOSCOPIC 
GASTROSTOMY TUBE COMPLICATIONS IN OLDER ADULTS. 
CM Callahan, MD; R Nisi, MD; KM Haag, RN. Indiana University Center for 
Aging Research, Regenstrief Institute for Health Care, Central Indiana 
Gastroenterology Group, Indianapolis, IN. 

Percutaneons endoscopic gastrostomy (PEG) tube feeding has become the 
preferred method of long-term enteral feeding among older adults with eating 
disorders. Prior studies of complication rates following PEG are limited to 
retrospective chart reviews and/or short-term experiences at academic medical 
centers. The purpose of this study was to prospectively assess complication 
rates among a cohort of older adults receiving PEG in a community-based 
practice. Data were coHocted directly from patient interviews and exams every 
two months and from review of patients' medical records. Over 18 months, 
100 older adults received PEG from one of four gestmonterologists in the 
defined community. The mean patient age was 77.9 years, 59% were women, 
and 13% were African-American. The 30-day mortality rate was 22%. Ten 
percent of patients were treated at least once for pneumonia. The table below 
describes the frequency of early and late complications. The number in 
~arentheses is the % of patients seeking medical care for the reported problem. 
Complication 0-60 days 61-180 days 
Vomitins, % (% seeking medical care) 
Nausea, % 
Diarrhea, % 
Constipation, % 
Aspiration by patient report, % 
Infection at tube site, % 
Tube site irritated or sore, % 
Leakage around tube, % 
Bleeding at tube site, % 
Feeding tube clogged, % 
Intra-abdominal infection, % 

9(2) 14 (6) 
8 (4) 7 (3) 
5 (3) 16 02)  
5 (2) 15 (10) 
5 (3) 9 (8) 
7 (7) 5 (5) 
3 (3) 8 (8) 
2(2) 1 (1) 
2(2) 5 (4) 
1 (1) 8 (~9 
2 (2) 2 (2) 

Serious complications were infrequent, but 64% of patients reported one or 
more problems, and most sought medical advice for these problems. PEG is 
generally a safe procedure with only rare intra-operative complications. 
However, the process of long-term enteral feeding by PEG is not innocuous 
and these potential problems should play a role in medical decision-making. 

THE TRANSITION FROM ACUTE TO CHRONIC LOW BACK PAIN: A 22 
MONTH FOLLOW-UP. TS Care¥, AM Jackman, JM Gerrett, Sheps Canter for 
Health Services Research, University of North Carolina at Chapel Hill, NC. 

Acute low back pain (LBP) has a ganerally favorable, and chronic low back 
pain a ganerally poor, prognosis. We wished to characterize the course of 
patients who develop chronic LBP after seeking care for acute LBP. 

We followed 1246 patiants with acute LBP in a prospective cohort study. 
Patiants presented to 208 randomly selected North Carolina providers: 
primary care MD's, Doctors of Chiropractic (IX:), Orthopedic surgeons, and 
primary care providers in a group model HMO. Entry criteria into the study 
were LBP of less than 10 weeks duration, no previous care for the episode of 
LBP, no previous spine surgery, not pregnant, no nan-skin malignancy. 
Patients were contacted by telephone after enrollmant and at 2, 4, 8, 12, 24 
weeks, and at 22 months. We assessed patiant functional status (Roland 
disability scale, 0-23 points), care seeking, and satisfaction. 

96 (7.7%) patiants had continuous symptoms for 3 months, forming an 
inception cohort of chronic LBP. Predictors of the development of chronicity 
were high initial Roland disability score (17.4 vs. 10.5, p<0.05) and sciatica 
(present at baseline in 47% of patients who develop chronic LBP vs. 22% of 
those who do not, p<0.05). Both a high baseline Roland score and sciatica, 
however, had positive predictive values for development of chronicity of 
<25%. Patiants functionally impaired 4 weeks after seeking care had a 45% 
probability of being functionally impaired at 3 months. Two thirds of 
patients with chronic LBP had functionally disabling symptoms at 22 months 
(mean Roland score =16), but 59% were employed (78% employed at 
baseline). Only 58% of individuals with unremitting LBP sought care 
between 3-22 months fulJow-up. Satisfaction with care was low regardiess of 
provider type. 41% of patients with chronic LBP saw a spine specialist. 46 
patients (2.6% of the entire cohort) received surgery, with no statistically 
significant difference in surgical rate among the initial provider strata. 
Trends were for patients initiaBy seeking care from orthopedic surgeons to 
be most likely to receive surgery (5.2%), 4.4% in the primary care stratum, 
2.8% DC's, and 1.8% in the group model HMO (p=0.38). 

Once established, chronic LBP is persistent. Continuous symptoms for 4 
weeks indicates poor long-term prognosis. 42% of patiants with chronic LBP 
seek relatively little care and a majority is employed. Given the limited 
ability of medical treatmant to influance this illness course, future research 
should emphasize maintenance of emplo.vment and function. 
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"PRAYER WITH PATIENTS: CAN PHYSICIANS PREDICT WHO WANTS IT?," 
D Castro, L K  Loo, LE  Skoretz, D D  Trinh, D L  Stottlemyer, J Ramirez,  SJ John. 
L o m a  Linda University, Schools o f  Medic ine  and Religion, L o m a  Linda,  C A  

Introduct ion:  Spirituality and prayer are important to many people. Two- 
thirds of the American public believe physicians should talk to their patients 
about spiritual issues and pray with those who request it, yet only 10% of  patients 
recall their physicians doing so. Physicians might be more willing to incorporate 
spirituality as an aspect of  health care if they can discreetly identify receptive 
patients. This study addresses whether primary care physicians can predict ol 
identify which patients desire prayer. 

Methods:  Two hundred General Internal Medicine patients were surveyed at a 
Veterans Hospital (50% outpatients and 50% non-ICU inpatients). The survey 
instrument and medical record review included patient demographics, spirituality 
assessments, measures of  physical and social health, and the patients' stated 
desire for prayer with their physicians now or in the future. The Internists' self- 
rated spirituality and their prediction of  whether patients desired prayer were also 
assessed independently. Additional interviews fo r qualitative analysis were done. 

Results: The patients' preferences and physicians' predictions for prayer from 
the 197 completed surveys are summarized in the table below: 

Pat ients  Des i r ing  Pra]¢er w i t h  Phys i c i ans  There was no difference in 
desire for prayer  between 

Patient Preferences Physician Predictions inpatients and outpatients 

Now 64(33%) 101 (51%) (p=0.20). Patients' declared 
Future 58 (29°/0) 81 (41%) desire for prayer  correlated 
Never 75(38%) 15(8%) highly with their self-rated 

spirituality (p<0.0001). Physicians were unable to predict patients' preferences for 
prayer (p--0.15). Physicians' predictions were related to their own self-rated 
spirituality (p<0.0001) but not their patients' spirituality (p--0.92). 

Conclusions: Physicians were not able to predict which of  their patients 
desired prayer. While 62% of the patients desired prayer, a result similar to recent 
polls of  the general population, the physicians at our institution predicted a 92% 
positive response. This overestimation reflected the physicians' spirituality. 
Patients' desire for prayer with their physicians could be predicted with a simple 
1-9 self-rated spirituality scale. Since spirituality is important to many but not to 
all patients, interested physicians may find this simple spirituality scale helpful in 
more accurately identifying patients receptive to prayer. 

SICKLE CELL "CRISIS": CALIFORNIA ADMISSIONS 1995. SI Chaudhi3', DM 
Carlisle. Division of General Internal Medicine, UCLA Medical Center, Department 
of Medicine, Los Angeles, CA. 

Purpose: Sickle cell .disease generates $475 million dollars in direct health care 
costs in the U.S. per year. There are 70,000 admissions among the 75,000 sickle cell 
patients nationwide each year. The frequency of sickle cell admissions (1.07 
admissions per patient/year) is greater than for other common chronic diseases (i.e. 
congestive heart faihire=0.20 admissions per patient/year and chronic obstructive 
pulmonary disease=0.03 admissions per patient/year). We sought to describe the 
pattern of hospital use by patients with sickle cell anemia in California. 

Methods: A retrospective descriptive analysis was performed of all adult sickle cell 
hospitalizations in California in 1995 (ICD-9 primary diagnosis code 282.62) using 
hospital discharge data. The sample (2105 patients) was stratified into those with the 
highest (>11), high (..>6) and low (<6) number of admissions in 1995 using a unique 
patient identifier number. 

Results: California's 7831 admissions accounted for 10% of nationwide sickle cell 
hospitalizations with $89 million dollars in charges and an estimated $55 million in 
costs ( 12% of nationwide sickle cell costs) in 1995. These 7831 admissions occurred 
among 2105 patients (average age 34.2 years; 67% female) with a range of 1-54 
admissions/ycar. Over 90% were admired through emergency rooms and 51% lived 
in Los Angeles County. Governmental insurance (i.e. Medicare and Medi-Cal) was 
the primary payer for 75% of all hospitalizations. High volume patients accounted 
for 31% of the sample but 71% of discharges and highest volume patients a 
corresponding 6 0  and 25%. Of the over 600 hospitals in California, 10 hospitals 
(including 3 public institutions) generated 33% of the discharges. Compared to low 
volume patients, high and highest volume patients were more likely to be male (57% 
vs. 43%: p<0.03), to have governmental insurance (80% vs. 60%: p<0.0001), to have 
unscheduled admissions (3312 vs. 1250: p<0.02), and to leave against medical 
advice (AMA) (111 AMA discharges vs. 26: p<0.02). High and highest volume 
patients were less likely to have comorbid discharge diagnoses (28% vs. 12%: 
p<0.0001) or to die during any one hospitalization (8 vs. 18 deaths: p<0.0001). Fifty- 
one "'adverse events to opiates and narcotics" (ICD-9 code E9352) were documented 
and were more likely to occur among women (odds ratio 2.2; 95% CI 1.1-4.3). 

Conclusions: We conclude that sickle cell patients contribute more to hospital care 
on a proportional basis than those with other more common diseases. California 
contributes to a large amount of nationwide health care costs for sickle cell disease. 
High volume patients are different from low volume patients in their demographics, 
severity of comorbid diseases and the outcomes of their hospitalizations. 

RACIAL DIFFEREN. CES IN ADHERENCE TO CARDIAC MEDICATIONS. HM 
Charles. J Whittle, BH Hannsa. Center for Research on Health Care, University of  
Pittsburgh, Pittsburgh VAMC, Pittsburgh, PA. 

African Americans (AA) have a higher rate of  morbidity from cardiovascular 
diseases than White Americans (WA). Decreased adherence to cardiovascular 
medications (CV).nmy help explahi this difference. Since cost and access to care may 
affect adherence, we examined adherence to 4 classes of  CV medications in the VA 
Medical Center where cost and access are equal. 

We reviewed computerized pharmacy records of  8582 black or white males age > 44 
who received beta blockers (BB), angintensin converting enzyme inhibitors (Ace), 
lipid lowering agents (LLA), or calcium channel blockers (CCB) from the Pittsburgh 
VA Medical Center from Oct 1996 to March 1998. We eliminated patients who had 
fewer than 3 fills for a drug. For each drug, we collected date ofissne and the number 
of  days supplied save the last one. Adherence ratio (AR) was calculated by dividing 
the total days supplied over the total number of  days from the fwst to last fill. Patients 
were considered adherent if this exceeded 80%. Patients who with AR > 1.2 were 
eliminated. Age and race were obtained from computerized VAMC medical records. 
Univariate comparisons were done with X-" statistics. Multivariate linear regression 
and logistic regression were used to examine the impact of  race, age, drug class and 
the interactions of  these simultaneously. Multiple records for the same patients were 
treated as clustered data. 

A total of  5,118 patients, 17.7% of whom were AA, with 7,431 pharmacy records 
were eligible for the study,. The patiems had a mean age of  65.2, AA were younger 
than WA (mean age 63.9 vs. 65.4 years, p< 0.001). AA were more likely than WA to 
he on Ace (65.9% vs. 56.9% P< 0.001), but less to likely to be on BB (29.9% vs. 
36.8% P < 0.001) and LLA (14.5 % vs. 22.7% p< 0.001). The proportion of  patients 
who were adherent (i.e., AR > 0.80) varied by drug class (BB =35.6%, Ace= 30.8%, 
CCB =27.0%, LLA =20.4%, P <0.001) but not by age and race. Similar proportions 
of  AA (31%) and WA (29%) were adherent (p= 0.20). In a multivariable linear 
regression model of  AIL main effects for drug class but not age or race were 
significant. However there was an interaction between age and race. Specifically, 
young (age< 51) AA were less adherent within all drug classes than WA or older AA 
(p= 0.012). Logistic regression of  the dichotomous adherence yielded similar results. 

The results suggest that race does not influence adherence in males at a VA medical 
center where access to care and health case costs are the same for all patients. 
Younger AA had a significantly lower adherence rate than younger WA and older 
AA. It is not clear why this disparity exist. Interestingly, of  all the drugs adherence 
was highest in patients taking Beta blockers. 

CLINICAL PREDICTORS OF INFEC'ITVE ~ A R D I T I S  AMONG FEBRILE 
INJECTION DRUG USERS. S Cbeun~. A Palepu, S Rae, C Thompson. Centre for 
Evaluation and Outcome Sciences, St. Paul's Hospital, University of British 
Columbia, Vancouver, BC, Canada. 

"Febrile illnesses" are common reasons for hospitalization among injection drug 
users ODUs). Infective endocarditis (IE) is a significant clinical concern which 
a'iggers the use of  echocardiography (echo). Our objectives were to determine: 1) 
which clinical variables available within 48 hours of admission are predictive of  IE 
anti; 2) which variables identify patients in whom echo is unlikely to result in a 
change in management. 

We enrolled consecutive febrile IDUs hospitalized at St. Paul's Hospital from 
February 1997 - April 1998 who had injected drugs within 3 months of  presentation 
and there was a clinical suspicion of  IE. Housnstaff collected history and physical 
exam variables and an investigator ascertained the hospital course, blood culture and 
echo results. Duke criteria were used for the diagnosis of IE. Logistic regression was 
used to determine which variables are independent predictors of the presence or 
absence ofIE. A classification tree was also used to model the data. 

One hundred febrile IDUa were included. Patient characteristics: 51% female, mean 
age 35 years, 58% HIV-positive, 59% had respiratory symptoms, 30% had a past 
history of  IE, 15% had immune complex or systemic emboli and 72% had an obvious 
source of infection (pneumonia, celhilitis, septic arthritis). Of the 61 patients with 
positive blood cultures at 48 hma's, 20 hed vegetatienson echo wbere~ only 2 of  the 
39 patients with negative blood cultnres had vegetations. The following clinical 
factors (adjusted odds ratio, 95% CI) were independently associated with the presence 
of  JE: positive blood cultures (7.0, 1.3-38.1); multiple chest radiograph infiltrates 
(7.5, i.8-31.8); immune complex disease or systemic emboli (8.3, 1.5-46.8); and no 
obvious source of  infection (9.6, 2.2-41.0). The classification tree revealed that almost 
all the patients with endocarditis would be detected if echo was performed on IDUs 
with multiple chest radiograph infiltrates or with positive blood cultures. One patient 
would be missed who had a normal chest radiograph and negative blood cultures but 
had S. A ureus in his cerebral spinal fluid on admission. 

We found 4 clinical factors at 48 hours (positive blood cultures, multiple chest 
radiograph infiltrate, immune complex or systemic emboll, and no obvious source of  
infection) that are independently associated with the presence oflE. In febrile IDUs 
with negative blood and CSF cultures AND those without multiple chest radiograph 
infiltrates, the yield of  echo is low. Our results remain to be validated prospectively 
with a larger study population. 
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PREDICTING THE CUMULATIVE RISK OF FALSE-POSITIVE 
MAMMOGRAMS FOR INDIVIDUAL WOMEN .C .L . .~a /~ ,~g  t, F 
Waog=, MB Barton t, W g . rem~,  JG Elmore 3, AE Gclfand 2, SW Fletcher n 
IHarvard Medical School aad Harvard pilgrim Health Care, 2U. of 
Conn¢ctient, S to r~  ~IJ. Washmgtoa Medical School, Seattle 
Background Women have a 50% risk of experienoing a false-positive 
mammogram over 10 screening mmmnogmms. Wbether certain women are 
more or less likely to expencuce a false-positive maannogram over time is 
not known. We developed a method for predicting the cumulative risk of  a 
fa]so-positive mammogram based on clinical and radiology variables. 
Mnthodn Medical records were abstracted for 2227 women emolled 
continuously for 12 years at Harvard Pilgrim Health Care (an HMO) and 
selected from an age-stratified random sample. Using a product estintator 
similar to that used in the analysis of survival _ , ~ .  individual patient and 
radiologic variables were tested for their effect on the risk of a false-positive 
mammogram. A multiple-variable prediction model was developed and used 
to estimate cumulative risks for specific individuals. 
Results 2227 women had 9747 s c r ~  mammograms from 1983 to 1993, 
with all overall false-positive rate of 6.5%. The risk of at least one false- 
positive mammogram was 43.1% after 9 mammograms. In the multiple- 
variable model, estimated rates independently varied inversely with patient 
age and directly with history of previous breast biopsy, family history of  
breast cancer, estmSea use, BMI, Icogth of  time between mammograms, no 
comparison to a previous nmmmolg'am, and the radiologist's propensity for a 
positive mammogram reading. Risk ratios were less than 2 e=ccept for breast 
biopsy (4.36 for 3 or more) and thexadiologist effect (24.4 comparing highest 
to lowest). For a woman with the highest risk variables and using the average 
radiologist random effect, the cumulative risk for a false-positive reading after 
1, 5, and 9 mammograms was estimated to be 25.0V~ 62.6% and 83.5% 
respectively. At the other extreme, a woman with the lowest risk variables 
was estimated to have risks of  2.1°/~ 7.1% and 12.8%. 
Conclusion Women's risks of experiencing a false-positive mammogram 
over time differ substantially according to their personal characteristics, 
timing of the mammogram, and certain radiologic practices. 

O B ~  IN  AN URII4UM, ~¢RZCJ~I=.MqEIRZC~,N COMMUNITY 
JM Oark. R Stallings, A Barker, L Bone, S Zeger, M Hill, D Levine. The 
Johns Hopkins Schools of  Medicine and Hygiene. Baltimore, MD. 

Introduction: ~ the prevalence of obesity rising among the 
African-American community, particularly among economically 
disadvantaged groups, we investigated what influences this cond~on. 

Methods: Using indigenous community health workers, we surveyed 
adult residents in a predominantly A~can-American, urban community 
in Baltimore. Access was granted in 41% of  the households, and 80% 
of the adults therein (N=2196) were interviewed. Blood pressure was 
measured, and self-repot'rod demographics, perceived health status, 
health behaviors, height, weight, and illness history were recorded. 

Results: The median age was 40.4 years, 63% were female, and 
84% earned < $15,000 per year. The median BHI (kg/m 2) was 26.7 for 
women and 25.9 for men (p=.001). 62% of women were overweight 
(BHI _> 25), 35% wore obese (BMI _> 30), and 7% were morbidly 
obese (BlqI > 40), compared with 56%, 24%, and 4% of  men 
(p<.001) r a s p e c ~ e i y .  When adjusted for age, the odds of  
hypertension, and seif-reported diabetes, arthritis, and poor health 
were significantly higher in the obese. In multivariate analysis, females 
(OR=1.7; 1.3-2.2), those with incomes of  $15-30,000 (OR=1.9; 1.2- 
3.1), and those aged 45 to 60 (OR=1.8; 1.2-2.6) were more likely to be 
obese; less likely were smokers (OR=0.54; .45-.73), daily drinkers 
(OR=A9; .27-.90), and those with "good" or "excellent'  health 
(OR= .80; .69-.93). Among the obese, 69% of  women and 43% of men 
reported Uying to lose weight. To do this 76% cut calories, 70% cut 
fat, 66% skipped meals, and 61% exercised more. Only 26% of the 
obese were receiving professional help. 

Conclusions: Obesity was less common than expected from national 
data, but was associated with significant comorbidities. After 
adjustment, age, gender, income, smoking, drinking, and self-rated 
health were all associated with obesity. Despite trying to lose weight, 
only a minority of  the obese was able to get professional help. 

WHO'S USING POSTMENOPAUSAL HORMONE REPLACEMENT NOW? 
,1H Claric EB Bass, IO~ Bass, TL Bush. The Johns Hopkins University School of 
Medicine; Baltimore, Md.; University of Maryland School of Hedicine. 

IntroducUon: Use of hormone replacement therapy (HRT) has fluctuated 
since its introduction. Recently, additional benefits and risks have been 
identified. Thus, we investigatad factors currently associated with HRT use, 
including the use of herbal and ether over-lt~,_~counter products. 

Methods: We designed a 20 page, confidential, mailed quesUonnaire, and 
piloted it in a random sample of 100 women ages 50+ with available 
addresses in one county In Pennsylvania. QuasUons included demographics; 
past medical and family history; health care utilization; seJf-rated health and 
health habits; use of HRT; risks and benefits of HRT; reasorts f~r starting, 
slopping, or declining HRT; sex and speda~ of the prescriber; and use of 
other remedies. Stamped return envelopes were sent, as well as one postcard 
reminder at 4 weeks. 

Results: Two suweys were not deliverable. Of the remaining 98, 54% were 
returned (N=53) and 63% of these were completed (N=33). The mean age 
of respondents was 60 years (95% Confidence Intarvah 51o71), and the 
median age at menopause was 49 years. 94% were whita, 41% had at least 
some college education, 46% had a household income over $40,000, and 
75% were married. 17 (52%) of the respondents reported ever taking HRT, 
and 11 (65%) of these were currently using it. The only c h a ~ c  of 
respondents that was significantly associated with ever using HRT was 
leaming about it from a doctor (p=.01). Current use of HRT was positively 
associated with rating health as ~very good" or ~excellent" (p=.05) and with 
BMI~30 kg/m 2 (p=.04), and inversely related to a personal histow of breast 
cancer (p=.03). Among the 11 current users, a gynecoingist had prescribed 
HRT in 8 cases, an internist In only 2 and a family practitioner in 1. 5 (16%) 
women reported using menopausal herbal therapies; 2 (40%) of them were 
concurrently taking HRT. These women were younger (p=.02), and were less 
likely to have received information about HRT from a doctor (p= .04). 

Conclusions: The majority of ~ u s e l  women (67%) are not 
currently using HRT and a substantial minority are using alternative herbal 
therapies. Since physicians seem to have an important role in influencing 
patient use of HRT and herbal therapies, internists and family practitioners 
need to give more attention to this issue. A larger study will yield more 
definitive information. 

OUTPATIENT RESOURCE USE IN PATIENTS AWAITING LIVER 
TRANSPLANTATION 
GC Clermont, CL Bryce, JE Stahl, T Sefcik, MS Roberts, DC Angus. University of 
Pittsburgh Medical Center, Cen[er for Research on Health Care, Divisions of General 
Medicine and Critical Care Medicine, Pittsburgh, PA. 

Introduction: Although waiting time for liver transplantation has been previously 
characterized, resource use in patients awaiting transplantation at home is unclear. This 
study describes outpatient resource use for Medical Assistance patients awaiting liver 
transplantation. 
Methods: Fifty-eight patients with chronic end-stage liver disease were transplanted at 
the University of Pittsburgh Medical Center under PA Medicaid between 7/93 and 12/95. 
We abstracted the corresponding claims files from the PA Medicaid claims databases for 
at least two years prior to a first liver transplant. Initial transplant evaluation date and 
continuous eligibility (ensuring complete capture of resource use) were ascertained for 33 
patients. Out-patient resource use profiles of these patients are presented by cost center. 
Results. There were 22 (67%) males. Mean age for the cohort was 49.5+8.2 years. 
Patients awaited transplant for an average of 316_+21 ld(median 267d). There were 
10,475 outpatient-days on the waiting list. After listing for transplantation, mean 
outpatiem monthly total charge was $1,766; $446 was reimbursed. Including resource 
use prior to listing, outpatient utilization was significantly more intense in the pre- 
transplant year than in the previous year (ftsure), 

~..abora C'har~es/month ($) Encounters/month 
tory 409 

Medical sen'ices 674 
armacy 578 

~,tedical supplies 50 
~(~a~ n ser~ces 3O9 

1.766 

| 

1 

i 2 ~ • s o 7 t 

4.9 
2.2 
3.6 
0.4 
0.4 
0.9 
12.4 

Conclusions. Our study suggests 
that out-patients awaiting liver 
transplant consume more resources 
as their disease progresses. This 
supports the notion of an optimal 
timing to transplant end-stage liver 
disease candidates. 
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UNDER-USE OF HORMONE REPLACEMENT IN A MULTI-ETHNIC URBAN 
POPULATION. E Cohen. JH Arnsten, P Mund, IN Rafique, M Jahn, Departinent 
of Medicine, Montefiore Medical Center, Albert Einstein College of Medicine, 
Bronx, NY. 

Obiective: Most studies on use of hormone replacement (HRT) have been 
done pdmarily in white women, with recent data emerging on Afrioan-American 
women; but there remains a paucity of data on HRT use in other groups, such 
as Latina women. This ongoing study explores factors related to use of HRT in 
an ethnically diverse, largely Hispanic urban population. 

Study desian:Cross-seotional survey 
Methods: Women attending ambulatory sites affiliated with Monteflore Medical 

Center who were over age 40 and postmenopausal were asked to participate 
in a structured interview assessing menopausal history, HRT use, comorbidities 
likely to effect HRT use, sociodemographio factors, and knowledge and 
attitudes regarding menopause (MNP) and HRT. 

Results: To date, 46 women have completed the interview, with a median age 
of 55 yrs. (median 7 yrs. post-MNP); 56.5% were Lafina, 28.3% were black, 
8.7% were non-Hispanic white, 46.7% had not completed high school, and 
55.6% had <$10,000/yr income. Of women interviewed 21.7% considered 
Spanish their first language, and 26.1% perceived a language barrier with their 
MD. 19.6% of participants were current HRT users (63.6% _< 1 year duration), 
and 6% were past users. Of those women never using HRT, 54.5% reported 
lack of MD discussion as a reason for non-use, and 70% reported never having 
had a discussion about HRT with their MD. In contrast, 21.6% reported concam 
about cancer risk, and 12~1% concern about side-effects as reasons for non- 
use. Despite low HRT use, this cohort reported high rates of other preventive 
care (82.6% had a PAP smear within 3 yrs., 71.7% had a mammogram within 
3 yrs.). Uni-vadate analysis revealed no statistically significant differences in 
HRT use according to race, education, income, medical comorbidities, prior 
hysterectomy, or perceived language barrier. 

Conclusions: There was a low rate of HRT usa in this largely Latina, indigent 
urban population, with a large proportion of nonusers of HRT reporting lack of 
physician discussion as a reason for non-use. Future efforts must be focused 
on effective methods for improving physician-patient discussion regarding HRT 
in multi-ethnic populations. 

UPPER EXTREMITY REPETITIVE STRAIN SYMPTOMS IN COLLEGE 
STUDENTS. CM Colav. B Carroll, C Honis, BC Amick III, JN Katz, 
Harvard University Health Services, Brigham and Women's Hospital, 
Harvard University, Cambridge , MA, Boston, MA 

Upper extremity repetitive strain injuries (RSI) associated with 
computer use are one of the fastest growing sources of worker disability. 
RSI is also a burgeoning concem on U.S. campuses, but no published 
data exist defining its epidamiology in students. We analyzed annual 
surveys to investigate prevalence and determinants of RSI symptoms 
(SX) in a large sample of college students. 

In June 1998, freshmen (FRESH) [N=1079, 67% of class] and seniors 
(N=1606, 100% of class) completed surveys that asked whether the 
student experienced one or more SX in the hands, wrists, or arms with 
computer use. 49% of FRESH and 55% of seniors reported some SX, 
while 10% o~ FRESH and 14% of seniors reported SX with < 1 hour of 
computer use. A gradient of risk was seen across the spectrum of self- 
reported weekly hours of Computing for academic work [43% with SX if 
< 2 hours vs 66% if-> 21 hours, p = .00005; odds ratio 2.6 (1.6 - 4.1)]. 
Overall, computer science majors (CSM) were more likely to report SX 
than other majors (p = .01). 25% of senior CSM report SX with < 1 hour 
of use; 15% of such seniors report SX after a few minutes, compared to 
3% or less for other majors. There were no significant differences in 
likelihood of RSI SX according to gender, other major concentrations, 
average course grade, overall satisfaction with education, or touch-typing 
technique. 

These preliminary findings confirm that reported upper extremity RSI 
SX associated with computing are common in a college student 
population. Our data suggest a relationship between SX development 
and duration of computer use. Further study is needed to define the 
clinical conditions underlying these SX, the ergonomic and psychosocial 
determinants, as well as the functional, social, and career impacts of RSI 
SX in students. Such data will help to inform the development of primary 
and secondary prevention programs. 

USE OF A PREOPERATIVE CLINIC FOR AGGRESSIVE 
TREATMENT OF J-IYPERTENSION. SL Cohn and S Chhabra, 
Downstate Medical Center/Kings County Hospital, Brooklyn, NY. 

Results from NHANES III showed that 68% of hypertensive 
patients were. aware of their diagnosis, 53% were on treatment, 
but only 27% were adequately controlled. We reviewed data on 
538 consecutive patients referred to our Preoperative Medical 
Consultation Clinic from 8195-8196 to examine the prevalence of 
hypertension, the level of control, and the use of our clinic to 
aggressively treat hypertension prior to elective surgery. Of these 
patients, 314 (57%) either had an elevated blood pressure or 
history of hypertension as a reason for evaluation. Characteristics 
of this group included an average age of 61.1 (range 18-86), 62% 
females, 82 with DM, 28 with CAD, 47 current and 77 ex-smokers. 
For the overall group, the mean initial BP was 156.6192.1. Our 
goal was to achieve a final BP of 1601100 or better prior to 
surgery, if possible, without having to postpone the procedure. 
The patients were treated aggressively primarily using two drugs - 
nifedipine XL and labetalol, although treatments were 
individualized. Drug doses were increased every 3-4 days if 
necessary. Sixty-one patients required 1 follow-up visit, 29 
required 2-3 follow-up visits, and only 6 required 4 or more follow- 
up visits. For the 218 patients seen only once, the mean BP was 
148.4/87. For the 96 patients seen two or more times 
preoperatively, the mean initial BP was 175.3/103.7 and the final 
BP was 149.2/88.5, a reduction of 14.7% 

Although not necessarily reaching the goal BP recommended by 
JNC V (and now VI), we did achieve significant improvements in a 
short time period. This was most likely due to aggressive 
management of medications, access to medication, and timely 
follow-up (within a week) combined with patient compliance 
related to their desire to have their surgery performed safely and 
without delay. 

RACIAL VARIATION IN OBSERVED TO EXPECTED MORTALITY 
FOLLOWING ELECTIVE SURGERY FOR. VASCULAR DISEASE. TC Collins, HS 
Gordon, M Johnson, .l Daley, W Henderson, SF Khuri, Houston VAMC, Houston, TX, 
Brockton/West Roxbury VAMC, West Roxbury, MA, Hines VAMC, Hines, ILL, 
Brockton/West R0xbury VAMC, West Koxbury, MA. 

This study assessed differences between whites and blacks in observed to expected 
30-day postoperative mortality after elective surgery for vascular disease. 

Data were from the National VA Surgical Quality Improvement Program, a 
prospective, multicenter observational study of risk adjusted surgical outcomes after 
major surgery (123 VAMC's). Race was defined as black, not of  Hispanic origin or 
white, not of  Hispanic origin as identified by the physician, physician assistant or 
clinical nurse specialist. Cases involving other races were excluded. The following 
elective operations were evaluated: abdominal aortic aneurysm r e p ~  (AAA; n=1401; 
94.2% white and 5.8% black), lower extremity revascularization surgery (LEVS; 
n=2773; 81.7% white and 18.3% black), and lower extremity amputations (AMP; 
n=2336; 70.7% white and 29.3% black). The outcome of interest was all cause 
mortafity within 30 days of  the index operation. For each operation, multivariable 
logistic regression models were developed to predict 30-day mortality on Phase I of  the 
data, I0/I/91-12/31/93, using candidnte clinical variables that were significant at p<. I0 
in univariate analyses. Models were validated using Phase H, I/I/94-8/31/95, by 
comparing the area under the receiver operating characteristic curve for each model 
between the two phases. Each logistic regression model was then used to estimate the 
probability of death for each patient. These probabilities were summed by race to 
obtain the expected number of deaths within thirty days. TI~e ratio of observed to 
expected 30-day mortality was calculated for each operation for whites and blacks. 
We used an alpha level of 0. I0 to increase our power to detect a difference and avoid a 
Type H error. 

The overall 30-day mortality was 4.0% for AAA, 2.1% for LEVS, and 7.0% for 
AMP. For A.AA, significant predictors of  mortality included age, hypertension, 
diabetes, history of  a cerebrovsscular accident, and creafinine > 1.2. 42 whites and 7 
blacks were observed to die within 30-days of  operation, whereas 45.9 and 3.1 deaths 
were expected for whites and blacks respectively. The observed to expected mortality 
ratio was .91 (90% C1.70,1.2) for whites, and 2.3 (90°./0 CI I. 1, 4.3) for blacks. For 
LEVS and AMP, there was no statistically sign/ficant difference by race in observed to 
expected 30-dey mortality (p>. 10). 

There is over twice the rate of  observed to expected 30-day mortality aRer elective 
AAA, for blacks compared to whites. Further research is needed to address issues of  
access to care, unmeasured risk factors specific to blacks, and/or process of  care, which 
could account for the increased 30-day mortality following elective AAA. 



JGIM Volume 14, April (supplement 2) 1999 2"1 

lhiLqDOMt ~ r ~  TRIAL OF INTI/RVENTIONS~'I~O $ ~ P O R T  DECISION-MAKING 
ABOUT POSTMENOPAUSAL HORMONE REPLACEMENT THERAPY. MT 
Connellv. D gushm~ L Razkz, W ~ TS Inui, Dcimrtmont of AmlmlatmT C.ar¢ 
md Prevention, Harvard Medical School and Hervard Pilgrim Health Cm¢, Boston, MA. 

Objective: To kam more about the diffmwztial effectivoness of dncisioa anppart 
todmologim on women's mttiffacti~ Imowledg~ denidmmlconflict and Inmlilmod to 
us= pasUnmotmm~ hmmon¢ n=phganont thmWy 0roT). 
Methods: Hacvm~l Pilgdm cmolk~ who kkut~-uxl thcm~lv~ = l~d- or 

pastmenopm,mal and who had nm~'er m~i HRT were ~ to: 1) usual ~ ' ¢  which 
consisted of a single recmmnended vkit to a health cam wovider to discuss numolmu~; 
2) usnal cere plus an audiotape, workbook and iitm'stm'e mailod to the woman's home 
wiar to the ixovider visit; or 3) usual care plos lttmmme mailed to the home and an 
intrusive video viewed at the partk ip~'s hmlth =ram.. Pre- and pmt-intervemm 
measur~ of utisfaction, Imowledg¢ abont HRT, intontion to ua¢ HRT, and d~isiomd 
conflict were obtsined by tolapboae intavi~v. Analyses woe based on iatmtloa to treat. 

Results: One hundred fifty-seven womea were mndmnized aad oompleted the past- 
intervention assessmmt. 'l he mean interval betweea baseline and final survey was 5.7 
months. The ma]ork3r was white (79%), ~ o p a n s a l  (S5%), employed (90%), had 
mote than a college education (61%) and bad a per capiat income of $60,000 ot more 
(6w). o f  those nmdmaized to =dloaq... 59% n~pomd naming to etc tape canpm~d 
wlm g ~  z~o v ~ e d  t ~  i n m . m ~  v ~ o  g o g r ~  (p<01). Eig~.~ix pmam of the 
umal cm¢ ann, 75% ofth¢ ~ arm, u d  gg% of the interaz~e v i~o  mm actoally 
met with a hcadth care wovid~ during tim conrse of tl~ study to discuse ~ .  

For sll thn~ Itudy rams, ovm,,all dectsiomd coaflict d¢oreased, szff ~ . ; ~ m m t  of 
Imowledg© abont I ~ T  and mmopamc incsem~ Hi~lilmod ~ u.~ HRT ~ z e m ~  snd 
muisfaction with mmmpause cere inoreased sad d/d rim' d/ff~" by interveatloa. The 
dmnge between Ixmeline and p o s t - ~  ~ Imowlodg© about HRT, 
however, difl'ered by treatmont ann: those rmdomized to the ktemctive vidoo had the 
largest gain on a 16 point scale (73 to 9.9), followed by tbe ~ arm (7.7 to 9.6) 
and usual ca~ (11.2-9.2) OF statistic 3.8, p<.02). 

Conclusions: For this managed care population, exposure to literato~ about HRT and 
either an audiompa or interactiv~ video program was no mo~ effective than ma¢ly 
offering a provider visit to discuss menopause for most outcomm m m s m ~  ex~pt 
¢,,¢plidt knowledge about HRT. These dat8 mqlgest that if 11~ gcal of d,~::ision mq~lmrt is 
to lower patient conflict or knprove satisfaction, neither intervention o f f a ~  an 
advantage over a provider visit alone. If, h o w ~ ,  in this era of evolving sciontif~ 
evidence, the Whnary objective is to maximize women's knowledge about HRT, health 
care providens and their patients may need to invest in decision support systems inch as 
interacOve vidon progrmns. 

SMOKING CESSATION COUNSELING FOR SMOKERS IN 
PRECONTEMPLATION STAGE: A RANDOMIZED CONTROLLED TRIAL 
AMONG RESIDENTS. ] Comuz, JP Humair, L Sccmatcr, H Stalder, A Pc~'coud. 
Outpatient clinic, Institute of Social and Preventive Medicine, Medical School, 
Lausanne University and Department of  Community Medicine, Geneva University, 
Switzerland 
Objectives: The majority of Swiss smokers are in the precontemplation stage (no 

intention to quit smoking within the next six months) and residents in general internal 
medicine often fail, despite opportunity, to provide smoking cessation counseling. We 
developed a teaching intervention for general internal medicine residents on behavioral 
theories of smoking cessation, and measured the effect of this teaching intervention on 
the quality of smoking cessation counseling provided by residents. 
Methods: The 35 residents trained in outpatient general medicine clinics of Lausanne 

and Geneva (Switzerland) were randomized to either a two half-day training program 
based on behavioral theories of smoking cessation, role playing and standardized 
patients or a control intervention aimed to counsel and treat patients with 
hyperlipidemia. Residents' counseling practices were assessed through interviews with 
211 consecutive precontemplative smokers (mean age 3g years, 68% male, mean 
number of cigarettes/day 19). We assessed the quality of residents' smoking cessation 
counseling by determining whether they used ten specific counseling practices. A 
summary score was assigned to each smoker based on the number of effective 
counseling practices used (one point for each practice, potential range 0 to I0). 

Results: Smokers attended by residents trained in smoking cessation had a slightly 
higher mean score than did smokers attended by residents who received the control 
intervention: 3.4 ,is 2.4, p=.005. Specifically, residents in the intervention group more 
often proposed to help smokers (21% vs 5./,), gave self-help materials (13% vs I%), 
provided counseling for coping with cessation (14% vs 5°/o), asked the time of the first 
cigarette (I 8% vs 12"/o), discussed the benefits of quitting (18% vs 10%), and proposed 
another appointment to discuss smoking (13% vs 7%). For practices not targeted in the 
training intervention because of inappropriateness in such smokers (e.g., proposing a 
quit date or prescribing nicotine replacement therapy), there were no differences 
between groups. 

Conclusion: Short-term counseling by residents was generally poor. However, 
counseling practices were improved among residents trained in counseling smokers in 
the precontemplation stage. 

QUALITY OF PRIMARY CARE AND ITS EFFECT ON EMERGENCY 
DEPARTMET USE IN AN URBAN HOSPITAL'S OUTPATIENT TEACHING 
CLINIC. T Conway, TC Hu, M Salocm. Department of Medicine, Cook County 
Hospital; Ambulatory and Community Health Network, Cook County Bureau of 
Health Services, Chicago, IL. 

High quality primary care should, theoretically, help retain patients in the primary 
care system for most of their healthcare needs. To assess the effect of patient 
perceived quality of primary care on emergency department (ED) utilization, we 
conducted a retrospective cohort study in an urban public hospital's General Medicine 
Clinic (GMC). The Component of Primary Care Instrument.(CPCI), a previously 
validated tool, was used in a 6-point Likert scale format to measure the perceived 
quality of primary care. 989 patients with regular follow-up appointments in the 
study setting for more than one year who completed the baseline data were enrolled in 
the cohort. ED utilization was retrospectively confirmed through the hospital 
information system. Scores for the major components of the CPCI were calculated, 
with the higher score representing better-perceived quality of care. Student's t-test 
was performed for group comparison. A 2-tailed p-value < 0.05 was defined as 
having a statistically significant difference. 

Of the 989 patients, 325 (32.9%) used ED in the past 12 months even though they 
already had a regular appointmem scheduled within GMC. The following table - 
displays the score comparisons between the group of patients who used ED after 
entering (~MC with those who did not (n=662). 

Not used ED Used ED 
Major Component mean + SD mean + SD t-test p-value . 

Comprehensiveness of cam 5.07 + 1.07 4.83 + 1.16 3.16 0.002" 
Accumulated knowledge 4.78 + 1.20 2.55 + 1.26 2.73 0.006* 
Interpersonal communication 4.96 + 1.02 4.81 + 1.10 2.33 0.020" 
Preference for regular physician 5.33 + 0.98 5.16 ± 1.06 2.41 0.016" 
Coordination of care 4.07 + 1.51 4.06 ± 1.49 0.12 0.904 
Advocacy 4.67 ± 1.05 4.56 ± 1.11 1 .49  0.138 
Family context 2.43 ± 1.54 2.34 ± 1.53 0.92 0.360 
Community context 2.43 ± 1.73 2.28 ± 1.62 1.35 0.178 . 

Our study demonstrates the effect of patient-perceived quality of primary care on 
their ED utilization. Patients who did not use ED in the past 12 months perceived the 
services they received as better on all the components of CPC[, with four components 
statistically significantly different, than those who used ED despite appointments. 
Our data also reveal the importance of monitoring and addressing the quality of 
primary care in teaching clinics to avoid unnecessary ED utilization, which is more 
costly and less beneficial to patients than primary care. 

GENDER DIFFERENCES IN HEALTH PROMOTION ACTIVITIES IN 
PRIMARY CARE SETTING. J Cornu;L JP Humair. L Seemnter, H Stalder. A 
Pecoud. Outpatient clinic and Institute of  Social and Preventive Medicine. 
Medical School. Lausanne University and Department of  Community 
Medicine, Geneva University Hospital, Sw'itzerland. 
Objectives : Few studies have assessed whether there are gender differences 

in the use of  health promotion activities outpatient clinical practice. 
Methods: We surveyed all consecutive patients aged 18 to 75 who attended 

two outpatient general medicine clinics in Switzerland to determine whether 
patients had been exposed to health promotion activities such as counseling 
regarding regular physical activity and healthy diet, and whether they had 
their blood pressure and plasma cholesterol levels measured during the last 
three clinic visits. Data were collected by a face-to-face interview using a pre- 
tested questionnaire. The results are expressed by age-adjusted odds ratio 
(OR) with 95% confidence interval (95% CI) 

Results: Of  the 1955 contacted subjects, 1344 (68 % participation rate) 
outpatients (mean age 39, 45% women) agreed to report health promotion and 
screening activities by the physicians. For physical activity counseling, 
women were less likely than men to be asked about their usual level of  
physical activity (OR 0.46, 95% CI 0.34-0.58). to be informed about the role 
of  physical activity in disease prevention (OR 0.63.95% CI 0.50-0.89), to be 
counseled to either initiate or consolidate regular exercise (OR 0.63, 95% CI 
0.50-0.82) and to be assisted in selecting appropriate ~3~e of  physical activity 
(OR 0.73, 95% Ci 0.58- 1.04). For counseling regarding a healthy diet. women 
also vere  less likely to be asked about dietary, habits (OR 0.67, 95% CI 0.50- 
0.89). Among patients over the age of.50 (n=412), women also were less 
likely to have measurement of  plasma cholesterol level (OR 0.57, 95% CI 
0.38-0.85). However, no difference between genders wm noted in the 
frequency of  blood pressure measurement (OR 0.98, 95% CI 0.76-1.28). 

Conclusion: Even though data are self-reported, our results suggest that 
women do not receive health promotion activities (such as physical activi~" 
and healthy diet counseling) as often as men. Further studies are needed to 
examine the reasons for and the implications of  this gender disparity.. 
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READABILITY OF SPANISH LANGUAGE PATIENT EDUCATIONAL 
MATERIAL. Anna Cosvleon. Ralph Gonzales and Robert L Anderson, University of 
Colorado Health Sciences Center, Denver, CO. 

Background: Decreasing duration of ambulatory visits with primary care 
providers and the need for reinforcement emphasizes the importance of written patient 
educational materials (PEM) as aids for physician-patient communication. Although 
there is no recommended reading level for Spanish language PEM, published 
experience suggests that English language PEMs should be written at a 6th grade level 
to reach the majority of patients. 

Objective: To ascertain the readability of Spanish language PEM 
Methods: To assess readability of Spanish language PEM, we applied two 

validated methods of measuring Spanish literature reading levels that are based on the 
FRY English language readability scale. The FRY scale is based on the number of 
sentences and syllables per selected 100 word passages. We analyzed samples of 
PEMs for three health issues that are over-represented or have relevance to the 
Hispanic community including diabetes mellitus (n=27), women's health issues (n = 18) 
and HIV infectioo (n=13). The PEMs were obtained from a variety of sources 
including nonprofit organizations (e.g., American Diabetes Association, American 
College of Obstetrics and Gynecology, American Cancer Society), federal government 
(e.g., Centers for Disease Control, Health and Human Services, National Cancer 
Institute), the pharmaceutical industry and local institutions for each condition. 

Results: Analysis of the 58 examples of Spanish PEM revealed substantial 
variability in the grade level at which they were written, ranging from the first through 
eleventh grade levels. This variability was observed not only within each of the three 
medical conditions selected for the study, but also was found within organizations that 
had developed several sets of material related to different aspects of a single medical 
condition. The level at which the Spanish language PEM was written was moderately 
high with the average grade levels (mean _+ SEM) of 6.7 +_ 0.3, 7.2 _+ 0.1 and 7.6 _+ 0.7 
for diabetes, women's health and HIV respectively. Overall 59-78% of the PEM we 
analyzed were writteo at levels above the sixth grade. When 10 sets of PEM that 
provided simultaneous English and Spanish versions were compared, reasonable grade 
correlations were present. 

Conclusion: Spanish language PEMs have a wide range of readability with the 
majority written at a 6th to 8th grade level. The original source material rather than 
translation is the reason for the high readability level of the Spanish PEM. In view of 
the observation that a 6th grade or lower level is needed to reach the majority of 
English speaking patients in community settings, it is likely that a high percentage of 
Spanish PEM is not readable for the population for which it is intended. 

EVALUATION OF AN AMHULATORY CARE ASTHMA CENTER 
DCm'ran. ARme, YMomalvo, SBalbom~MSola,  K Shalmn, SBurko, C 
Shim. Depm'tme~ of Medicine Jacobi Medical Centa" & ~ Einste:m 
College of Medlcine, Broax, N.Y. 
Obiective: To evaluate the effectivcacu of m ambulatary carc asthsna progrmn on 
improving quality of llfe m~s~luch38 ~ m o m a n d  hospital admissions. 
~ t k ~ l g i J m ~ h ~ a :  The a s e n a  cram is staled by gcaael i n t a n ~  nurse 
practltlonas and resphtay  thmplstL It is besed at a m m l c i ~  h~pim whlch 
serves im3an'-c~ communities with high rates of asthnm. Mo~t paticats were 
enrolled followh~ an ~ room visit (70%) o r  hosp~ali~ttlon, (6%) a 
smalka" number w a c  rcfaved by thek ~ cm'e physicimss (24%). 
ht~rvm6on." Paficmta rec¢iwd asthma ea~c ba~d on National ~ of Health 
(NIH) guidelines for the treama~mt of astimm md intrusive iadividmliz~ 
eduoatioa c o a o m ~  t r i s ~  avoi~a~ peak tlow monito~, span~ use md 
metered dose inhaler t¢chaiquc. 
Methods." Qmlity of life was assessed by the Astlana Quality of Life 
Que~o t ]n~ ;  a ~tidaut~[ ~ Speb~tc quality of llfe quesliomm~. The 
response optiom tomeh questkaare oea  7point scalewha¢ I rod/cares 
maxlmal impairmeIR and 7 indicates no ~ Patients were assessed o~ 
thckiniti'~vislt, aRa'ttu'c,cmonthsmxl afla" six months. Astlausrdatcd 
emcagatcy room and hoepital attmissiom whkh oectm'¢d betswma tim iaiti~ visit 
and the cctapletion of tl~ thkd q u m t k m a ~  w t ~  d~maiaed byrcview of the 
hospital'artcords. Themnber  ofemecgemyroom atxlhoepital,~,,,t,.siom 
dmlag an ~ m l m m l m "  of days befar¢ the initi~ visit w~ :  alan d ~ m i a e d  tarl 
s c u d  as the Im/i~t's coalroL 
Results." Ova 'a  13 monthpa'iod 599 pa/im~w~caa'olkxlintheasthmmomt~'. 
189 patients completedaUthrue evahmiem. Memqualityoflifeiacreased fr~a 
2.78/7to3.59/7 a f l c r3mon~  add 4.16/7after 6moaths (p<.0001 peiredt 
test). Teed emergeacy room visits oftbe patiem completing the three 
questiomudres we~ereduced flora 533 to 153. (p<.0001 pekedttest). Total 
hoepitaliTafin~ls inthis group alsowefe reduced from 62 to 14 (p<.0001 pairedt 
test). This represeated a 71% reductitm in emcage~cy room visits and gg% 
reductm ~a hosp~dtzetk~s. 

Ambula~o~,asthmac~e ~ whlchedheretoNlHguideih~es 
for aseana tammmt and provide intemive pafimt , ~ , ~ n  can improve qmlby 
of life mad reduce ema~ax~y room adm£ssiom ~ d  hospitalizatiom. 

R E T R O S P E C T I V E  A S S E S S M E N T S  O F  B A S E L I N E  A D L  F U N C T I O N  
IN H O S P I T A L I Z E D  ELDERS:  E V I D E N C E  OF PREDICTIVE 
V A L I D m T Y  K E  C o v e ;  R M  Palmer*;  Z M  Pine*; LC Walter*;  
M M  Chren; Div  o f  Geriatrics,  U C S F  

The validity o f  patients '  assessments  o f  their  pas t  abil i ty to pe r fo rm 
activities o f  dai ly  l iving (ADL)  is no t  known.  W e  assessed the predic t ive  
val idi ty of rc t rospeot ive  A D L  assessments  o f  pat ients  on  a d m i ~ i o n  
( A D M )  to the hospi tal  b y  test ing the hypothes~Ls that they  are a measure  
o f  funct ional  reserve. W e  h y p o t h e a i z ~  that  pat ients  dependent  in an  
A D L  at ADM,  but  indqxmdent two  weeks  pr ior  to A D M ,  w o u l d  be  more  
l ikely to recover  independenco in that  ADL,  and  more  l ikely to survive,  
than  patients w h o  wea~ dependent  bo th  b¢fom and  at A D M  to the 
hospttal.  W e  interviewed 899 hospi ta l ized medica l  patients (mean  age  
81) on  A D M  and  asked  them to repor t  whe the r  they  could  independent ly  
pe r fo rm 5 A D L  on  A D M  and  two  weeks  before  ADM.  
A m o n g  patients dependent  in each  A D L  on  A D M  (n=329,  292,  161, 

287, 165 for  bathing,  dressing,  eat ing,  Wansfcn'ing , and  toileting, 
resp¢ctively) w e  compared  the n u m b e r  o f  patients who  recovered 
independence in the A D L  at  three mon ths  and  the number  w h o  survived 
at  one year.  A s  shown in  the table;  for  each  ADL,  pat ients  who  were  
independent  two weeks  pr ior  to A D M  were  more  l ikely to be  
independent  at three months  and  to survive to 12 months ,  than  patients 
dependent  two weeks  pr ior  to A D M .  

A D L  % Independent  at  3 m o s  '~ Survival  at 12 mos  
Depend  c~R Mdependent  Dependent Independent  
2 wks  pr ior  2 wks  p r io r  2wks pr ior  2wks  pr ior  

Bathin~ 20  53** 52 72* 
Dress ing 33 57** 59 72* 
Eat ing 47 70* 59 69 
Transfer  40 58** 58 72* 
Tofleting 44  70** 59 72* 

W e  conclude that  patients '  assessments  o f  their  pas t  abil i ty to pe r fo rm 
A D L  have  evidence o f  predic t ive  validi ty.  Moreover ,  these measures  
m a y  have  clinical usefulness  as predic tors  o f  important  heal th  ou tcomes  

s u c h  as funct ioning and  survival.  

ALCOHOL DEPENDENT INDIVIDUALS WITHOUT PRIOR ALCOHOL 
TREATMENT: WHAT DO THEY LOOK LIKE? JB Daeppen, EB Raimo, GP Danko, 
TL Smith, MA Schuckit, Alcohol Research Center, VA Medical Center, UC San Diego, 
San Diego, CA. 

Obiective: Most clinical research related to alcohol use disorders is carried out with 
subjects recruited from treatment programs. In order to test the hypothesis that our 
understanding of alcohol dependence might be biased if research is limited to the study 
of clinical cases, the characteristics of alcohol dependent individuals without a history of 
alcohol treatment were described. Methods: As part oftbe Collaborative Study on the 
Genetics of Alcoholism, a semi-structured interview was administered to 3,619 alcohol 
dependent subjects. There were 1,608 (44.4%) individuals who had never received 
treatment for an alcohol-related problem, and 2,011 (55.6%) members with at least one 
past or present alcohol treatment (e.g., inpatient, outpatient, AA). Characteristics related 
to demography, alcohol use history, and associated diagnoses were compared between 
never treated (NT) and treated (1") subjects. Results: The NT and T groups were similar 
in age (38 years old) and in duration of alcohol dependence (15 years). NT members 
were more likely to be female (43.5% vs. 28.3%)*, employed (70.2% vs. 48.4%)*, and 
married (53.1% vs. 35.0%)*. These subjects also reported fewer of nine possible health 
problems (1.0 4- 1.14 vs. 1.4 ± 1.31)*, were less likely to be diagnosed with conditions 
associated with alcohol dependence, such as cigarette smoking (74.6% vs. 87.6%)*, 
antisocial personality disorder (ASPD) (9.2% vs. 21.2%)*, and dependence on at least 
one additional drug (marijuana, cocaine, amphetamines, opiates, or sedatives) (35.7 vs. 
63.4)*. The data were consistent with a less intense course of alcoholism for NT 
individuals, as they reported fewer maximum number of drinks in a 24-hanr period 
(19.9 4- 12.48 vs. 34.2 4- 23.90)*, fewer DSM-III-R criteria of alcohol dependence (4.6 4- 
1.53 vs. 7.3 4- 1.70)*, and fewer of 39 alcohol-related life events (12.9 4- 5.91 vs. 24.6 4- 
6.57)*. The analysis of the prevalence of each of the 39 alcohol-related problems 
indicated that most difficulties were less prevalent in the NT group (e.g., 14.6% [NT] vs. 
89.5 % [T] experienced psychological impairment due to drinking). A logistic 
regression analysis demonstrated that variables described above as differing between NT 
and T groups at the univariate level remained robust as predictors even when considered 
in the context of other predictors. Exceptions to this general rule incloded ASPD, the 
history of additional drug dependencies, and the number of medical problems. The 
overall chi-square for the logistic regression was 2043.34* (df 11). Conclusions: 
Differences in demography, alcohol use history, and associated diagnoses were 
identified between alcohol dependent subjects with and without a history of alcohol 
treatment. The data suggest that nontreated alcoholics may not fit the stereotype 
generated from the study of clinical cases. (* p<.001). 
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Large Mnlflstate Outbreak of  Oyster-Asso¢inted I~rlo parahaemolytleus 
Infections: Emergence of  Virulent Serotyp¢ Highlights Prevention Quandary 

Nicholas A. Daniels, B. Ray, A. Easton, N. Marano, E. Kahn, A. McShan, 
L. Del Rosario, T. Baldwin, M. Kingsley, N. Puhr, J. Wells, D. Cameron, 
P. Griffin, ILTauxe, F. Angulo . 
Centers for Disease Control and Prevention, Atlanta GA; Texas DepL of  Health, 
Austin TX. 

Baekgreund: In June 1998, the Texas Department of  Health detected an 
outbreak of  Vibrio parahaemolytict~ infections among persons who had eaten 
oysters harvested from Galveston Bay. 
Methods: To determine factors that may have contributed to this outbreak, we 
assessed stool culturing practices by clinical laboratories and analyzed water 
temperatore and salinity data from seven monitoring sites in Galveston Bay. We 
characterized V. parahaemolyticus by serotype and pulsed-field gel 
electrophoresis (PFGE). 
Results: Between May 27 and June 24, 416 persons in 13 states reportod having 
gastroenteritis after eating oysters harvested from Galveston Bay. V. 
parahaemolyticgs isolates from ill persons (n=28) were serotype O3:K6, the frost 
isolation of  this serotype in the United States. All patient isolates had the same 
PFOE pattern. Bacteriologic monitoring at harvest sites did not prevent this 
outbreak; oyster beds met current bacteriologic standards during harvest. None of  
46 randomly selected laboratories that processed stool specimens reported 
changing stool culturing or reporting practices in 1998. Mean water temperature 
and salinity during May-June 1998 were 84°F and 20 parts per thousand [ppt] 
compared with 79°F and 9 plat for the previous 5 years (p <0.01), suggesting that 
environmental changes contributed to this outbreak. 
Conclusions: The emergence of  a new virulent serotype, and elevated water 
temperature and salinity levels at the harvest site apparently contributed to a large 
mullistate outbreak of V. parahaemolyticua. Current policy and regulations 
regarding the safety of  raw oysters need re-evaluation. Consumers should avoid 
eating raw or undercooked oysters, especially during the wanner months. 

REORGANIZATION OF A PRESCRIPTION RENEWAL SERVICE IN AN 
UNDERSERVED URBAN PRIMARY CARE PRACTICE; RA David. Mount Sinai 
School of  Medicine, Department of Ambulatory Care, Elmhurst. New York. 

OBJECTIVE: Varied practice patteans are notable regarding renewing of  
prescriptions in clinic settings. Our primary care practice is located in a medically 
undersezved, rattan setting, and is multi-cultural. As part of  quality improvement, we 
were interested in evaluating whether our practice of  renewing prescriptions for "walk- 
in" patients was consistent with high quality of  care. The practice called for scheduling 
an appointment with the primary physician and at the same time prescribing a limited 
quantity of  medication to last until that appoinunent. The benchmark of  quality care 
was that patients would only receive medication that was intended by the primary 
ordering physician to last until the next suggested evaluation by that physician. 
METHODS: A patient sm'vey was created, pilot tested, and then milizod with patients 
presenting solely for medication renewaL R was verbally administered in Spanish and 
English by a medical provider prior to offering the medication renewals to "walk-in" 
patients who belonged to the practice. Patients were asked why they were presenting 
for a medication renewal in a "walk-in" service. 
RESULTS: Over a seven-week study period 210 of  678 patients presenydng for 
medication refills were sampled. Data xs~s collected from all 210. 34% + 6 %  (p<.05) 
of patients indicated that they needed a prescrilXion because they missed their 
appointment with their physician; 61% + 6% (p<.05) of those patients had not seen 
their physician for greater than 6 months and 84% _+ 5% (p<.05) had not seen their 
physician in more than 3 months. 11% + 5% (p<.01) of patients cited issues including; 
received the medicine in another counUy, took the wrong dose of medicine so they ran 
our early, and generic medicine didn't seem to be working. 43% _+ 70/o (P<.05) of 
patients indicated that their physicians had not given them enough medication to last 
uutil their next appointment, bat they in fact were found to have valid prescriptions on 
file with the ,harmaey. 
CONSLUSIONS: A large proportion of  patients presenting for renewal of medication 
e i th~  1. Really needed a medical evaluation, or 2. Needed unly to be direaed to the 
pharmacy for a medication refill We were concerned about a relatively high "no 
show" rate (up to 35"/, in our experience) for follow-up appointments after medication 
refill visits. Subsequent to amlysis of  our reaflts we instituted significant changes in 
our medication renewal policy. Patients are now identified as to whether they have 
yard  presctilxions in the ph Jnnacy. A medical provider now formally evahiates all 
other patiems before they are given a prescription renewal. These focused evalumions 
are targeted to the particular organ system being tleated by the ordered medication. 
Patients then are given a choice of  follow-up with the provider giving them their 
prescription renewal or their former primary provider. 

SCREENING MAMMOGRAPHY RATES IN BOSTON HAITIAN 
NEIGHBORHOODS. MM David, R Jean-Baptiste, G Jeanty, B Laws, N Prudent. 
Boston Medical Center (BMC), Boston U. School of  Medicine, Latino Health 
Institute, Haitian Health Institute at BMC, Boston, MA 

Culture and language are known to impact health care delivery. 
Purpose: We undertook this study to determine the rate of  screening mammography 
among Haitian immigrant women in a US city (Boston), and to compare it to the rate 
of other women living in the same neighborhood. We also sought to determine factors 
that may facilitate or hinder access to and utilization of screening mammography. 
Methods: We performed a cross-sectional survey of 332 women, 40 years old and 
over, from randomly selected households in enclaves with high concentrations of 
Haitian women. Trained bilingual interviewers conducted in-person interviews to 
assess mammography rates, socioeconomic status, health beliefs and practices, and 
degree of acculturation. Chi-square analyses were used for categorical dam. 
Results: Number of  respondents by etlmicity and their rates of scroening 
mammography, in brackets, were as follows: Haitian (H), 140 [79.3%]; African 
American (AA), 53 [75.5%]; English-speaking Caribbean (EC), 21 [76.2%]; Latina 
(L), 21 [85.7%]; white (W), 63 [95.2%]; and other groups (O), 34 [85.3%}; p=0.08. 
Bivariate analysis revealed that women with incomes <$20k had fewer 
mammographies (73.8% vs 86.8%; p-N).02). Among imnugrants, greater length of 
time in the US was associated with greater likelihood of ever having had a 
mammogram. Women who thought cancer was a death sentence had fewer 
mammograms (79.4% vs 85.1%, p=0.01). White women were less likely to subscribe 
to this belief than all other groups (W=23.3%; H= 51%; AA--45%; EC=48%; L=50%) 
Educational level did not influence rate of  mammography. 
Conclusion: Women living in Haitian neighborhood reported high rates of 
mammography, possibly owing to outreach and free screenings available to 
Massachusens's women. Percentages of screening mammography were similar for all 
women living in those neighborhoods. However, women who thought cancer was a 
death sentence had less mammograms and were more likely to be of Haitian, African- 
American, English-speaking Caribbean and Latina descent. Campaign to promote 
mammography should address health beliefs if they are to attract more women of 
color. 

PROBLEM-SOLVING STYLE, SUBSTANCE USE, AND HELP-SEEKING 
BEHAVIOR IN ADOLESCENTS. MM Davis. JD Lantos, Robert Wood Johnson 
Clinical Scholars Program, University of  Chicago, Chicago, IL. 

In order to prevent adolescent substance use, we must understand why some 
adolescents begin using substances while others do not. The success of substance use 
prevention programs that teach peer resistance skills suggests that teens' social problem- 
solving styles may influence their decisions about substance use, and may also impact 
teens' help-seeking behavior when they face troubling problems. We examined the 
associations between adolescents' social problem-solving characteristics and two 
behaviors of interest: (1) paiXems of sobstance use; and (2) help-seeking tendencies. 

A self-administered, anonymous survey was completed by 302 5th-8th-grade students 
in two inner-c~ty schools. The survey instrument included the Social Problem-Solving 
Inventory-Revised (Short Form), which measures problem-solving orientation (positive 
or negative) and problem-solving skills (rational, impulsive/careless, or avoidant). I fa  
student demonstrated both positive orientation and rational skills, her/his overall 
problem-solving profile was constructive. Questions regarding current substance use 
were adapted from previously validated surveys. Items regarding help-seeking 
behaviors inquired if students felt comfortable asking family members, teachers, or 
school counselors for assistance with troubling problems, in general. Chi-square 
analyses were performed to test the significance of associations. 

Students were 990  African-American and 55% female, with a mean age of  11.9 years 
(range 9-14). 27% had ever used tobacco; 30% had ever drunk alcohol; 14% had ever 
used marijuana. Problem-solving analysis indicated that only 66% ofever-tobecco 
smokers showed positive problem orientation (PPO), compared with 82% of never- 
tobacco smokers (.o<0.01). Only 48% of ever-tohacco smokers demonstrated an overall 
constructive problem-solving profile, compared with 63% of never-tobacco smokers 
(0<0.05). Similar trends, though not statistically significant, were evident for ever-users 
of marijuana and alcohol. Among students who sought help from family members, 81% 
demonstrated PPO, compared with only 63% of students who did not ask family 
members for help (0=0.005). Family-help seekers were also significantly more likely to 
show rational problem-solving skills and a constructive problem-solving profile. Of 
note, family-help seeking was more common among never-users of substances than 
among ever-users, although these differences were not statistically significant. Seeking 
help from teachers or school counselors was not associated with problem-solving. 

This analysis suggests a significant link between specific social problem-solving 
characteristics and patterns of adolescents' current substance use, and between problem- 
solving style and willingness to seek help from family members. Further exploration of 
the mechanisms through which social problem-solving attributes impact substance use, 
and how problem-solving styles affect help-seeking behavior, may lead to the 
development of  more effective substance use prevention programs for adolescents. 
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SELF-RATED DIET QUALITY: WHICH FOODS COUNT? HK Delichatsins. 
K Glanz, S Tennstedt, RH Friedman, MW Gillman. Harvard Medical School and 
Harvard Pilgrim Health Care, Boston, MA, University of Hawaii, Honolulu, HI, New 
England Research Institutes, Watertown, MA, Boston University, Boston, MA. 

Background: Diet quality is 'a determinant of common chronic adult diseases. 
Improving patients' diets depends on their stage of readiness to change, a major 
component of which is their self-rated diet quality. Although previous studies have 
shown self-rated diet quality and actual diet quality to be related, it is not known how 
patients rank the importance of various foods in evaluating the quality of their diets. 

Methods: Among 363 HMO members recruited for a randomized controlled trial 
of diet and physical activity interventions, we analyzed baseline data on diet, clinical, 

demographic, and psychosocial characteristics. We assessed actual diet by a 
validated [8-question food frequency questionnaire. We defined "worse," as 
opposed to "better," diet quality as failing to achieve appropriate intake of at least 
two of the five food groups: fruits, vegetables, whole grains, red and processed meat, 
and whole dairy foods. We also asked subjects to self-rate the overall quality of their 
diet on a 5-point Likert scale, very unhealthful to very healthful. We examined the 
contributions of each food group both to actual and self-rated diet quality as follows. 
We took the difference in mean number of daily servings between (1) "better" and 
"worse" actual diet, and (2) for self-rated diet~ between somewhat and very healthful 
and somewhat or very unhealthful. We report the ratio of these two differences, 
which represents the relative contributions of the food groups to actual versus self- 
rated diet. 

Results: Mean (SD) age was 47 (12.8) years, and 73% were women. Mean body 
mass index was 28.4 kg/m 2. Thirty-five percent of the patients had "better" diet 
quality. In multivariate logistic regression, subjects who self-rated their diets as 
somewhat or very healthful were three times as likely to consume a "better" diet, 
compared with those with ratings of somewhat or very unhealthful (odds ratio ffi 3. I, 
95% CI 1.8 - 5.2). Self-rating of overall diet quality was substantially correlated 
with intake of fruit (Spearman r = 0.25, p <0.0001), vegetables (r = 0.24, p <0.0001), 
red and processed meat (r = -0.23, p <0.0001), and whole dairy foods (r = -0.17, 
p-~).001), but not with whole grain foods (r = -0.02, p = 0.66). The contribution of 
whole grains to actual diet quality was 4.7 times its self-rated contribution whereas 
for the other fond groups, the ratios were 0.6 - 2.0. 

Conclusion: As expected, self-rated and actual overall diet quality were strongly 
associated. Fruits, vegetables, meats, and whole dairy foods played a stronger role in 
self-rated diet quality than did whole grain goods. Subjects substantially 
underestimated the contribution of whole grains to diet quality. Changing patients' 
perception of the importance of whole grains may increase the chance of soccess of 
interventions to improve the quality of diets among adults. 

COMPLETENESS OF REPORTING IN RANDOMIZED 
CONTROLLED TRIALS.  PJ Devereaux, BJ Manns, WA Ghali, H 
Quan,  GI !  Guyatt .  Depar tment  of  Medicine, Dalhousie University, 
Ilalifax, Nova Scotia, Departments  of Medicine and Communi ty  
Ilealth, University of Calgary, Calgary, Alberta and the Department  of 
Medicine, McMaster  University, Ilamilton, Ontario, Canada.  

Journal  editors and clinical investigators have offered strong support 
for the "Consolidation of  SIandards for Reporting Trials"  (CONSORT) 
slatemenl (JAMA, 1996;276:637-9) for improving the quality of 
reportin~ of randomized conlrolled trials (RCTs). We reviewed a 
sample of RCTs published subsequent to the CONSORT statement to 
determine adherence with its guidelines. 

We identified 81 RCTs dealing with internal medicine issues 
summarized in three review journals  (ACP Journal  Club, Journal  
Watch, and Internal Medicine Alert) from March to August 1997. 
These three review journals summarize  the most important  studies 
from a wide spectrum of journals.  We reviewed the full text original 
descriptions of the RCTs and recorded the reporting of: ( i )  the method 
used to generate the allocation schedule; (2) the concealment of 
randomization; (3) the use of intention to treat analysis; and (4) the 
blinding status of patients, patient caregivers, those recording 
oulcomes, judicial assessors of the outcomes, and data analysts. 

The 81 RCTs were reported in 24 scientific journals. RCT reports 
described the method used to generate the allocation schedule and 
concealment of randomization 67% and 53% of the time, respectively: 
The RCT reports explicitly stated whether  they had used an intention 
to treat analysis in 70%. The reports mentioned blinding status for 
patients in 70%, for patient earegivers in 35%, individuals collecting 
Khe data for the outcomes in 29%, judicial assessors of the outcomes in 
48%, and data analysts in 3 e .  

We conclude that anthors and journal  editors are  failing to ensure 
RCT reporting is consistent with CONSORT guidelines. 

REVIEWING THE REVIEWERS: THE QUALITY OF REPORTING IN 
THREE REVIEW JOURNALS. PJ Deveresux, BJ Manns, WA Ghali, H 
Quan, GH Guyntt. Department of Medicine, Dalhonsie University, Halifax, 
Nova Scotia, Departments of Medicine and Community Health, University of 
Calgary, Calgary, Alberta and the Department of Medicine, McMnster 
University, Hamilton, Ontario. 

Review journals such as ACP Journal Club (ACP), Journal Watch (JW), 
and Internal Medicine Alert (IMA) provide an important resouree for 
clinicians striving to efficiently keep track of important studies directly 
relevant to their practice. However, to allow clinicians to critically evaluate 
the validity of new findingS, review journal summaries must include crucial 
features of study design and methodology. 

Beginning with the March I, 1997 issues, we evaluated the completeness of 
reporting of study design and methodology in 30 consecutive summaries from 
each of three review journals: ACP, JW, and IMA. We included all 
summaries of studies addressing issues of therapy or prevention relevant to 
internal medicine, and excluded summaries of recta-analyses and review 
articles. 

Of the therapy and prevention articles in ACP, 100% were summaries of 
randomized controlled trials (RCTs). in JW and IMA, only 53% and 47% of 
the review articles, respectively, were summaries of RCTs (p=0.001 for 
difference across review journah), in summnries of non-RCTs, JW and IMA 
failed to mention study design 69% and 44°/0 of the time, respectively. For 
RCTs, none of the three review journals ever mentioned whether 
randomization was concealed. In summaries of RCTs, ACP, JW, and IMA 
provided details on completeness of patient follow-up in 53%, 13"/o, and 0% 
of the summaries, respectively (p=0.001). ACP reported whethe r 
investigators conducted intention to treat analysis in 37% of their RCT 
summaries; JW and IMA never reported this information (p=0.001). In the 
reporting of the summaries of RCTs, a comment about blinding was present 
60%, 81%, and 71% of the time in ACP, JW, and IMA respectively (p=0.3). 

While ACP inclu~ied only RCTs and provided more methodological 
information than JW and IMA, its completeness of reporting remains limited. 
All three review journals are lacking in their reporting of crucial features of 
the study design and methodology and are thus limiting the value of the 
provided study summaries. 

ASSESSING USE OF HEALTH CAKE BY VERY LOW INCOME ADULTS IN A 
MANAGED SYSTEM OF CARE. ~ RH Brook, K McGuigan, L. Gelberg. 
Division of General Internal Medicine and Health Services Research, Deparm~nt of 
Medicine, UCLA, Los Angeles, CA. 

Improving access m health care for the underserved is nnpertsnt. We measured the 
use of prunary care services by adults when they obtained General Relief (GR) and 
were also enrolled in a system designed specifically for very low income adults, the 
General Relief Health Care Program (GRHCP). 

The GRHCP is a managed care system for very low income adults which consists of 
l I commumty health care organizations. It was unplemented in LA County in October 
1995. As adults registered for GR they were asked to complete a baseline health 
history survey, were enrolled in the GRHCP, and were given a health care provider (i.e. 
name and address). 8,520 surveys were completed between September and November 
1996 (98% response rate). Individuals were eligible for inclusion in ~ study 
(N=2, [64) ff they reported a history of hypertension, diabetes meUi~, a non-resolving 
cough or substance dependence, and did not designate the one Independem Practice 
Association site as their primary source for health care. To assess use of primary care 
services we performed a medical record review to determine whether eligible adults 
had made a visit to their designated GRHCP provider within 4 months of enroUment. 
We performed multivariate logistic regression to assess the characteristics of adults in 
this sample that are associated with their use of prnnary health care services. 

17% of individuals with one or more of the 4 marker conditions made a visit to their 
assigned GRHCP clinic within 4 months of enroUment; however, rates varied by 
medical condition with 25% of individuals with diabetes, 23% with a persistent cough, 
18% with hypertension and 12% with substance dependence making a visit within 4 
months. Adults older than fifty were 40% more likely than younger adults (OR 1.50, 
95% CI 1.06, 2.14, RR 1.40) and women were 31% more likely than men (OR 1.37, 
95% CI 1.02, 1.84, RR h31) to have made a visit to a designated GRI-ICP provider 
within 4 months. 

Although the LA County DeparUnont of Health Services made a considerable effort 
to make primary care services available to very low income adults, the rates for use as 
defined by a first visit to a prima~ care provider within four months were low. Even 
though we found age and gender to be predictive of use of services, they did not 
increase use sufficiently to allow health programs to be targeted by them. These 
£mdings indicate that it is not sufficient to provide the name and address of a health 
care provider to this population, but more aggressive efforts (e.g. makin s an 
appointment with the provider, and providing transportation) are needed to reduce the 
under use of needed care. 
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PHYSICIAN-PATIENT DISCUSSIONS OF CONTROVERSIAL CANCER 
SCREENING TESTS: A SURVEY OF ATTENDINGS AND HOUSE STAFF. AS 
Dunn, K Shridharani, W Lou, J Bemstein, and C Horowitz, Division of General 
Internal Medicine, Mount Sinai School of Medicine, New York, NY. 

Introduction: Patient participation in clinical decision-making is widely accepted, 
and is particularly important for tests with known risks and uncertain benefits. We 
aimed to determine how often primary care physicians discuss the benefits and risks 
of  controversial cancer screening tests with their patients, and the factors 
influencing the fi'equency and quality of  these discussions. 
Methods: Questions were based on three case scenarios: a 55-year-old man being 
considered for prostate cancer screening, and 45- and 55-year-old women being 
considered for screening memmography. For each scenario, physicians were asked 
whether they would discuss the test, whether they would order the test, and whether 
they thought the test was advantageous. The questionnaire was distributed to 
attending physicians and house staff in the Departments of Medicine of an academic 
medical center and two affiliated hospitals. 
Results: Questionnaires were completed by 86 attendings and 83 house staff, for a 
response rate of  57%. A substantial number of  physicians do not involve patients in 
the decision to use cancer screening tests: 16% to 34% of physicians reported that 
they do not discuss the benefits and risks of  screening mammography and prostate- 
specific antigen (PSA) measurement, and few stated that the decision to order the 
test "depends on the patient's preference" (12% to 24%). Several factors were 
found to affect the rate of discnssion. The belief in whether the test is advantageous 
influenced whether the test was discussed: PSA testing was felt to be the Mast 
advantageous of  the three scenarios and was the least likely to be discussed. 
Screening memmography was more likely to be discussed for the scenario where its 
use is considered controversial (45-year-old woman) than where its use is 
considered uncontroversial (55-year-old woman) (p=.05 for attendings and house 
staff). House staff encouraged to have discussions by their attending preceptors 
were more likely to have these discussions than house staff not encouraged by their 
preceptors. Time constraint was the most common of several barriers to these 
discussions identified for both PSA testing and mammography. 
Conclusions: Although informed consent is an essential component of  medical 
decision-making, physicians often do not discuss cancer screening tests with their 
patients. Physicians need to be educated on the importance of  patient participation 
in the decision to screen for cancer, especially when considering tests for which 
there is no clear consensus on whether the benefits outweigh the risks. 

HIOI~Y ACTIVE ANTIRETROVIRAL THERAPY IN EARLY HUMAN 
IMMUNODEHCIENCY VIRUS INFECTION. DR Dowell snd MD Schwartz, 
P r i m ~  C u e  Internal Medicine Re~ tmzy  Program, New YeA University Schml of  
Medicine, New York, NY. 
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EMERGENCY DEPARTMENT ADMISSIONS TO CARDIAC TELEMETRY 
BEDS: Risk Stratification and O u t , m e  Measorements in a Public Hmpitel. L. 
Doralrai. K. Das, C. Acob, S. Hnsaln, C. Smith, M. Saquib, P. Gan~how, B. Reilly 
(Cook County Hospital and Rush Medical College, Chicago, IL) 
PURPOSE: To study Emergency Depaslment (ED) admissions to telemetry units. 
METHODS: During an eight week period (6/98-8/98), 345 consecutive patients 
admitted from the Cook County Hospital ED to the non-CCU telemetry unit 
underwent standardized assesunents by hospitalist attendings staffing the unit. All 
patients' admitting diagnoses, hospital and unit lengths of  stay (LOS), and 
significant in-hospital outcome events (MI, major and intermediate cardiac 
complications, deaths, and transfers to intensive ca~  [ICU]) were analyzed. 235 
patients with chest pain (CP) and snspected acute cardiac ischemia (ACI) were risk 
stratified using a previously validated prediction rule. During the study period, we 
also measured denials of  ED requests for telemetry admission caused by lack of  
beda on the unit. 
RESULTS: Patients with chas~ pain and suspected ACI comprised 68% of all 
admissions to the telemetry unit (235/345). Overall  30 patients (8.7%) suffered a 
total of  38 significant outcome events. Non-CP patients required more ICU transfers 
than CP petients (6.4% vs. 2.1%). Risk stratifiemtion of  CP patients accurately 
predi,~ted cardi~ cmnplications. No very low risk CP patients suffered a major 
cardi~ complic~ttion despite their 77% prevalence of  either known CAD (39%), 
high risk for CAD (32%) or cocaine use (6%). Hospital LOS was significantly 
shorter for CP patients than non-CP patients (1.9 vs. 4.1 days). Denials of  ED 
admissions to the unit (n=168: CP=I00, non-C~-68) could not be attributed to 
excessive LOS on the unit (mean unit LOS=I.2 daD). 

Telemetry Unit N Cardiac Conmlic~tions 
Admit Dinwrm~bt Malor (fatal) Intmmediate 
CIP~ suspect ALl  235 3 13 

High Risk 4 0 0 
Mod/Low Risk 105 II 30) 
Very Low Risk 126 0 

Non-CP* 110 I 0 )  
TOTAL 345 4(2) 

MI Transfer Meaa 
to 1CU LOS 

4 5 1.9 
0 0 4.0 
2 3 1.8 

2 2 2 1.8 
4 1 ? 4.1 
17 5 12 2.7 

*Known or suspected arrhythmia 27%, heart failure 26%, ischemic ECG 20% 
CONCLUSIONS: Patients with chest pain dominate ctm'eut ED demand for cardiac 
telemeUy beds in our public hospital. Use of  prediction rules to inform triage 
decisions in the ED could relieve 'bed pressure' in our telemeUy unit without 
compromising quafity of  core. Prediction rules me needed for non-CP patients from 
the ED who are being considered for telemetry admission fi'om the ED. 



2 6  Abs t rac t s  J G I M  

PATTERNS OF ADHERENCE WITH OXYGEN T|tERAPY IN COPD, 
Earnest, .IF Steiner, Univ. of Colorado Itealth Sciences Center, I)envcr, Cok~rado 

Background - Continuous oxygen therapy is commonly preso'ibed tbr hypoxemic 
patients with COPD. Adherence to oxygen therapy presents a number of'challenges 
to patients with COPD including managing cumbersome equipment and coping 
with an altered appearance. We sought to explore beliefs about oxygen therapy and 
patterns of adherence to supplemental oxygen therapy in hypoxemic subjects with 
COPD. 
Methods - 20 subjects with hypoxemic COPD underwent a semistructured 
interview, interviews were qualitatively analyzed according to grounded thea~ry. 
Results - Nine subjects reported a pattern of  t/sc in which they avoided ever being 
without oxygen, except for short, ~lf-limited activities like bathing. Four of these 
subjects described this pattern of use fi'om the time of their initial prescription and 
were adherent to the regimen primarily because of their physician's 
recommendation. Five subjects described coming to this pattern of use only after a 
period of  intermittent use; all five cited perceived progression of self monitored 
symptoms as the reason lbr becoming strictly adhercnt. Eleven subjects described 
intermittent use of oxygen which fell into three distinct patterns. Two subiects used 
oxygen regularly but would deliberately dis~ntinuc Ibr prescribed periods to tt,~:t 
their degree of symptoms. Five subjects desoribed avoidance of oxygen u ~  in public 
or social settings. Four subjects described using oxygen only when they li:h they 
needed it - either to alleviate symptoms or in asymptomatic siluations in which they 
believed they needed oxygen. Of the twenty subiects, all but three described some 
sell:adjustment in their liter flow that was independent of their physil:ian's 
recommendations. 
Conclusions - Most patients prescribed oxygen lbr hypoxcmic COPI) display some 
sel f-adjustmcmt of the dose of their oxygen. Many subjects who rcpurt strict 
adhc'rence to their oxygen regimen, become adherent only when they believe their 
symptoms warrant it. Few sul2iects display the behavior described by the word 
"compliance" in which they engage in adherent behavior only because their 
ph~ician recommended it. Subjects ctmsidcrcd their decisions regarding 
adherence to be rational and in response to internal and external cues Among the 
subjects, a lower level ofadhcrence was gencrally not a simple dclauh on therapy. 
but repre~nted their cflbrts to manage their illness. 

HORMONE REPLACEMENT THERAPY: KNOWLEDGE AND ATHTU DES OF 
UNDERSERVED HISPANIC WOMEN IN THE BRONX. EM Eskrid~e, R Mangani, T 
MiUigan and M Mulvihill, Residency Program in Social Internal Medicine and the 
Department of  Family Medicine, Athert Einstein College of  Medicine and Montefiure 
Medical Center, Bronx, NY 

"there is a substantial body of literature regarding the use of hormone replacement 
therapy (HRT) in both Caucasian and African American women, however little is known 
about the value of  HRT in Hispanic women. Even I~a is understood about their 
knowledge regarding the [nocess of menopanse, and the benefits and risks of HRT. "Ibis 
is partly due to language and cultural herders that can exist between physicians and 
patients. 

As an initial effort to bridge this gap, we developed a storey instrument, administered 
in either English or Spanish to Hispanic women living in the Bronx. In the first of three 
sections, data on demographics were obtained including age, nationality, ethnic identity, 
and zip code as well as health status including chronic diseases, menstrual status, prior 
use of estrogen and risk factors far coronary artery disease. 'l~e second section contained 
a series of"knowledge" statements about HRT with which the responder agreed, 
disagreed or answered "don't know". ~ third section was an e~,essment of the 
respondent's level ofeoneam regarding specific health problems of aging. "Die survey 
was administered to women at several locations including health centers and senior 
citizen centers. Initially 140 surveys were collected ofwhich 78% were completed by 
Hispanic women; the test of the women were either African American (20*/0) or white 
(2°/.). The data were used to examine for relationships betwe~t the demographic data 
and either knowledge of HRT or level of concern for specitic health issues, 

RESULTS: The average age was 56 years. Eighty-four percent had a regular dnctor, 
74% were overweighl, 34% had diabetes, and 41% had ever sira~ked (hal (were currently 
smoking). Approximately 50% had heard of HRT, while 22% had ever used HRT. Only 
160 recalled a discussion of  HRT with their doctors. A knowledge score was assigned 
from 0 -  100, with 100 being all 5 knowledge statements marked correctly. 
Postmenopansal women scored worse than premeoopansel women (24.9 vs. 36.5) and 
there was a strong correlation between hormone use and knowledge score (61 vs. 17 for 
women who had never used I IR'I, p = .0005). There was no difference between Ihe health 
concerns of woman using HR']" and those not using it. 

CONCLUSIONS: 1. Hispanic women in the Bronx exhibit many risk factors for 
coronary artery d i ~  including obesity, diabetes and hypettension. 2. Illspanic 
women have a high level ofconcom for many age related health problems, often higher 
than in other gronps studied. 3. The current ovm'aU knowledge base concerning I IRT 
was low but a high level of knowledge was positively eorrelaled with I IRT use, thus 
strengthening the possibility that it is the dissemination of in formation that may be most 
useihl in enunseling these patients. Future direelions of this work will be discussed. 

T H E  I M P A C T  O F  P O P U L A T I O N -  BASED B L O O D  PRES-  
S U R E  (liP) R E D U C T I O N  O N  C O R O N A R Y  H E A R T  D I S -  
E A S E  (CH]) )  E V E N T S  
Thomas P. Erlineert. Lawrence J. Appelt, Mikel Aichen¥, William 
M. Vollmet V, Laura P. Svetky:~, David Levinet 
"[" The Johns Hopkins University, Baltimore, MD 
:1: Duke University, Durham, NC 
yKaiser Permanante Center for Health Research, Portland, OR 

Non-pharmacologic BP reduction therapies should prevent  CHD 
events by  shifting the entire BP distribution o f  a population. We  
compared the estimated impact  on CI-ID events o f  a traditional, 
fixed BP reduction model  and an alternative model  o f  progressive 
BP reduction. The latter model  is derived from the Dietary Ap- 
proaches to Stop Hypertension (DASH) clinical trial. In DASH,  a 
healthy dietary pattern led to progressively greater BP reduction 
(net o f  control) with higher  baseline BP; these results were  not ex- 
plained by regression to the mean.  BP reductions from the two 
models  were applied to the SBP distribution o f  men  and women,  
ages 20-75, in NI-IANES III. The number  of  CHD events over  10 
years was estimated as the sum of  individual probabilities derived 
from the gender-specific Framingham risk equations. Without any 
BP shift 734 C H D  events per  10k would occur in men  and 316 per  
10k would oectw in women.  Under  the fixed model, the D A S H  diet 
would reduce SBP by an average o f  2.2 ram Hg  in men  and prevent 
18 CHD events per  10k persons. A fixed shiit o f - 3  m m  H g  would 
be  required to produce the same benefit as the alternative model  (26 
prevented events per  10k persons). Under  the fixed model,  most  o f  
the prevented events (83%) wore in non-hypertensive individuals 
(SBP<I40),  whereas under  the alternative model, 46% o f  the pre- 
vented events were in non-hypertensives. In women,  the respective 
values were 80% and 38%. This analysis demonstrates that a fixed 
BP reduction model  would  underestimate the impact o f  a popula- 
tion-based intervention in hypertensive individuals and overest imate 
the impact in non-hypertensive individuals. 

LOW LITERACY AND NUMERACY ARE PREVALENT AMONG 
PATIENTS TAKING WARFARIN. CA Estrada. V Barnes, M Martin-Hryniewiez, 
C Collins, JC Byrd. East Carolina University School of Medicine, Greenville, NC. 
Background: Warfarin has multiple indications. Due to its narrow therapeutic 
window, warfarin demands an ability to follow instructions very closely. Lack of 
understanding of  warfarin dosing increases the risk of an elevated International 
Normalized Ratio (INK) by 8 ford. Patients with poor literacy or numeracy skills may 
have difficulties taking warfarin. 
Objectives: To determine the prevalence of  low literacy and numeraey in patients 
taking warfarin; and, to determine the readability of patient information material 
offered to such patients. 
Methods: Cross-sectional study in consecutive patients attending an anticoagulation 
management unit. Literacy is the ability to use printed material to function in society, 
while numeracy is the ability to use basic probability and mathematical concepts. 
Literacy was measured with the Rapid Estimate of  Adult Literacy in Medicine 
(REALM). Numeraey was measured with a modified Schwartz scale (maximun 
score=6). Readability of  patient information material was measured with the Flesch- 
Kincaid grade level. 

o o Results: The mean patient age was 63 years (SD 9.6), 45~  were female, and 33 Ye 
were non-white. Self-reported grade completed overestimates the ability to read 
health-related words. While 83% of the sample had completed high school, only 47% 
had a REALM score at that readin[; level, and 30% had scores at s 6th 6fade level. 

Self Reported REALM Total 
Grade Completed ~ 6th Grade 7-Sth Grade ~High School n (%) 

6th grade 67% 33% 3 (100%) 
7-8th grade 50% 50% 4 (100%) 

~High School 24% 19% 57% 33 (100%) 
Total 12 (30%) 9 (23%) 19 (47%) 40000% ) 

Numeracy scores where less than 50% for all subjects with reported education through 
completion of  high school. Nameraey score improved with higher reported grade 
completed, s 6th grade (1.7, SD 0.57), 7-8th grade (2.3, SD 1.7), high school (2.4, SD 
1.4), and college degree or more (3.8, SD 1.7) (0=0.03). Four commonly used patient 
information brochures were written at a 5.7, 7.9, 8.1, and 10th grade level, 
respectively. 
Conclusions: Low literacy and numeracy are prevalent among patients attending an 
anticoagulation management unit. Commonly used patient information brochures are 
written at levels beyond the understanding of  most patients. Literacy and numeracy 
may have implications on the patients' ability to follow dosing schedules. 
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HYPERTENSION MANAGEMENT: COMPARISION OF A NURSE 
PRACTIONER ALGORITHM TO TREATMENT WITH A PHYSICIAN. 
DG Fairchild. J Dudley, K Kaufinan, L Baler, M Pormow. Division of  
General Medicine, Brigham and Women's Hospital, Boston, MA. 

To. assess the effectiveness of  a clinical pathway for the management of  
hypertension employing nurse practitioners and a treatment algorithm, we 
compared the rate of  blood pressure control of  patients enrolled in the clinical 
pathway to patients managed by their primary care physicians (PCPs). 

Patients with hypertension as their primary active medical problem referred 
by their PCP to the pathway (path patients) were managed by nurse 
practitioners following a treatment algorithm for lifestyle and pharmacologic 
therapy. Using our computerized medical record we identified a control 
group of  patients with a diagnosis of  hypertension newly entered into their 
problem list being managed by their PCP (standard care patients). For each 
path patient, 3-5 standard care patients were identified, matching on age, 
gender, and comorbidities. We compared the rate of  blood pressure control 
(defined as < 140/90) among path and standard care patients after 6 months 
of management. The outcome was based on the most recent BP measurement 
recorded in the medical record at a routine clinic visit. Patients for whom no 
follow-up readings were recorded were assumed to still be hypertensive. 
The two patient study groups were similar in age, comorbidities, and gender 

mix. Mean BP at baseline was higher for standard care patients (157/93) than 
for path patients (148/91). After 6 months of  management, significantly 
more patients in the clinical pathway (23 of  42 [55%]) had BP controlled than 
did patients under standard care (38 of  162 [23%]), (P=.035). Hypertensive 
medications were prescribed more frequently for path patients (mean: 1.2 
meals/patient) than for standard care patients (mean: 0.9 meals/patient). 

Although baseline BP was higher among path patients than for standard care 
patients at the outset of  treatment, these data suggest that a clinical pathway 
employing nurse practitioners to deliver routine hypertension management 
following a treatment algorithm may be an effective alternative to standard 
care with a physician. Randomized prospective studies will be necessary to 
determine if this clinical strategy can actually improve outcomes for a broad 
range of patients with hypertension. 

LESSONS FROM PROSTATE-SPECIFIC ANTIGEN ABOUT PATIENT DECISION-I~vlAIGNG UNDEL 
UNCERTAINTY. MH Farrell, MA Murphy. Robert Wood Johnson Clinical Scholars 
Program, University of Michigan, Ann Arbor. 

Since cancer screening with prostate-spocific antigen (PSA) is controversial, 
consensus groups have defaulted to a recommendation that men be counseled about risk 
and benefits, encouraging them to make an individual decision. Although this active 
decision principle has broad appeal, it conflicts with some basic literature about cogniti~ 
errors in decisions. A mixed qualitative-quantitative study was needed to scrutinize this 
conflict, and to help bring the voice of patients into the debate. Forty men were recruited 
using PSA-neatral materials and interviewed with semi-structured techniques. 
Participants received neutral counseling about PSA (similar to that used by Wolf and 
colleagues, 1996), which has been previously suggested to reduce interest in PSA. Three 
raters analyzed the transcripts, each using a grounded theory approach. 

As demonstrated by quotes, several consistent themes emerged from the interviews. 
First, many men are already aware of the PSA controversy via media reports, and these 
men demonstrated an anchoring effect of resistance to new information. Most 
respondents typically held conflicting data in their minds at once, sifting through several 
points to find a salient (but not necessarily representative) point to aid in their decision. 
Few respondents were willing to accept that the PSA decision was in any way linked to 
the long-term complications of treatment. Most men held "'unlimited compensatory 
utilities," a phrase coined to reflect a strongly held belief that can balance out any new 
negative information. One example of this was that men displayed an unrealistic over- 
valuation of"prevention," contemptuously dismissing men who decline a PSA as "not 
being preventive.'" Many men displayed an inaccurately grave fear of cancer, and 
several respondents claimed to personally know a man who had suffered from prostate 
cancer after not having been tested. These and other similar beliefs were used as 
defenses against changing an earlier PSA decision. When discussing the best policy for 
PSA, most respondents disagreed strongly with basic tenets of public health, such as a 
requirement that a PSA decision be evidence-based and cost-effective. Many men 
displayed an intense distrust of statistics. Some men acknowledged public health 
statistics as applying for most men, but then said that separate rules should apply for 
them personally. Must felt that they would be able to make a rational, informed 
treatment choice when faced with a positive PSA. Interestingly, almost all of these men 
said that they would choose watchful waiting, creating this strategy by themselves in the 
context of the interview. Many respondents repeatedly insisted that they had a separate 
wish to know about prostate cancer, even if the test result could be wrong or misleading. 

These interviews describe strategies that real patients use to deal with new 
information during a PSA counseling session. These strategies, some of which might be 
described as "irrational," raise caution about active decision making policies, and 
highliltht a need for appropriate counseling. 

CORRELATES OF DEPRESSION AMONG PATIENTS WITH HIV INFECTION 
IN A GENERAL MEDICINE PRACTICE. KM Fairfield, H Libman, RB Davis, DM 
Eisenberg, A Beckett, RS Phillips; Division of Generel Medicine and Primm'y Care, 
Beth Israel Deaconess Medical Center and Harvard Medical School, Boston, MA 

Depression decreases quality of life and may undermine adherence to antiretroviral 
therapy. Prevalence estimates for depression in patients with HIV infection vary, and 
few data are available on correlates of depression in this population. 

We examined correlates of depression in a cohort of patients in an academic 
primary care practice. Charts were reviewed for all eligible patients known to be 
HIV positive. We defmed patients as depressed if this diagnosis was noted in the 
electronic medical record in problem lists or text of oftlce notes anytime during the 
two-year study period (7/1/95-6/30/97) and the patient was a[so being prescribed 
antidepressant medication at the end of the study period. Additional data were 
gathered from the medical record on demographics, HIV risk behavior, medications, 
history of substance use, CD4 cell count and HIV viral load titer. We used logistic 
regression with the forward selection technique to identify correlates ofdapression. 

There were 275 patients with HIV infection: median age 40; 85% male; 74% with 
male homosexual risk behavior;, 46% with history ofsobstance use; 63% with CDC 
defined AIDS; and 24% with at least one medical hospitalization during the study 
period. Depression was documented in charts of 147/275 patients (53%), half of 
whom (73/275, 27%) also had at least one prescription for antidepressant medication. 
Significant bivariable correlates (p< 0.05) of depressiou were history of 
hospitalization during the study period, (40% of hospitalized patients with HIV were 
depressed versus 22% of those without hospitalization) and history of substance use 
(36% versus 18%). History of homosexual male contact was not a significant risk 
factor for depression in bivariable analyses. In multlvariable models, factors 
significantly associated with depression were history ofsobstance use (2.76, 1.56- 
4.89), history of hospitalizatiou (2.54, 1.36-4.72), and history of homosexual risk 
behavior (1.98, 1:00-3.89). Duration of HIV infection, sex, AIDS diagnosis, CD4 cell 
count, and viral load were not significantly associated with depression. Models using 
a definition of depression of chart notation only (n=147) revealed similar results. 

Depression is common in patients with HIV infection, particularly among those 
who have a history of male homosexunlity, substance abuse, or hospitalization. 
Routine screening for depression in this population, especially those at high risk, may 
offer the opportunity for earlier diagnosis and treatment. 

PARTICIPANT RECRUITMENT BIAS FOR DECISION-MAKING STUDIES: THE EFFECT OF 
ADVERTISING ON PROSTATE-SPECIFIC ANTIGEN HISTORY. IVIH Fan-ell, MA Murphy. 
Robert Wood Johnson Clinical Scholars Program, University of Michigan, Ann Arbor. 

Decision-making studies may be particularly vulnerable to recruiUnsnt bias, 
especially for an opinion study about a controversial area. For example, even the bare 
mention of prostate-specific antigen (PSA) might bias the content of the respondent 
group, potentially gathering a disproportionate number of respondents who favor (or 
oppose) testing. Despite this, many previous studies of prostate testing or treatment 
decisions apparently utilized some form of advertising to obtain subjects. As part of a 
more extensive project about PSA decisions, this study examined the effects of an 
advertisement or solieitatien letter on a group's history of having a PSA. 

Three separate groups were queried for history of PSA testing, as well as recall and 
future intention. The first group consisted of sixteen respondents to a newspaper 
advertisement saying "men ages 40-65 needed for interview study about preferences and 
decisions in health e~e." The second group consisted of a random sample of 150 charts 
of men in the same age group presenting for physical exams during a two month period. 
A neutral solicitation letter was sent m this group for the interview study, and the 
respondents comprised the third group (N=25). There was substantial intra-gronp 
variation by income, self-perceived level of health, and several other characteristics. 
Each group varied similarly, however. Chi-squared comparison of these intended 
subpopnlations within the interview study revealed several differences. Compared to 
the patients who responded to our solicitation letter, the advertising population had 
significantly more mea who recalled having had a PSA (p---0.005), and who currently 
favored PSA (p=0.05). The responding patient population also had correspondingly 
more PSA takers than the nonrespondents (p< 0.001). 

Recall hnving a PSA Intended future PSA I 
Advertising respondents 15/16 (94%) 14/16 (87.5%) I 
Refusal patients 20/125 (16%)* 
Solicited patients 8/25 (32%) 16/25 (64%) 

* refusal patients "recall" information is from chart review 
These differences between the three groups suggest that even a topic-ncotral 

advertisement or solicitation letter may bias the respondent pool, and perhaps make 
generalization from the study inappropriate. This problem may be particularly evident 
for decision or opinion studies, where typical volunteers may have vastly different 
decisional preferences. Although this bias does not affect the conclusions ofonr 
primary study, we are concerned that other studies may not be as helpful as originally 
thought. When producing solicitation materials or advertisements, we recommend that 
investigators consider a balance between ethical muster for institutional review, and the 
risk of producing invalid results. 
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PREDICTING BLOOD PRESSURE RESPONSE IN PATIENTS UNDERGOING 
RENAL ARTERy ANGIOPLASTY A ~  JP Wisnive~A-y, D Trost, MJ 
Bloch, Cl Hensehke, F Rottgardt, G Paceione, TG McGinn, Montefiore Medical 
Center, Bronx, NY and Cornell-Presbyterian Medical Center, New York, NY 
Purpose: Much of the current literature on secondary hypertension has sought to 
identify predictors of renal artery s~nosis, but few have attempted to identify 
predictors ofresponso to therapy. The objective of this study was to identify predic- 
tors of blnod pressure response in patients undergoing pereutaneous Wauslumlnul renal 
artery angioplasty (PTRA) for correction of suspected renovascular hypertension. 
Methods: We analyzed the charts of consecutive hypertensive patients referred to a 
major hypertension clinic. Included patients were 18y and older and had FFRA with 
stent placement. Fatients with inadequate follow-up data were excluded. A single 
investigator blinded to the outcome event reviewed charts for potential predictors 
identified through literature review. Follow-up data included average blood pressure 
and number of medications at three to twelve months post-procedure and was obtained 
by chart review. Outcome was def'med as cure, improvement or failure as defined by 
the National Heart Lung and Blood Institute criteria. Univariate and multivariate 
analysis was applied to all predictors. Results: Preliminary data collection identified 
sixty-four patients, fifty-three of whom met inclusion criteria. Eleven patients with no 
follow-up data were excluded. Fifty-eight percent were women; average age, duration 
of hypertension and serum creatinlne were 66+9y, 12.7+9y, and 2.05+l.30mg/dl, 
respectively. All had hemodynamically significant stenoses. No patient was cured, 
32% improved and 68% failed to improve. Eight complications occurred, including 
hematomas, pseudoaneurysms and renal failure. Univariate analysis identified seven 
significant predictors having a positive association with hlood pressure response. 
Multivariate analysis eliminated three (stage m-IV retinopathy and family histories of 
hypertension or diabetes) and identified four independently significant predictors: 
diastolic blood pressure (odds ratio, OR 1.12, p=0.0076), number of medications (OR 
1.95, p=0.049), potassium (OR 3.12, p=0.041), and hemoglobin (OR 1.53,/7=0.048). 
For patients who improved, the lowest probability oflmprovement predicted by the 
multivariate equation (analysis) was 20%. Below this value, there were twenty-funr 
patients who failed to improve. This indicates that by choosing a 20% probability 
cutoff, 61% of the patients in our study would have avoided unnecessary intervention. 
Conclusion: Patients undergoing FTRA are subject to high rates of treatment failure 
and complication, thereby necessitating selection of appropriate candidates for this 
procedure. This study identified four variables positively associated with blood 
pressure reduction in patients undergoing PTRA. Our model may help physicians 
optimize patient selection for revascularization. Validation is therefore indicated. 

VARIATIOHS IN GENERAL AND CONDITION-SPECEFIC HEALTH STATUS 
AMONG VA GENERAL INTERNAL MEDICINE CLINICS. SD Film, MB McDnneH. 
Unive~tity of  Walhlngten and VA Puget Sound Health Cam System, Seattle WA. 
Ob]ec@w: Recent efforts to improve quality of  care end productivity have involved 
memmmnnats oflmients, gmoral health status to adjust for case-mix end msess out. 
comes. As part ofthe Ambulatory Care Quality lmpmvezanat Project (AQUIP), we 
compared geographic variability in general and c o n ~ i f i c  measures of  henlth 
staWs among VA prima~ care par ley .  
S~g/ng/Par~. All 23,889 active elilp'ble patients in 7 VA GIM clinics 
Study ~ :  Crou-se~onul mailed m~ey 
Measures: Data collected on all respondents included en inventory ofustive medical 
conditions ~ the SF-36 a measure of genorni health status that includes a deprmsion 
screen (the MHI-5). Patients who reported one of  six tmget conditions were then mailed 
the relevant conditinn-specific health status meusure(s) that included the Seattle An~ ,a  
Questionnaire (SAQ) and the Seattle Obstructive Lung Que~ononire (SOLQ). Patients 
with a positive MHI-5 were mailed the SCL-20, a measure of depression. 
Resu/ts:. 66% ofparients responded to the baseline invnatory. The mean age was 64; 
96% were male. Of the 24,287 parients who were mailed follow-up SF-36 end conditinn 
specific surveys, ! 5,007 (62%) resixmded. Statistically (p<.01) and clinically significant 
differences emong sites were observed on all SF-36 scales including Physical Fanctinn 
(range 39.1 to 58.6), General Health (36.2 to 54.8), Vitality (34.0 to 50.5); Bodily Pain 
(44.9 to 61.0). Significant hot smaller variation was observed on social and mental 
health scales. Relative differences amon~ sites were consistent ~ scales and 
approximated a full standard deviation comparing the highest and lowest sites. 

Of  9004 patients who reported angina on the ~ questionnaire, 5697 (63%) 
returned the SAQ. Highly signifies~t ~ among sites wese also observed for 
scores on all SAQ scales including Anghml Frequency (69.7 to 81.1), Anginal Stability 
(50.9 to 63.9) and Physical Function (43.6'to 56.5). Of  5553 patients who reported 
COPD, 3302 (59%) returned the SOLQ. Again, highly signifi, cont differences among 
sites were present for all scales including Coping (59.8 to 70.8), Emotional function 
(51.5 to 65.4) and Physical Function (33.6 to 50.4). 

Using a score of 17 as a entoff on the MHI-5, the percentage of  patients screening 
positive for depression averaged 32.6% with a range from 20.8 to 33.2%. 

After adjusting for age, education, income and race, geographic location remained 
highly significant (p<.01) for all comparisons. 
Conc/m/ons: Although potentially limited by response bias, these results suggest there 
are clinically important differences among primary care patients in different geographic 
lucatious with regard to both general and coudirion-spenific health status. 

ALCOHOL-RELATED DIAGNOSES ARE NOT A BARRIER TO QUALITY 
CARE IN ELDERLY PATIENTS WITH ACUTE MYOCARDIAL INFARCTION. 
D Fiellin, P O'Connor, Y Wang, H Krumholz. Yale University, New Haven, CT. 

Elderly adults with alcohol problems represent a vulnerable population who may 
receive lower quality treatment during hospitalization for acute medical illnesses. 
We sought to determine whether patients with alcohol-related diagnoses (ARD) 
were less likely to receive indicators of qnnllty care in a group of cldorly patients 
with acute myocardial infarction (AMO. 

We analyzed data from Medicare beneficiaries with a principal discharge 
diagnosis of AMI from all acute care hospitals in the United States, between 2/94 
and 11/95, using the Health Care Financing Administration's Cooperative 
Cardiovascular Project. We used customary ICD-9 codes to identify patients with 
ARD. After excluding patients younger than 65 years old and those transferred 
from other medical facilities, we evaluated bivariate associations between ARD and 
demographic and clinical variables. We then formed cohorts of eligible patients 
who met minimum requirements for each of seven quality of care indicators. Next 
we excluded from these eligible cohorts patients with possible contraindications to 
each indicator to form ideal cohorts. Finally, we evaluated the provision of the 
seven indicators in the total, eligible, and ideal cohorts. 

Overall, 1587 (1%) of the 186,007 patients met criteria for ARD, 1323 of whom 
were diagnosed with alcohol dependence or abuse. In bivariate analysis, patients 
with ARD were more likely to be between the ages of 65 and 84 (97% vs. 84%), 
male (82% vs. 50%), use tobacco (48% vs. 14%), and less likely to have a history of 
myocardial infarction (25% vs. 31%) (p <.001 for all mnnperisous). Among the 
total cohort there were no differences between patients with and without ARD in the 
provision of aspirin (ASA) (77% vs. 76%) or mperfusinn (thrombolysis or 
e~zioplasty) (21% vs. 20%) on admission, and the use of ACE inhibitors (25% vs. 
27%) or beta-blockers (28% vs. 29%) at discharge (p >.05 for all compa~risons). " 
Patients with ARD were more likely to have calcium channel blockers appropriately 
withheld at discharge (78% vs. 73%), receive ASA at discharge (52% vs. 49%) and 
receive smoking cessation advice (SCA) if they smoked (I9% vs. 5%)(p<.01 for all 
compuriseus). Evaluation of these indicators in the eligible and ideal cohorts 
revealed that patients with ARD continued to be more likely to receive SCA (44% 
vs. 38%, I)=.02). However, no other differences were found in the performance of 
the seven quality indicators for eligible and ideal patients with and without ARD. 

We conclude that alcohol-related diagnoses are not a barrier to receiving quality 
care in elderly patients hospitalized for acute myocardial infarction. 

EFFICACY AND SAFETY OF PHARMACOLOGIC TRL~TMENTS FOR 
MALE EREC-rlLE DYSFUNCTION: A SYSTEMATIC REVIEW. HA Fink 
R MacDonald, IR Rntks, TJ Writ. VISN 13 Center for Chmnlc Diseases Outenmes 
Resoatch, VA Medical Center, Minneapniis, MN. 

Erectile dysfun~on (ED) is a common condition that reduces quality of life. 
I~reasod public awateness of ED and the availability of new thoraples have incleased 
demands on physicians to be knowledgeable about treatment options for ED. 

We performed a systematic review of the litevamre to evaluate eWgacy and safety of 
pharmacologic treatments for ED in men with acquired ED. Treatments included oral 
sildeuafil, yohimbine, phentoL~mln~ and tsazodone; as well as intraerethral (ILl) 
alpmstadil. Eligi~le studies were randomized controlled trials of>-- 7 days duration 
which evaluated clinically relevant outcomes (e.g. "ime~omse success"). Information 
on study design, patient charaute~ics and treatment outcomes was extracted in a 
stsudardized fasbion Data were ponied using a fixed effacts medel unless there was 
evidence of heterogeneity. An intention to treat analysis was niiliT~d. 

In 15 studies, involving 4081 patients with mean baseline eny~ile function "adequate 
for interstate much less than half the time," stideuafil produced"erections sufficient for 
intercourse" in 48% of intet~onrse attempts vs. 21% for placebo (RR 2.7; 95%CI 
2.1,3.5) and at least one suceassful intorcomse attempt duriag lzeatnmnt in 84% of 
patients vs. 55% for placebo 0P-,R 1.6; 95%CI 1.4,1.8). Adverse events included 
headaches (20%) and visual changes (5°/.), Yohimbino, in 9 studies involving 469 
patients, produced "respome to treatment," variously defined, in 48% of patients vs. 
25% for placebo (F,R 1.9; 95%CI 1.3,2.8). Adverse events, i~hidi~g hypertension and 
anxiety, occurred in 17%. Neither ~ n o  nor phentolamine was superior to placebo, 
though cFmicully important effec~ could not be ruled out. The 2 studies of IU 
alprostadil were limited tO 1760 patients who had no erectiom sufficient for intercourse 
at baseline but responded to.treatment during screening (66% of those screened). In 
.these patients, IU ull~rastadfl produced "ersctious sufficient for ~ m s e "  in 51% of 
mterenurse attempts vs. 10% for placebo (RR 5.0; 95%CI 4.6,5.5) and at least one 
successf~ intercourse attempt dufin 8 ~ in 61% of palients vs. 17% for placebo 
(RR 3.6; 95%CI 3.0,4.3). Adveme events included penile pain (33%) and urethral pain 
(12%). No studies involving intracavemons injection (IC) therapy met eligibility 
criteria for this review though, in unblinded at-home use, IC ulpmstadil monotherapy 
~ erectioas sufirglent for inten:omse in 61% of sabjects. Adveree events invhtded 
peniln pein (20%) and p~qpi~m (3%). Comparative stu~us suggnatud that IC 
combination therapies may be equally or more effective than IC alpmstadil with fewer 
adverse evems. 

Effective pharmacologic treatments for ED include sfldenafll, yohimbine and IU 
alprestadil. IC therapy ulso may be cffective though data ere lira/ted. Variation in study 
design and patient characteristics, inelud~g severity of baselino ED, m.q t-~ head.4o-head 
compm/mm of relative treatmem efficasy and safety cMficua. Also, ~ have 
nmked differences in contrai~k-mioas and pmient acceptability Wofiles. 
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DISABILITY AlrTgR FRACTURE IN POSTMENOPAUSAL O ~  
WOMEN: rn l~  E D ,  C'[ 'URg INTERVENTION TRIAL. ~A Fink K ~ RM 
Piepcr, PJ Schxeiner, DC Banor, M Ncvitt, S Otmmln~ for the ~ Roseax~ Group, 
Univerdty ofMN & Minneapolis VAMC, University of CA, San F ~ .  

While the disability associatod with hip and vertebral fracUnes (fx) is well 
chemcted2~l, less is known about the dlmbil~y following osteopon)tic fx at other sites. 

We addressed this question with data from the Fracatre Intervention Trial, a placebo- 
controlled uial of 6459 women with low femond neck hone density (< 0.68 g/cm-~, ages 
55-81, raadomized to alondmnate or placebo. Durin8 follow-up (mean 3.8 years), 
subjem reported all incident c "lmi~ f x  Fx were radiographically confirmed; those 
seconda.,y to excessive Wmm~ or malismnoy were excluded. To assess disability, 
subjects with clinkal fx were asked: (1) if they hod limited usoal mtivitias dne to the fx, 
(2) the m~mh~ of days of h~ta!i~'ation or confinemeut to bed due to the fx (summed 
'bed days') and (3) the munber of days of redmed usual activitm due to the fx, inchid- 
hag 'bed days' (total disability days). No COmlmmblc data was available for subjects 
without clinical f-/c For each fx, disability follow-ep continued until the subject reported 
resolution. Only a subject's first fracture during follow-up, for which disability was not 
overlapped by a sinmlmneous or later fx, was eligible for anaysis. 'Bed days' and total 
disability days were estimated using linear models, adjusting for baseline age, history of 
postmemt~,t~! fx and ~ assigonmm Fx-Rlated disability at differem sites were 
~mntined and compared to hip fx, using Bonfon'oni correction for nmll/ple comparisom. 

During follow-up, 909 women reported 1100 confirmed fimunts; 823 fractures met 
erlteria for anal, sis. Data for the 7 most fitqneut fx sites ond hip fx are shown. 

" % of fx A d ~ a e d  Adjusted mud 
Eligible fx with any 'bed days'  

Fx site (n) dinbi l i t  7 mean (95%CI~ 
Hip 49 100.0 18.0 ( 14.3r21.7 ) 
Vetlebra 73 84.9 14.2 (11.2~17.2) 
l-],m~en~ 69 94.2 2.9 {0~6.0) 
Ankle 59 88.1 8.0 (4.7tl 1.4 ) 
Radh~+udm 66 90.9 .0.6 (0,3.9) 

I Radiu.~ only 103 82.5 1.4 (0,4.0) 
Foot 92 79.3 1.7 (0~4.4) 
Toes 66 62.1 1.6 (0,4.7) 

disability days 
mean (95./~I) 

99.1 (68.9~117.1) 
95.6 (77.8,113.4) 
74,4 {56.2,92.6) 
70.6 (50.9,90.4) 
62.3 (43.9~80.8) 
46.6 {31.7,61.6) 
36.2 (20.4~52.1) 
22.9 (4.4,41.4) 

Compared with hip fx, fx at all other sites, except clinically recognized vertebral fx, 
resulted in significantly fewer days hospitalized or confined to bed. Total disability days 
aRer hip fx exceeded that after fx of the radius, foot or toes (p.valuas < 0.0001), b 'a  were 
not significamly different than that after fx of the ver,~bta, homems, ankle or radius+ulm 

In conchisinn, in this population of women with low born density, while fx at sites 
other than the hip and spire infrequ~utly limited women to bed, they commonly mused 
long-lasting disability. 

ETHNIClTY NOT A PREDICTOR OF BREAST CANCEK SCREENING IN ONE- 
CLASS CARE SYSTEM. L Flym~ S. Flyn~ M C a ~  The New York Hospitsi, 
Depamaem of Medkino, New York. NY 

pwpme:  Previnm usmmmity-based smdles have shown that Hispanin wom~ 
dispmponimmdy undev,~s-- b rem mac~  mrecnin8 with significeat heath 
m ~ , _  ~ _,,~es. ~ ,  most madim examined poor Hiqm~ women who re~ived 
thdr ~re throngh poblin hmlth asuia~ ~ad comlm~ them to iasend non-['r~Ptni¢ 
ooummlmt~ We compared the ratm of  brmmt camcer smmaht8 at so orhen acedemic 
~neral intema medicine inctine that provides care to both o n d e m n ~  sod 
c o n v e x l y  ira,r id p o p ~ i o m  in the ~ n e  dini,~ ~ i n g  

Me~mdb: We co~h_,c~_ed a ~ ~-vey sad d m t  review on 155 nmdomly 
selected lmtinets to atmeas self-repoRed sod dooumemed ratas of clinicel breast 

(C~E~ breast s e e ~  0SSE) m~d ~ .  Group 
difference, were analyzed using c ~  tests, and multiple linear msremon analysis 
w ~  reed to cakuinte odds rmim. 

Of  180 diBible mbjec ~ 155 (86%) oov~nted to participate sod wece 
ieeb_ _,4~_ _ in the soaly~. Only 84% of African-American women report herin8 had a 

~ two years compared with 97*'4 of Ce,,,'--h,- aad 92°,6 of IKmpaaic 
women. In ~nmmt, chart-dosumemted r a ~  of mmmography (76%) do not vary by 
group. Neither sdf-reported (57.~) nor documented rates of CBE (68",6) vary by 
ra~d/ethek group. Although rates of pe~fonnin8 BSE vary sisnificamly between the 
Kroups (60% of  Cmcmiso& 89% of  A f i i c a n - ~  71% of Hispanics), the 
proportion of women who perform BSE on a monthly intmvsl (2(PA) is submmially 
Iowe~ ~1  not ~ i l y  d ~ m ~  hetwe~ the 8roups. No difference in reported rates 
of herin 8 bees ~ e h t  BSE was found (57*,4). Ariel adjustin 8 for insurance type, age, 
la~Odved r i~  o f l x ~ a  ~ ,  imxa/v~ overall Imlth, trdains i ~ ' l  of p r i m ~  
providex, nemb~ ofbi]led appoimmems and pexcent of appointments billed with non- 
primary provides, I-I~im~ etheinity wus not fonod to he a predictor for anY modafity of 
breast ~ ~ (~f-reported or documented). AfdcawAm~can race was 
nesafive pred~or of sdf-rspom~ ~ h y  (OR 0.04; 95%CI 0-0.57) and a 
poddve predictor of l~aTu, mln 8 BSE (OR 4.13; 95"/~1 ] .44-11.82). 

Uulike pmvintm studies where subjects were setected from community 
based popoktiom, thase dem su88ust that within a one-class ceze system, Hispanic 
eilmicity is not a risk factor for ,ndmr.,tili~tioI1 of breast cancer soreecin 8. Although 
Afikan-Ammlmn race is a risk factor for self-reported underutilization of 
m a n u n o l ~ J ,  there is no differmce in d ~ e d  rates of maramography, rates of 
CBE or rates of pta-fonni~ mommy BSE between racial groups. These results support 
the importance of a one-dam care t~nttem in amefiorating ethnic and racial disparilies in 
the utilization of breast ~ screenin 8. 

ACCURACY 6F~i '~/gXCAL E ~ A T f O N  TO DZTgCT A]BDOMmAL 
AORTIC ANIgURYSM. HA Fink_ FA Lederle, CS Roth, CA Bowlas, DB Nelson, 
MA Haas. Division of General ~ Me~cine & VISN 13 Center for Chronic 
Diseases Outcomes Raseaxch, VA Medical Center, Minneapolis, MN. 

Abdominal palpmion to detect abdominal aortic anemysm (AAA) has been 
recommended by some authors for the periodic health e#~min~ion of older men, yet its 
accuracy is uncenai~ The propose c¢ the pmseut stody was to  provide more 
information on the accuracy of abdomi•l palpation for AAA. 

Subjects with and without AAA, as documented by m:cm ultrasound, were invited 
to pa~oipate. Each subject was examined by two intcmiats, who wm¢ blinded to each 
other's findings and to the ultrasound finding. E~minem were given bliof instruction 
on AAA pallmfion prior to the study. Based on a defimtion e~ AAA as a 'pt,l*:~fil¢ 
mass > 3.0 ~ in diamct¢]t',' e.~mminets r ~  cae.,h ¢~amivm~ion as 'def i le '  or 
'suggestive' for AAA (considered together as "positive' in the analysis), or as 'no 
AAA.' Abdomit~l girth was ~ OfiCl~ fog each ~tlbj¢¢$ add o'~mh p,,xamin~x made a 
subjectivejudsement as to whether the abdomen was ObeSe. Ex~minmlan was used as 
the unit of analysis, with n:peated meustm~ logistic reBreasion used to control for the 
dependence of exams within each subject. 

200 subjects (196 men), aged 51-88, were e~mined. 59% of sub Ncts had abdominal 
girth > 100 cm and 45% were rated 'obese' (Kappa for 'obese' and 'girth > 100 cm' = 
0.71). 99 subjects had AAA; 41 were 3.0-3.9 cm in a i2me~er, 44 wexe 4.0-4.9 cm, and 
14 were > 5.0 cm. Inter-exandnex agn~mcnt for la'esenc¢ e£ A-AA was 77./e (Kappa = 
0.53). Overall sensitivity ~" palpalion for AAA was 68% (specificity 75%, LR+ 2.7, 
LR* 0A3). Sensilivity incxeased with AAA diameter, flora 61% for AAA 3.0-3.9 cm, 
to 69% for AAA 4.0-4.9 cm and 82% for AAA > 5.0 cm, ,~J~oachin 8 statistical 
significance (p < 0.07). When girth was < 100 cm, sensitivity was 91% (specificity 
64%, LR+ 2.5, LR- 0.14), significamly 8xeater than the 53% sensitivity for girth > 100 
cm ( ~  83*/,, LR+ 3.2, I.R- 0.56) (p < 0.0001). Similarly, scusilivity of 
palpation in subjects with "nonubore' abdomens was signifr, amly greater than in those 
with "obese' abdomens (89% vs. 46"/,, p < 0.0001). When abdominal girth was < 
100 cm and AAA diameter Was > 5.0 cm, Sen~ilivity was 100% (12 P.,xamioAtious). 

In this study, abdomi~l Falpation demonstrated moderate semiti"""""'~ for detection of 
AAA and fair-to-good intembserver asmemeut. For larger AAA, especially ia non- 
ohese subjects, sensitivity was Idgh. Scmitivity was higher and specificity iow~ in 
this study than in previons studies, pre~.mhly ~ the examiners' il~reased 
vi-lhn~e due to the high laeVakace c~ AAA. These results, con~dered along with 
previous sccening and cost-effectivetam studies, suggest that case~nd/~ with 
abdominal pslpalion in m n - o ~  o kk:l' men may b~ worthw]~. 

MARIJUANA USE AND TOBACCO SMOKING PERSISTENCE IN . 
YOUNG ADULTS. D Ford. H Vu, J Anthony, Division of General 
Internal Medicine and Department of Mental Hygiene, Johns Hopkins 
Medical Institutions, Baltimore, MD 

Marijuana is the most common illicit drug used in the U.S. 
Some corteider marijuana to have no adverse health consequences. 
One might hypothesize that young adults who use marijuana might be 
more likely to atop using tobacco because they use another 
psychoactive substance to manage anxiety and stress. To address 
this issue we used data from the Baltimore Epidemiologic Catchment 
Area Study, a prospective observational communlty-bassd study. 

This analysis is bated on 390 adults aged 18 to 44 years who 
reported amoldng 10 or more cigarettes per day in the week prior to 
the baseline inttmtiew in 1981 and completed the follow-up interview. 
Of the original sample, 72% of survivors were reinte~iewed. This 
sample was 38% male, 43% non-white, and 35% had less than a high 
school education. Of the smokers, 39% reported ever smoking 
marijuana, 14% ever smoked marijuana daily for > 2 weeks, and 28% 
reported smoking marijuana in the month prior to the baseline 
interview. Thirteen years later the participants were reinterviewed and 
asked about tobacco use. Respondents were considered to persist in 
smoking t __c',~,cc~___ if they last smoked within three months before the 
;'~low-up intmview. Among those who reported ever smoking 
mm'ijuene at b~__m~_Jne, madjuena use in the pdor month was strongly 
associated with continued tobacco smoking 13 years later (OR=2.0, 
95% CI 1.1-3.8). The assodation remained after adjustment for race 
and education (OR=2.0, 95% CI 1.1-3.7). The relationship was even 
stronger among those who ever smoked marijuana daily for two or 
more weeks. Those who smoked marijuana in the previous month 
~kere more likely to continue smoking tobacco 13 years later (OR--4.7, 
95% Cl 1.1-20.0). Results were consistent after adjusting for race and 
education (OR--4.6, 95% Cl i.1-19.8). Among young adults, 
marijuana use is related to continued use of tobacco. Our data do not 
support the hypothesis that marijuana can substitute for tobacco. 
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ALTERNATIVE MEDICINE USE IN THE ELDERLY. DF Foster, RS Phillips, ME 
Hamel, and DM Eisenborg, Center for Alternative Medicine Research and Education, 
Both Israel Deaconess Medical Center and Harvard Medical School Boston, MA. 

Alternative medicine (.AM) is widely used especially by young, educated, affluent 
populations. Few data are available describing AM use in older populations. 

To descn'bo AM use in a random national sample of elderly people, we utilized data 
collected in a nationally representative telephone survey of adults conducted between 
November 1997 and February 1998. The data were weighted to adjust demographic 
features for aggregate discrepancies between sample distributions and population 
distributions provided by the US Census Bureau. Respondents were presanted with a 
list of  common medical conditions and asked if they had experienced each of these 
conditions in the previous twelve months, asked about their use of convantional 
medical services, and asked about their use of 20 AM therapies in the last 12 months. 
Extrapolation of survey estimates to the total US population were based on the 
assumption that there were 34 million people 65 years of age or older. 

Of those eligible, sixty percent completed the interview. Of 2055 respondants, 311 
were age 65 or older. Overall, 30% of people age 65 and older used at least one AM 
modality in the last year, compared with 46% of those under age 65 (p<.0001). Of 
older people, 19% saw a provider of AM within the past year compared with 26% of 
those under age 65. However, older patients made more visits to an AM provider ( 10 
versus 3 visits per person). Chiropractic was used equally by both groups (11% by 
each). Older persous used less relaxation techniques (18% vs. 5%), massage (13% vs. 
3%), herbal remedies (13% vs. 8%), religious healing by others (8% vs. 4%), 
aromatherapy (6% vs. 1%), self-help groups (5% vs. 2%), imagery (5% vs. 1%), and 
folk medicine (5% vs. 2%)(p<.05 for each). No AM modality was used more 
froqnanfly bythose age 65 and ulder. The must commonly used AM modalities among 
those age 65 and older were chiropractic (11%), herbal remedies (8%), relaxation 
techniques (5%), high dose or moga vitamins (4%), and religious or spiritual healing by 
others (4%). The most common conditions for which old~ people reported using AM 
were arthritis (21%), back pain (13%), heart disease (9%),'allergy (5%), and diabetes 
(5%). Older persons with a primary care provider used alternative medicine more 
frequently (34% vs. 7%, p <.05). Patients who saw their physician more frequently 
were more likely to use AM (0 visits 7%, 1-2 visits 22%, 3-6 visits 35%, 7 or more 
visits 44% p<.05 for the group, Wald Chi Square). Among older patients 6% were 
taking both herbs and prescription drugs. Of  older patients, 57% made no mantion of 
their use of any AM to their doctor. 

Among those age 65 and older, 30% used alternative medicine (amounting to 10 
million Americans) and 19°,6 visited an AM provider (m~Irlng 63 million visits) within 
the past year. The two most commonly used modalitins were chiropractic and herbs, 
both of which may be problematic in older patients. 

ANTIDEPRESSANT USE IN PRIMARY CARE. KM Freund, JB 
McKinlay, J Irish, T Lin, MA Moskowitz, Boston University Medical 
Center and New England Research Institutes, Boston and Watertown MA. 

Given the magnitude ofundiagnosed depression, Agency for Health Care 
Policy Research (AHCPR) has published treatment guidelines, which 
recommend early diagnosis and treatment using clinical criteria without 
extensive evaluation to rule out other causes. We sought to evaluate the use 
o f  these guidelines ~wihitial management o f  depression by physician and 
patient chara~dgi ics .  

64 inte~6sts and 64 family physicians were asked to view a 5-minute 
videotape of  a patient presenting with constipation, who had five symptoms 
meeting criteria for major depression. Eight versions o f  the videotape were 
professionally produced using actors and holding constant all the clinical 
features of  the case. Each physician viewed one o f  the 8 versions of  the 
scenario, where we systematically varied the patienfs age (67 vs 79 years), 
race (African-American vs. Caucasian), gender, and socioeconomic status 
(middle vs. low income). Physicians were randomly selected to view the 
videotape and were asked their management recommendations. 

Based on the clinical presentation on videotape, 98% of  physicians 
considered depression a possible diagnosis and 54% considered depression 
the most likely diagnosis• 13% recommended an antidepressant aRer the 
first visit. Antidepressant recommendation was not associated with patient 
age, gender, race or socioeconomic status, or with physician gender, race, or 
experience. 19% of  family physicians versus 6% of  internists recommended 
antidepressant use (p<.05). Physicians recommending antidepressants were 
less likely than other physicians to order thyroid function tests (4% vs 32%, 
p<.001), complete blood counts (7% vs. 21%, p<.05), hemoccults (6% vs. 
16%, p<. l 0) or invasive gastrointestinal evaluations (7 vs. 17%, p<. 10) at 
the first visit. 

Primary care providers considered depression a likely diagnosis, and 
some physicians, especially in family medicine, are adopting the practice of 
early antidepressant use and postponing extensive medical evaluation. 

PATIENT-CENTERED CARE PROCESSES AND LONG-TERM 
MYOCARDIAL INFARCTION OUTCOMES. AM Fremont. PD Clear},, J'Z 
Ayanian, Div of General Medicine, B6ahAm & Women's Hospital, Dept of Health 
Care Policy, Harvard Medical School, Boston, MA. 

Most research on acute myocardial infasefiun (AMI) quality of care focuses on 
technical aspects of care. Little is known about the extant to which nontechnical 
aspects of earc that are saliant to patients and their families affect recovery from 
AMI and Ioog-term health ontcomns. 

To assess the impact of AMI patients' reported quality of their hospital care on 
long-term health outcomes, we collected prospective data from a cohort of AM! 
patiants discharged from 20 New Hampshire hospitals during 1996. Picker 
Institute surveys that ask patients about their care and health were mailed to 
patients I and 12 months after discharge with 7.58(58.4%), and 548(42.5%) of 
study participants responding, respectively. Response rates did not differ by age, 
sex, race, number or types of comorbidities (all p>O.05). Discharge abstracts were 
used to compute a validated comorbidity index and determine treatment 
type(medical, PTCA, or CAB(}). Patients' responses to questions about 7 
dimensions of hospital care (e.g., coordination of case, emotional support, 
continuity and transition) were used to compute a pmblcm score (0-100). Medical 
Outcomes Study questiom were used to assess physical health status, mantal 
health status, and self-rated health; angina and dyspnea severity were measured 
using 2 scales based on London School of Hygiene measures (all 0-100). 

Problem scores rouged from 0 to 85(mean=f5). Compared to other patiants, 
those reporting the most problems with care (top quartile, >21) had worse l and 12 
month unadjusted health smms for all 5 ~ :  physical health (1 month: 61 vs 
46, 12 month: 70 vs 52), mental health (72 vs 59, 72 vs 65), self-rated health (56 
vs 42, 54 vs 44), angina (82 vs 65, 90 vs 71), and dyspnea (77 vs 54, 80 vs 63Xall 
P < .00 l). Adjusting for sociodamogrephic factors, comorbidities, trealmant type, 
and 1 month health status with linear regression analysis revealed that having more 
problems with care was associated with significant decreases in physical health 
(problem score regression coefficient b = -.32, P=.001), self-rated health (b = -. 18, 
P=.01), and worsening angina (b= -.27, P=.004). For example, each 10 point 
increase in problems was associated with a 3.2 decrease in physical health between 
1 and 12 months post-MI. 

Patients' experiences with their hospital care and discharge to home have short 
and long-tern3 impact on their post, M! course. Precisely how negative experiances 
translate into worse health outcomes has yet to be determined. Potential 
explanations include decreased compliance with medications, life-style changes, 
cardiac rehabilitation, symptom reporting, and increased psychological distress. 

OLDER PERSONS' PREFERENCES FOR SITE OF TERMINAL CARE. TR Fried. 
C van Doom, ME Tineu/, VA Con~cticnt Healthcar¢ System and Yale U n h , ~ y  
Scheol of Medidne, New Haven, CT. 

Purpose: To descn'be preferences for site of termln~l care, compare these prefe~cnc~ 
with preferences for site of non..lermlnal acute illness care, and describe reasons for 
these preferences. 
MeO~od~. Qmmitmive ~lephone intemews with 246 parsons age ~65 years 

hospitalized with an el~soda of congestive heart failure, chronic obstructive lung 
disease, or pneumoni~ Interviews were performed two months after discharge and 
asked peak'itmnts to choose home or hospital as preferred treatment site for termini 
and non-termi~! illncss. Qualitative, semi-sm~mred, fase-4o-f~e interviews with an 
ndditiona129 persons, -in'w~ch I~I/cipants were asked to aame th¢~ preferred 
treatment site and disoxm the reason for their choice. 

Results:. In the quantitative interviews, in the case of terminal illness, 106 of the 246 
i~u~dpams (43%) preferred the hospital, 118 (48°/.) preferred home, and 22 (9e) did 
not know. In the case of non-termieal illness, 113 (46%) preferred home, 132 (54%) 
profaned the hospital, and I did not know. Approximntely one-th/rd of those who 
proem'red home or hospital for non-tesmlrmt illness changed their preference according 
to whothor tho ilinem was termln~! In the qnafitative interviews, whon site was not 
constrained to home or hospital, 7 participants preferred home, 7 the hospital, I 
hospico, 5 the nursing home, and 9 would not talk ahont their prefercnce. Of the 14 
pxeferi~g home or hoq~a~ 6 had a diffe~r, ut prefelence in the case of nondermitm! 
illness. Those who preferred home in ~ illness bot otherwise preferrcd hospital 
speke abont thc importancc of having family around them. Those who proferred 
hospital in torml,ml illness hot otherwise proferred home werc concerned ahont whether 
their families could take care of them when they were dying. Those who preferred the 
~ home Wl~r¢ alSO couccrued abont families' ability to cx)l~ with theh. cage iggds ' 
specifically those resulting from chronic illness preceding death. No one meationed 
concerns about the quality oftermi~! care available in the hospital or nuning home. 
The 9 who woeld not name a preferrcd site showed a marked rohictance to consider site 
of death. 

Concluslon~. ~ for home as a site of terminal care exceeds existing practice. 
However, th/s is nnt based on concer~s ahout qual/ty of care, a factor oflan died in the 
utemu~ Insu~, p~fe~mce eppean to depaad hcav~y on conoe~s ahoet n~eeng 
cl~oaic cam needs prior to denth, an isme nnt nd~.Jressed in the corRat debate ahont 
hOW IM'q to provide e®~-of-life ~ .  Spe~fic C O l l ~  about termieml care fi~plent]y 
mndt in differeaces between im:fened site for teTmln~! and non.4e~'mirml i ! [ ~  In 
comrast to the s m m d  aa :q3tm~ of advanm ~ th t~  was great disamffort with 
dittumlag ~v2~ r-,,_ _~_ for site of teyml,ml core. 
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DOES AN OPEN-ENDED INTRODUCTION OR QUESTION-ORDER INFLUENCE 
THE TEST CHARACTERISTICS OF ALCOHOL SCREENING TOOLS? PD 
Friedman~ JX Zhang, C Pittinger, AR Brooks, R Saitz. Sections of General Internal 
Medicine, University of Chicago pritzker and Boston University Schools of Medicine. 

Purpose: Steinweg at al. (1993) found that an open-ended introduction can increase, 
and an initial inquiry about drinking amounts can decrease, the sensitivity of the CAGE. 
The purpose of this study was to assess whether an open-ended introduction or question- 
order influences the sensitivity (SENS) and specificity (SPEC) of the CAGE or the 
combination of the CAGE plus quantity, frequency and maximum (QFM) questions 
recommended by the National Institute on Alcohol Abuse and Alcobolism's (NIAAA) 
"Physician's Guide to Helping Patients with Alcohol Problems." 

Methods: We randomized 395 patients who presented to one urban emergency 
deparmtent to receive one of 4 versions (V) of an alcohol screening questionnaire. V 1 
and V2 began with the open-ended introduction (OEI) "Tell me about your drinking." 
V 1 then asked the four CAGE questions, followed by QFM questions while V2 asked 
QFM questions before CAGE. V3 was similar to V 1, and V4 to V2, but without the 
introduction. Screen-pesitive subjects, drug users and cigarette smokers, and a random 
sample of the remainder, received the Composite International Diagnostic Interview- 
alcohol module (CIDI-AM), a gold standard for the lifetime diagnosis of alcohol abuse 
or dependence. We used the method of Begg and Grcenes to adjust for verification bias. 

Results: Of the 395 patients screened, 86% were African-American, 52% female, and 
mean age was 40~17. Of  the 250 subjects who completed the CIDI-AM, 67 had alcohol 
abuse or dependence. Demographic characteristics were balanced across the 4 versions. 

Sensitivi~/specificity of alcohol screening tools~ by introduction The OE1 had no 
effect on the 

OEI no OEI SENS of CAGE, 
n=215 n=180 but it increased 

CAGE ~l .68 / .90 .71 / .74 SPEC (table, 
CAGE >_2 .52 / .92 .47 / .81 P<.O001). For 
Combination: CAGE > I or QFM positive* .73 / .88 .86 / .72 the combination 
*Males: > 14 drks/wk or >4/occasion; females: >7/wk or >3/occas. of CAGE and 

QFM, the OE1 produced a non-significant decrease in SENS (P=. 12), while increasing 
SPEC (P<.0001). We could detect no significant effect of asking QFM before CAGE or 
vice versa on the test characteristics of the alcohol screening tools. Ongoing analyses are 
using ROC methods to make comparisons across multiple cut-points. 

Conclusions: Although the open-ended introduction improved the specificity of both 
the CAGE alone and the NIAAA-recommended combination of the CAGE and quantity/ 
fi'equency/maximum questions, the unexpected trend toward the open-ended introduction 
lowering the combination's sensitivity needs further study. Asking first about drinking 
amounts did not appear to alter the test characteristics of alcohol screening questions. 

OUTCOME OF ANit ItIROMBOTIC THERAPY IN MISSOURI MEDICARE 
B E ~ I C I A R I F ~  WHO RAVE NONVALVULAR ATRIAL FIBRILLATION 
BF Gale. M Boechler, AL  ~ ,  G Formna, JM l~dford, GC Flaker. 
Division of General Medical Sciences Washington University School of Medicine; 
Lonisiana Health Cme Review; Missouri Patient Care Review foundation; Center for 
Outcomes P _ * ~ h  and Evaluatiou, Yale-New Haven Hospital; University of 
Miasomi-Cofumbia Hospital and Clinics 

Perpme: Although clinical trials demonmatod that antithrombotic therapy can 
reduce the risk of death and stroke in carefully selected patients with nonvalvular 
atrial fibrillation 0qVAF3. whether such therapy is effective in older, sicker 
populatians remains unresolved. Our objective was to compare the effectiveness of 
antithrumbotic therapy in Missouri Medicare beneficiaries with NVAF to the 
effecfivonnsa of that therapy reported from the NVAF uials. 

Methods: Ratroapecfive cohort study linking reviews of 1147 Missouri 
hospitalizations from 1993 to 1994 to subsequent Medicare claims. 

Results: We docmnoated the lxesence of HVAF and obtained 2- to 3-year follow- 
up on 597 Medicare beneficiaries (mean age, 80 years). Only 328 (55%) 
beneficiaries wase pre.uaibed antidmxnbodc therapy at hospital discharge - 34% 
re~ived warfurin and 21% rnoeived aspirin. Advanced age and female gender 
i~edicted undemse of antithmmbotic therapy. Controlling for these factors, stroke 
risk factors, and contraiadications to anticeagnlatiou, we found that prescription of 
warfarin decreased the rate of death or hospitalization for nonfatal stroke by 23% 
(hazard rate = 0.77: 95% confidence interval [CI] 0.51-1.18) and prescription of 
aspirin decreased the rate of these events by 10% (hazard rate = 0.90 ; 95% CI 0.61 - 
!.28). These relative risk reductions (RRRs) were not significantly lower than the 
correspoading RRRs for similur eadpoints observed in clinical trials - 48% and 19% 
fne warfmin and aspirin, respectively. Furthermore. because of the high rate of death 
and aoufatal stroke ~ in the Medicare beneficiaries, the absolute risk 
~ o n s  affueded by anfithnnbotic therapy were equivalent in the two 

Conelusions: Increasing the a p p ~  use of antithrombotk therapy in Medicare 
bonefiniaries with NVAF may preveat ns numy deaths and strokns in them ns 
antithrombo¢ic therapy did in younger, healthier trial participants. 

A C O N T R O L L E D  T R I A L  O F  t 'HJg CANALITH REPOSITIONING 
P R O C E D U R E  F O R  T H E  T R E A T M E N T  OF BENIGN 
P A R O X Y S M A L  P O S I T I O N A L  V E R T I G O  IN A GENERAL 
INTERNAL MEDICINE OUTPATIENT PRACTICE.  DA Froehlin 8, 
JM Bowon, MD Silverstein, DN Molar, RH Brey, CW Beatty, and PC 
Wollan. Departments of  Internal Medicine, Otorhinolaryngology, and 
Health Sciences Research, Mayo Clinic and Mayo Foundation, Rochester, 
MN; and Center for Health Care Research, Medical University o f  South 
Carolina, Charleston, SC. 

Benign paroxysmal positional vertigo (BPPV) is the most common cause 
of  dizziness. BPPV is thought to be caused by free-floating debris in the 
posterior semicircular canal o f  the vestibular labyrinth of  the inner ear. 
Physical therapy maneuvers such as the canalith repositioning procedure 
(CRP) described by Epley have been reported to be effective therapy for 
BPPV in patients seen by otoluryngologists. 

Methods:  We initiated a randomized, placebo-controlled trial o f  the CRP 
for patients with clinically diagnosed BPPV in a general internal medicine 
outpatient practice. No vestibular or other laboratory studies were 
performed. Patients with a history o f  positional vertigo and unilateral 
positional nystagmus on physical examination (Dix-Hallpike maneuver) 
were enrolled in the study. Measured outcomes included resolution o f  
vertigo and positional nystagmus at follow-up examination. 

Results: 50 subjects (mean age 64, 18 males and 32 females) were 
recruited; the median duration of  symptoms was 39 days. 24 were 
randomized to the CRP and 26 were randomized to a placebo maneuver. 
Median follow-up was 10 days; all subjects returned for follow-up. 12/24 
subjects (50%) in the CRP group reported resolution o f  vertigo compared to 
5/26 subjects (19°,6) fn the placebo group ( ~ . 0 3 6  by a 2-tail Fisher's exact 
test). At follow-up, 16/24 subjects (67%) in the CRP group and 10/26 
subjects (38%) in the placebo group had a negative test for positional 
nystagmus on physical examination (Dix-Hallpile maneuver) (p=0.046 by 
the chi-square test). 

Conclusions: The CRP is effective treatment for BPPV and this 
procedure can be performed by general internists on outpatients with a 
clinical diagnosis o f  BPPV and unilateral positional nystagmus on physical 
examination. Further testing or referral may be appropriate for patients who 
do not respond to this intervention. 

PATIENTS' A | T I T U D E S  TOWARDS FINANCIAL INCENTIVES FOR 
MANAGED CARE PHYSICIANS. TH Gallagher, R St. Peter, M. Chesney, 
W Shannon, B Lo. Division of General Medical Sciences, Washington 
University School of  Medicine, St. Louis; Kansas Health Institute; 
Department of  Medicine, UCSF. 

Managed care plans commonly use financial incentives to encourage 
physicians to practice cost-conscious medicine. These incentives may create 
a conflict of  interests between patients and physicians. Disclosure of 
financial incentives is proposed to restore trust in physicians. However, little 
is known about patients' attitudes towards these incentives or towards the 
disclosure of  incentives. 

We conducted a random digit dial telephone interview with 1050 adult 
users of the health care system in 88 metropolitan ureas with >25% managed 
care penetrat ion.The survey concerned an incentive in which physicians 
"could receive up  to 10% extra income if they kept health cure costs under 
control." The response rate was 55%. 

We found that patients had serious concerns about this incentive. 44% of 
respondents thought that giving doctors such a bonus was a "very bad 
idea." and 28% said this bonus was a "somewhat bad idea." Respondents 
were more likely to think this cost-control bonus was a had idea if they were 
older (p=.001), had heard about bonuses (p--.01), were in good overall 
health (p=.01), or had lower global ratings of their doctor (p--.008) or 
health plan (p=.001). Respondents in the highest SES quartile were twice as 
likely to think this incentive was a bad idea compared with those in the 
lowest SES quartile (p=.0004). 65% said such a bonus would lower their 
trust in their doctor. Respondents were more likely to say that this bonus 
would lower their trust in their doctor if they had low baseline trust in their 
doctor (p=.007). 79% of  respondents would choose a plan that had no 
bonuses. Respondents wanted information about such incentives. 89% said 
that they would want  to know whether their doctor receives a bonus. 
Although 57% were very likely to ask their health plan whether their doctor 
receives a bonus, only 32% were very likely to ask their doctor about 
bonuses. 62% agreed that " ta i l ing  with my doctor about bonuses would be 
awkward,"  and 82% agreed that they should be told about their doctor 's 
bonuses without having to ask. 

Patients believe that financial incentives to physicians to reduce 
expenditures are bad for patients, would lower trust, and might lead them to 
choose a different plan. Patients want incentives disclosed to them without 
having to request this information. Health plans and physicians need to 
consider whether patients can be educated about financial incentives in ways 
that regain their trust. 
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THE IMPACT OF MEDICARE SUPPLEMENTARY INSURANCE ON ACCESS 
TO THE KIDNEY TRANSPLANT WAITING LIST. PP Gara and NR Powe, Robert 
Wood Johnson Clinical Scholars Program and Division of C-uneral Internal Medicine, 
Johns Hopkins University, Baltimore, MD. 

Renal transplantation is preferred over d~ulysis for the treatment of und-stage renal 
disease (ESRD) because the former improves quality-of-life and survival while 
reducing overall costs of care. As a result, use of this moda/ity is encouraged by 
Medicare, which provides coverage for over 90% of ESRD patients. We invesfigatad 
whether the presence of private supplementary insurance (PSI) improves qnality-of- 
care for Medicare patients with ESRD by increasing access to the renal Wansplant 
waiting list. 

In a national prospective cohort study, we linked baseline medical ~cord" data fi~r 
two incident groups (1990 and 1993) of adult ESRD patients to wait list data from the 
United Network of Organ Sharing. Using Cox proportional ha,Ard models, we 

, examined the independent effect of insurance status on access to the renal transplant 
waiting list while adjusting for sociodemographic factors (e.g. age, gander, education, 
income, employment status), baseline comorbid illnesses (e.g. cardiovascular disease, 
lung disease, cancer, diabetes) and dialysis facility ownership (e.g. profit status). 

Of  3441 incident patients, 502 (15%) were walt-listed by May 1996. 3205 (93%) 
were covered by Medicare, of whom 1817 (57%) had PSI, 908 (28%) had dual 
Medicaid/Medicare insurance and 480 (15%) had Medicare alone. At baseline, those 
with PSI were older, more likely to be white, more educated, had higher incomes and 
were more likely to have comorbid medical conditions than those with Medicare 
alone. Crude listing rates per 100 person-years of ESRD were similar for patients 
with PSI and Medicare alone (5.65 and 5.50, respectively). However, in multivariate 
analysis, patients with PSI were one-third more likely to be placed on the waiting list 
than those with Medicare alone (adjusted RH, 1.34 [95% CI, 1.01-1.78]). While 
access improved overall for patients with ESRD incident in 1993 compared to those 
with onset in 1990 (adjusted RH, 1.34 [95% el ,  1.09-1.64]), gains were substantial 
for those with PSI (adjusted RH, 1.51 [95% CI, 1.16-1.98]) while those with 
Medicare alone may have experienced a reduction in access during this time (adjusted 
RH, 0.68 [95% CI, 0.40-1.17]). As a result, for the 1993 incident group, those with 
Medicare and PSI were two-times more likely than those with Medicare alone to be 
placed on the waiting-list (adjusted RH, 2.21 [95% CI, 1.34-3.67]). 

Access to the renal transplant waiting list is greater for those Medicare patients with 
PSI, and this advantage appears to be growing. Increasing Medicare tranaplantation- 
related benefits (for pro-transplant tests and services, transplant surgery and post- 
transplant medications) to the level offered by private insurers may improve qnality- 
of-care and simultaneously reduce the overall costs of treating patients with ESRD. 

VALIDATION OF COMORBIDITY INFORMATION IN ICD-9-CM 
ADMINISTRATIVE DATA. WA Ghnli, H Quan, G Parsons, Department of 
Medicine, University of Calgary, AB, Canada. 

Administrative data are widely used in case-mix adjusted outcome analyses 
despite concerns regarding their validity. For such data to be relied upon as a 
resource for measuring outcomes of care, an accurate characterization of patient 
cuse-mix is essential To assess the validity of regional administrative data, we 
performed a study comparing the clinical information extracted from 
administrative data with that generated by detailed chart review. 

Randomly-seiectod medienl reeoeds from in-patient hospitalizations in the 
Calgary Regional Health Authority were reviewed by a elinlenlly-trained chart 
reviewer who carefully examined the entire medical record for evidence of any of 
the 17 cemorbidity variables which constitute the Ckarisun index. We then 
examined the corresponding administrative data dischagge records generated after 
hospitalization. These discharge records contain up to 16 ICD-9-CM diagnosis 
codes and 10 procedure codas. The ICD-9-CM coding algorithm developed by 
Deyo et aL was used to define the 17 eomorbidity variables comprising the 
Charisun index. We then calculated kappa statistics to quantify the extent of 
agreement between the administrative and clinical data sources for each of the 
eomorbidity variables, and for individual patients' Charlsun comorbidity index 
scores. 

A total of 600 medical records were reviewed - - 2 0 0  from each of the region's 
three acute-care hospitals. Each of the 17 eomorbidity variables of interest were 
detected among these medical records, with prevaiencas ranging from 18.0"/. for 
chronic lung disease to 0.5% for human immunodeficiency virus disease. 
Agreement between the administrative data and the chart review data was not 
uniform across variables: Kappa was near perfect (0.8-1.0) for 4 variables, 
substantial (0.6-0.8) for 4 variables, moderate (0.4-0.6) for 8 variables, and fair 
(0.2-0.4) for I variable. Despite these varying, and occasionally low, kappa values 
for individual variables, the Charison comorbidity index scores derived from 
administrative data were in substantial agreement with the index gores  derived 
from chart review data (weighted kappa=0.71). 

We conclude that information on comorbidity in ICD-9-CM administrative data 
does not perfectly agree with more-detailed clinical data extracted by medical chart 
review. This may cause problems in clinical studies that focus primarily on those 
clinical risk variables for which validity is questionable. However, for summary 
measures of comorbidity such as the Charison index, administrative data may 
sufficiently approximate measures derived from more detailed, and costly, clinical 
data sources. 

INCIDENCE AND P R O P ~  OF VENOUS THROMBOEMBOLISM IN 
PATIENTS WITII MULTIPLE TRAUMA. GW Garr i~ DMBocker, JT Phi]brick, 
SR Hurwitz~ and JS Young. University of V'~rginia, Charlottesville, VA 

Although deep venous thromboses (DVT) and pulmonary embuli (PE) are potentially 
life threatening complications in patients with multiple trauma, reported incidence ratas 
vmy. Studies that assess only clinically evident events likely underestimate the problem 
To systematically assess DVT/PE in multiple trauma patients, we conducted a Medline 
search to identify all English language articles published since 1966 that evaluated 
DVT/PE in this population. The search matched thrombcembolism with wounds, 
injmies, fractures, and/or multiple trauma. Articles concerned only with isolated hip 
fractures or CNS injudcs were excluded. 

Seventeen relevant articles (3,647 patients) were found of which 10 (2,913 patients) 
Inct OUr mininnlxn crit~'ia for incidence studies: adequate description of the patient 
selection process, a dascription of the study popnlation (age, gender, measure of injury 
severity/trauma type), inception into the study cohort within 72 hours of admission, 
description of the surveillance method used to detect DVT/PE, prospective su~eillance 
to assess DVT/PE, and application ofDVT su~eillanco to all study pat ient  
Prophylactic treatment trials had 2 additional criteria: adequate description of the 
treatment, and random allocation of the treatment. Only 5 (1,475 patients) of the 10 
studies also met these criteria. 

Incidences in untreated patients varied widely: all DVT, 5.8-56%; proximal DVT, 5.8- 
28.4%; PE, 0.03-6.2°/g PE case fatality rate, 0-75%. In the 10 Ineidenco studies, there 
was great variation in patient groups studied and in the DVT/PE sm~i l lan~ proto~ls. 
On average, the 2 studies using veungnuns detected higher rates of DVT (all DVT, 42%; 
proximal DVT 18%) than didultrasuund (all DVT, 7.9%). This difference occurred 
despite the use of more frequent anzveillanco in all ultrasound studies. 

Of the 2 trials that included untreated controls, only one demonstrated statistically 
significant benefit from prophylaxis with either 10w dose heparin (LDH) or a mechanical 
device (SCD). Overall 4 different prophylaxis regimens were studied: LDH, low • 
molecular weight heparin (LMWH), SCD, and combinations (hel~rins/SCD); no one 
was clearly superior. Bleeding complications of heparius (range from 0 to 5%) were 
mentioned in only 3 of the 5 studies. There was potential for Type II error. 
Ten of 17 studies evaluating mnlfiple trauma patients for DVT/PE met minimal 

mcthodologic standards for incidence research. Only 5 trims met minimal additional 
standards for treatmem research. Despite these limitations, DVT and Pig were proven to 
occur at clinically s i ~ t  rates in untreated multiple Uaun~ patients. Wide variation 
in rates are likely due to mcthodologle differences among studies. There am few well- 
designed randomized controlled trials evalnating DVT prophylaxis in these patients. 
These am insufficient to firmly establish the efficacy and risk of commonly used 
prophylaxis regimens. More well-dasigned research in this area is needed. 

THE INFLUENCE OF SOCIAL, PSYCHOLOGICAL, AND CLINICAL FACTORS 
ON ANTIRETROVIRAL MEDICATION ADHERENCE AND PLASMA HIV 
LEVELS. AL Giffor~i, .r£ Bormarm, MJ Shivaly, BC Wright, DD R.inhman, SA 
Bozzetta, VA San Diego Heslthcare System, University of California San Diego 
School of Medicine, San Diego State University, University of Phoenix, San Diego, CA. 

Background: Nun-adbereEce to HIV combination antiretroviml (ARV) therapies 
can lead to "treatment failure, and to the emergence and poss~le transmission of 
drug-resistant HIV strains. However, the clinical and psychosocial factors 
associated with adherence and with HIV suppression are unknown. 

Methods: We recruited 133 HIV-infected adults receiving 3 or 4-drag highly-active 
ARV therapy (116 patients) or dual nucleoside therapy (17 patients) from academic 
and community clinical practices, and community-based AIDS service organizations. 
Research personnel collected sociodemographic, psychological, and clinical dam from 
subjects, and knowledge, attitudes, beliefs, and behaviors relating to health and 
medications. Subjects completed customized adherence self-report instramants and 
provided blood samples to measure plasma HIV-I RNA concentrations and CD4+ 
lymphocyte counts. Ordinal logistic regression and linear regression models were 
used to determine independent predictors of (ARV) adherence and plasma HIV 
concenWation, respectively. 

Results: Adherence was poor (average <80% ARVs per day) in 37 subjects (28%), 
fair (80-99% ARVs) in 30 subjects (23%), and excellent (100% ARVs) in 66 subjects 
(50%). Mean decreases in plasma HIV concenlration from highest-ever level were 1.3, 
1.6, and 2.0 log10 copies/ml in patients with poor, fair, and excellent adherence, 
respectively (g2; p<0.02). In full multivariate models adjusting for disease state, 
sociodemographic factors, and differences in environment, knowledge, attitudes, 
psychological state and ARV regimen, convenience of the medication regimen ("fit" 
with routine and daily activities) was associated with greater medication adherence 
(Adjusted Odds Ratio [AOR] 9.0; 95% confidence interval [ell, 1.8-45.3), and lower 
HIV concentration (I .04 Iogl0 copies/ml; p<0.02). Confidence in medication-taking 
ability (perceived self-efficacy) was also associated with greater medication adherence 
(AOR 5.3; 95% el ,  2.4-11.8). Afrlcan-Americans ~,eriHess likely to adhere to their 
ARVs (AOR 0.4, 95% el,  0.2-1.0), and had higher plasma HIV concentrations by 0.51 
Iogl 0 copies/ml (p<0.04). The most common reasons for missing medications were: 
too busy with other things or simply forgot (52%), away from home (46%), and change 
in daily routine (45%). 

Conclusion: Non-adherence to combination ARV medications is common, and is 
clearly associated with higher levels of plasma HIV. Programs and clinical efforts to 
improve medication-taking should strive to better integrate medications into patients' 
daily routines and should improve patient confidence in takin~ medications. 
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A CUNICAL PREDICTION RULE FOR CARPAL TUNNEL SYNDROME. 
JK Lo, HM ~ - , e ,  and K Gabed. ~ of Phyakal Medidne and 
Rehaldlltation & Division of General Internal Medldne, Depltnn~nt of 
Medidne, University of Wastem Ontario, London, ON, Canada. 

Caq~ tunnel Wndrome (CTS) is a ~rnmon medical ixoblem w(th well- 
____,J~,c~lbed_ symp¢omsand ~dgns. BecUediagno6~tasting (nefvecoeduction 

make this diagno~k PaUents w#h dinical findings ~ g e ~ J v e  of olher 
neurological or m u ~ u l o l l e ~  ~-,.-'~ons may currently be refened too 
o(ten for eledmdlmgetce~ tasting to rule out CTS. Similedy, such tasting 
may be leas ~ when the dinicai findings are entirety consiste~ with 
CTS. 

PURPOSE: To devek)p a dlnicel ~ rule for CTS which wll aid in 
ruling tho diagnosis in orout pdor to performing the NCS & EMG. 

METHO06: ~ d'lart review of all paUents rarefied to an 
eledmdlagnoa~ center w#h a 8usplclon of CTS in 1997. PalJents were 
excb_,d~_ _ If they had pdor NCS & EMG, or surgery for CTS, on the affected 
limb. ~ studies w~e perfomled according to _~--~-3-;-/e(:l 
guide/fries, and served as the prklnaly ~ measure .  Clinical variables 
were malyzed to determine their rela~mhlp with CTS, and thoas with 
uNvadate p-valuas <.1 were eigible for ently into a fowaan:l stepwlas multple 
I-':~.-'~-~ rog~aion model. Vedables remaining In the final regras~on model 
were used to develop a point-acorn Wstem which was validaded by 
examining the area under the ~ e r  operating charactedstic (ROC) cuwe. 

RESULTS: 348 paknts were emolled, with 169 (49%) me~ng 
aka~odk~aos~ cdteda for CTS. The rm~r~ng pa~ents ~ r e  diagnceed 
with a varlety of neuro4oglcal and m,___,,~,_j~skeletal problems. Of the 43 
vadabias ~ for their ~ w(th CTS, 25 were eligible for entn/ 
into the I o g i ~  rl~-~J~on model after univadate analyass, and 9 remained in 
the ~nal mode, k~dud~g: male gender, duraUon of symptoms, nocturnal 
symptoms, ~-6c . - f  symptoms,  wrist pain (negalk, e predictor), neck pain 
(negauve Wedk:tor), m~om~ p~npnck sensa~on, abductor poak~s brews 
wealmas~, and thenar  ~w~tlng. The area under the ROCcurve for the final 
model v~s 0.93 (95% Cl: O.gO-0.g6), Indicating that the model pedonned 
excep~naly well. 

CONCLUSIONS: The use of this dlnicel prediction rule can be a significant 
aid In dlagnoelng CTS, and may a#er the nasd to pedorm ek~nx iagno~c 
studlas on all p~ents suspected of having this problem. Further validaUon of 
thla model will help to co~n~n its dinical u~ty. 

SHOULD ALL DIABETICS BE TREATED WITH ANGIOTENSIN- 
CONVERTING ENZYME INHIBITORS TO PRESERVE RENAL FUNCTION? A 
COST-EFFECTIVENESS ANALYSIS. L Golaa, HG Welch, JD Birknaeyer, VA 
Outcomes G/'oup, White P~ver Junction, VT 

Purpose. Although guidelines recommend angiotensin-converting enzyme (ACE) 
inhibitors for diabetic patients with microalbuminurla, this strategy requires that 
providers adhere to screening recommend~ious. Inspired by recent information about 
benefit of  ACE inhibitors in normoalbominuric patients, we evaluated the cost- 
effeedvennss of  simply treating all diabetics without screening. 

Methods. We used a Marker model to simulate the progression of  diabetic 
nephropathy (from normoalbuminurin to micrnalbutninuria, gross proteinurin and end- 
stage renal disease) in a cohort of  50 year old patients with newly diagnosed type II 
diabetes. We considered three strategies: treating all diabetics with ACE inhibitors 
("treat all"), annual screening for microalbuminuria ("screen for micro'3 and gross 
proteinuria Csereen for gross"). We assumed that all screen positive patients were 
started on ACE inhibitors. The model accounted for imperfect adherence to screening 
recommendations and discontinuation of  treatment (either due to noncompliance or 
side effects). We used data from randomized controlled trials to estimate the 
progression of  diabetic nephropathy and other published sources for competing risks 
of  death, prevalence of  raicroalbominuria and remaining variables. Major categories 
of costs included_scraening, ACE inhibitors and treamaent for end-stage renal disease. 
We calculated expected costs and quality adjusted life years (QALYs) using a 3% 
discount rate. 

Results. "Screen for gross" had the highest cost and the lowest benefit (i.e. was 
dominated). Compared to "screen for micro", "treat all" was more expensive 
($10,134 vs. $9,169 per patient) but had a higher benefit ( 10.82 QALYs vs. 10.63 
QALYs). The marginal cost-effectiveness ratio (cost per additional QALY) was 
$5,108. In sensitivity analyses, the marginal cost-effectiveness ratio remained below 
$50,000 under a wide range of cunditions. The exceptions included newly diagnosed 
elderly patients (age>84 years), high cost of  ACE inhibitor (>$1,750 per year) or 
ineffective therapy (average progression ofnephropathy with ACE inhibitors relative 
to no treatment > 0.9). The model was relatively insensitive to adherence with 
screening and the cost of  end-stage renal disease. 

Conclusion. Treating all diabetics with ACE inhibitors without screening is a 
simple strategy that provides additional benefit at a modest incremental cost. 

LOOKING AT RISK IN HYPERTENSION CARE: UNIDIMENSIONAL VERSUS 
MULTIDIMENSIONAL PERSPECTIVE. N Gimpel, V Schoj, M Boccardo, 
R Di Paolo, K Kopitowski, A Rubinstein. Division of Family and Preventive 
Medicine. Hospital Italiano. University of Buenos Aires. Argentina. 

The risk of cardiovasoular disease in patients with hypertension (H'I') is 
determined not only by the level of blood pressure but also by the presence of 
target organ damage ('rOD) and other risk factors (RF).The JNC VI provides, as 
compared to JNC V and previous versions, which only considered level of blood 
pressure (BP) to guide medical interventions, a prognostic classification based 
on BP (stages 1-3) and the presence of TOD or RF(risk groups A: no RF or car- 
diovascular disease (CVD),B: > 1 RF and C: diabetes or CVD).This report makes 
emphasis on absolute risk and benefit and uses risk stratification as part of the 
treatment strategy. We aimed to answer whether the intensity of treatment (incre- 
ase the dose or add a new drug), was associated with BP alone (stages), or also 
included patient's absolute risks (stages and groups), as reported by JNC VI. 

We randomized 800 records of patients (pt) with HT from an academic HMO 
who received regular Care by a primary care physician. We made univariate 
and multiple regre~;sion analysis to examine potential predictors of poody con- 
trolled BP (;:160-95) as well as predictors of change in the systolic and diastolic 
blood pressure (SBP and DBP). 

Pt mean (+SD) age was 57.4 +14.3 years, 54% women, and average 
follow-up was 34 +17.5 months, with 3.4 visits per year. The percentage of pt 
with well-controlled BP (<140-90 mmHg) was 34.1% and with poorly-controlled 
BP, was 30%.The mean SBP and DBP at the inicial visit was 155 +20.5 mmHg 
and 97.7 ±12 mmHg, respectively. SBP and DBP decr6ased 14.06 ± 20.77 mm- 
Hg (p<.001) and 10.25 ± 12.15 mmHg (p<.001), over the foUow-up period. Des- 
pite that the percentage of pt with poorly-controlled BP was 18.2%, 34.6% and 
40.4% in stage1, 2 and 3, respectively (p< .001), the higher the stage, the grea- 
ter the reduction of BP achieved; SBP: 4.4 mmHg, 12.2 mmHg and 31.9 mm- 
Hg (p<.001), DBP: 4.0 mmHg, 9:9 mmHg and 24.6 mmHg (p<.001),in stage 1,2 
and 3, respectively. A decrease~inthe SBP and DBP was not observed across 
risk groups;SBP:10.5, 14.0, 16.9 mmHg (p=.19), DBP:I 1.0, 10.6, 10.8 mmHg 
(p=.9), in group A, B and C, respectively. Initial level of BP (per increase of 10 
mmHg) was the only predictor of change of BP in the model (ASBP: 7.8 mmHg 
and ADBP: 7.5 mmHg (p<.0001) as well as the only predictor of intensity of treat- 
ment (OR:1.5, 95% Ci:1.3, 1.9). 

Although BP was reduced as a consequence of more intensive treatment 
in those pt with higher level of initial BP, doctors seem to consider HT only unidi- 
mensionally. Pt's absolute risks did not change physician behavior in spite of re- 
cent JNC VI recommendations. Doctors need to incorporate pt's risk profile in the 
HT process oLc,.are, to improve the effectiveness of their interventions. 

OSTEOPOROSIS AWARENESS IN A GENERAL MEDICAL PRACTICE. 
E Goldherger, S Cohn, AM Valinoti, M Callahan, Division of  General Internal 
Medicine, Cornell Medical College, New York, NY 

Background Osteoporosis affects over 25 million women in the United States with 
direct medical costs estimated to exceed 10 billion dollars per year. Despite significant 
advances regarding the pathophysiology, screening and treatment of osteoporosis, little 
is known about nsteopornsis awareness and knowledge among patients. 

Methods To assess osteopornsis awareness and understanding, we conducted a 
telephone survey of  331 female patients, ages 30 to 75, in our academic general 
medicine practice. 

Resldts Eighty-six percent of  patients contacted (n=285) participated in the study. 
Of these, 34% were African-American, 3 I% were Caucasian, 3 I% were Hispanic and 
4% were Asian. Among participants, 660  were postmenopausal. Osteoperosis was 
correctly defined by 64%; 60% believed they were at risk for developing it. Only 40% 
of patients had heard about ostenpornsis from a physician', internists were the most 
commonly cited physician source (65%). Over 90% of patients identified hip fracture 
and loss of  height as potential complications of  ostenporosis. Misconceptions about 
osteopornsis complications included arthritis (75%), heart attack (19./,) and breast 
cancer (14%). Participants believed the following were risk factors for osteopuroais: 
postmenopausal status (82%), alcohol consumption (68%), smoking (62%), obesity 
(48./0), high cholesterol (43%) and African-American race (27%). Eighty-two percent 
of patients said that osteopornsis is a preventable disease. Respenders were highly 
knowledgeable about the role of  adequate calcium intake in preventing osteoporosis 
(97%), but fewer knew that smoking cessation (76%), estrogen (72*/,) and weight- 
bearing exercises (65%) were also preventative measures. A common misconception 
was that lowering cholesterol could prevent osteoperosis (62*/0). Patients with HMO 
insurance were more knowledgeable about osteoporosis than were those with Medicaid, 
who in turn were more informed than Medicare patients. Formal education correlated 
highly with nsteopornsis awareness. Caucasian women answered more questions 
correctly than did Afrlcan-American and Hispanic women. Premenopausal women 
"knew more about osteopornsis then did their postmenopausal counterparts. Only 54% 
of women had discussed calcium with their doctor. Only 54% of postmenopausal 
women had discussed the use of estrogen with their doctor. Lastly, physician gender 
did not impact on osteepornsis awareness and knowledge. (P value < .01 for all 
comparisons. ) 

Conclusion Our survey revealed that many women in an urban academic-affiliated 
internal medicine practice have misconceptions and knowledge deficits about 
osteoperosis. This vulnerable population included Medicare and Medicaid recipients, 
those with less education, minority patients and postmenopansal women. While most 
physicians reportedly had not discussed nsteopornsis with their patients, internists made 
up the majority of  physicians who had. This underscores the need for internists to take 
the lead in educating patients about the prevention, treatment and consequences of 
osteopor~:~. 
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PATIENT FACTORS ASSOCIATED W I T H  AND SELF-REPORTED REASONS 
FOR NONADHERENCE TO ANTIRETROVIRAL THERAPY C Golin, A Kaplan, 
HH Liu, L Miller, K Beck, J [ckovics, NS Wenger. University of North Carolina, 
Chapel Hill, NC; University of California, Los Angeles, CA; Harbor/UCLA Medical 
Center, Torrance, CA.; and Yale University, New Haven, CT. 

Background: Adherence to complex antimtroviral regimens is critical to the effective 
U'entment ofHIV,  imt is difflcult to achieve. Interventions to improve adherence require 
detailed information regarding barriers to adherence. 

Methods: We assessed adherence to protease inhibitor medication and information 
regarding patients' demographic and clinical characteristics, habits, attitudes and 
reasons for non-adherence. Among subjects enrolled in a prospective observational 
HIV trial, we measured adherence using a composite adherence score that combined 
data from medication bottle tops that record each instance of bottle opening, pill counts 
and follow-up interviews. Adherence was expressed as percent of presoribed doses 
taken during the study period. 

Results: Eighty-one patients (mean age 37, 80% male) completed at least eight weeks 
of fullow-up. Mean adherence was 80% (range 0-100). In bivariato analyses, patients 
were more likely to be adherent if  they had greater trust in their provider (p<.003), if 
they were White or Hispanic than African American (mean 86%, 83%, 57%, 
respectively, p<.001), if their regimen would not fit with their daily activities in the next 
30 days (p<.05), and if  they were not heavy alcohol users (p<0.00l). Patient age, 
gender, education level, highest viral load and coping style were not significantly 
associated with adherence. 

Forty-eight patients (59%) reported reasons for missing antiretroviral doses. Most 
cited reasons related to their daily routine: 54% were away from home, 55% were too 
busy or forgot, 55% had a change in their daily routine, 30O/O were asleep when a dose 
was due, and 26% reported that alcohol or drug use interfered. Fewer patients cited 
regimen factors as reasons for missing doses: 11% were confused about dosage 
directions, 10O/O because of drug toxicity and 21% because they had too many pills to 
take. One third reported missing at least one dose because they ran out of  medication. 

Conclusions: Less trust in the provider, excessive alcohol use, and a poor regimen fit 
with patients' daily activities were strongly related to worse adherence to antire~'oviml 
therapy. Interventions to improve adherence should be directed at enhancing the 
patient-provider relationship and helping patients to fit their regimen into their daily 
routine. 

R E L A T I O N S H I P S  OF PATIENT CHARACTERISTICS AND SUCCESSFUL 
C O M P L E T I O N  OF SUBSTANCE ABUSE DETOXIFICATION.  AJ Gordon, CM 
Wentz. JL Gibbon, AD Mason, PJ Freyder, TP D'Toole. Center for Research on Health 
Care. Division of General Internal Medicine, University of  Pittsburgh, Pittsburgh, PA. 

Purpose: We evaluated what features of  substance abuse history, physical exam, and 
laborato~" data of patients admitted to a short-term, in-patient, medically monitored 
detoxification unit were associated with successful completion of  detoxification. 

Methods: We reviewed charts of  consecutive patients admitted from April, 1997 to 
September. 1997 who voluntarily entered a Pittsburgh in-patient detoxificafion unit 
(designated "medically monitored", Level 3-A by Pennsylvania's Client Placement 
Guidelines for Adults (modified from American Society of  Addiction Medicine criteria)). 
To be adm/tted, patients must have had a risk for severe withdrawal syndromes defined 
objectively, a need for daily professional monitoring due to concurrent medical or 
substance use factors, or a risk of  harming self or others during withdrawal. Patients who 
did not qualify for this level of care possessed stupor, abuse of  unknown substance(s), 
unstable vital signs (i.e.: blood pressure higher than 160/I I0), recent head trauma, need 
for opiate or benzodiazipine medication, or exhibited delirium tremens, seizures, or 
extreme agitation. We collected demographic, substance use history, physical exam, 
laborato~', and outcome data (completion of  detoxification without emergent medical 
referral or leaving against medical advice) from the records. 

Res,lts: The cohort (n=186) was predominantly male (92%), African American (73%), 
homeless (72%), single (54%), and unemployed (94%) with a median age of  38. Overall, 
45% patients repotted a psychiatric history, 29% had a chronic medical condition, and 
33% took prescribed medication. Active abused substances were alcohol (g7%), cocaine 
(64%), and heroin (15%); drags of choice were alcohol (46%) and cocaine (43%); 67% 
of patients reported at least two active substances of abuse. The detoxificafion period was 
not completed in 31 patients ( 17%): l 0 left due to urgent medical referral and 21 left 
against medical advice. Statistic analysis revealed no significant demographic or 
substance abuse characteristic associated with successful completion of  detoxificafion. 
Although laboratory abnormalities were common in all patients (i.e.: 27% gamma 
glutamyl U'anspepfidase, 2 I% aspartate aminotransferase, and 27% albumin) we detected 
no significant difference (p>0.05) between the different outcome groups. Elevated heart 
rate and blood pressure were found in 4% and 8% of patients and were not associated 
with outcome. Significantly more patients with a history of nausea or vomiting did not 
complete detoxification than did (23% (n=7) vs. 9% (n=13), p--0.024). 

Conclusions: For patients admitted to a medically monitored detoxification facility, we 
found no association between demographic, substance abuse history, physical exam, and 
laboratory data associated with successful completion of the detoxification. For this 
population, use of routine admission screening laboratory data for medically monitored 
detoxification may be unwarranted. 

SAFETY AND EFFICACY OF IBUTILIDE IN CONVERTING ATRIAL 
FIBRILLATION AND ATRIAL FLU'n'ER, R Gondl, P Gnrdmt and 
E Racine. Department of medicine. OMC -Wayne State University. Detroit. I~1 

INTRODUCTION: Atrial fibrillation (Afib) and Atrial Flutter (Aft) are 
common atria] arrhythmlas. Currently available anti-arrhythmic drugs have 
limited efficacy for acute conversion of Afib and Aft. Electrical cardioversion 
(EL") is most common and highly successful non pharmacological 
intervention used to treat these arrhythmtas; however it is more Invasive 
and traumatic. Ibutilide Fumarate is a rapid acting Class I]I anti- 
arrhythmic drug approved by FDA for this purpose. OBJECTIVE: To 
determine the safety and efficacy of Ibutilide relative to electrical 
cardiovenion in terminating Afib and Aft. METHODS: We reviewed the 
medical records of all the events of IV Ibutllide injection and electrical shock 
for cardioverdon of Afib and Aft between Feb '97 and Dec '97 in Detroit 
Medical Center and the data was recorded according to a predetermined 
data sheet Relevant information was also collected from the cardiology 
database of the institute. Financial data was obtained from the accounts 
department. RESULTS: 28 patients received Ibutilide and 23 patients 
received electrical cardiovenion. There were 55% males and 45% females. 
The median age for Ibutillde group was 72 yrs ,  the same for EC was 66yrs. 
23 of the 28 patients got converted to sinus rhythm ia Ibutflide group, ~,ith a 
conversion rate of 82% and median duration.of conversion of 35mt~ Efficacy 
was higher in A.fl (89%) than in Afib (83%). One patient with combined 
Afib and All did not convert. In EC group, the conversion rate was 83%. 
Efficacy was higher in Aft (92%) than in Afib (75%). One of the 2 patients 
with combined Aflb =nd .Aft did convert (50%). There were a total of 8 
episodes of complications with Ibutilide in 7 patients. The most frequent 
major adverse events were nons~tained ventricular tachyenrdia (10%), 
uoasnstained polymorphie ventrienlar tachycardia (3.$%). In the EC group 
there were 6 episodes of complicatonl in $ patients which included sinus 
bradycardia in 3 patients (17%), asystole in one patient requiriog 
pacemaker (4%). The cost of acquttitien of exch dose of Ibutflide is $119.00 
and the average dose of ibutilide required per patient is L8 mfr EC cost 
$375.00. CONCLUSIONS: 1) This data demonstrates that IV rbutilide is 
effective in rapidly terminating the Afib and AFL 2) From a cost enalysls 
point of view, Ibutilide is less expensive compared to electrical enrdtverslon. 
3) With careful patient selection and under approl)riate clinical and EKG 
monitoring Ibutilide is safe, effective and convenient drug end can be 
administrated as an alternetive to electrical cardioversinn. 

C O M P A R I S O N S  O F  ABBREVIATED INSTRUMENTS T O  DETECT 
HAZARDOUS DRINKING IN A LARGE P R I M A R Y  CARE SETTING. 
AJ Gordon, SA Malato,.M McNeil, K Kraemer, ME Kelley, J Conigliaro. Center For 
Research on Health Care, Division of  General Internal Medicine, University of  
Pittsburgh and VA Pittsburgh Healthcare System, Pittsburgh, PA and Department of  
Psychology, Syracuse University, Syracuse, NY. 

Purpose: The Alcohol Use Disorders Identification Test (AUDIT) is a sensitive and 
specific instrument to detect hazardous drinkers. Hazardous drinkers drink enough 
alcohol to be at risk for adverse consequences, but do not meet DSM-IV criteria for 
alcohol abuse or dependance. Recent reports indicate that the three AUDIT ce~umption 
questions (AUDIT-C) and the third question ( 'How often do you have six or more drinks 
on one occasion?") def'med as AUDIT-3, may also be used to detect hazardous drinkers. 
We compared the performance of  the AUDIT, AUDIT-C, and AUDIT-3 in detecting 
hazardous drinkers identified using a quantitylfrequency (QF) criterion in a large primary 
care sample. We also compared the abbreviated insu'uments to the full AUDIT. 

Methods: We screened patients from 12 primary care sites in the Pittsburgh area as part 
of a large clinical trial investigating brief interventions for hazardous drinkers. The 
screening form included questions on demographics, su'ess management, smoking and 
the AUDIT and QF to esse~ alcohol use. To assess performance of  the various forms of  
the AUDIT, we compared receiver operator characteristic (ROC) curves based on a 
standard QF criterion for hazardous drinking defined as >_ 16 drinks per week for males 
and > 12 drinks fur females. Area under the curve (AUC) was used as the basis for 
comparing the various AUDIT forms. We also assessed the sensitivities and specificities 
in identifying hazardous drinkers of  the abbreviated foans to the full AUDIT. 

Resu/~. A total o f  13,439 patients were screened. This cohort was predominantly male 
(53%), Caucnsinn (80O.A), middle aged (median age 41-50), educated (92% graduated 
from high school), manied (60%), and employed (10% unemployed or disabled). 
Overall, 8192 (61%) and 7484 (56%) patients completed the QF and AUDIT insmunents 
respectively. We idmtified 367 (3%) as hazardous drinkem by QF. The AUDIT, AUDIT- 
C, and AUDIT-3 were found to have AUC o f  0.803, 0.832, and 0.718 respectively, 
indicating that the AUDIT-C performed best, followed by the full AUDIT and then the 
AUDIT-3 in predicting hazardous drinking. 

Using scores on the AUDIT o f >  8 AUDIT-C > 3, AUDIT-3 > I we identified 1492 
hazardous drinken using the full AUDIT. At these scores, the AUDIT-C and AUDIT-3 
were 99% and 98% sensitive and 58% and 64% specific in detecting individuals as 
hazardous drlnkem by the full AUDIT. 

Concl~ions: We find that in a large primmy care sample the consumption questions 
of the AUDIT (AUDIT-C) as well as the full AUDIT perform better than the AUDIT-3 
in identifying hazardous drinkers as defined by the QF criterion. Based on the AUDIT 
alone, the abbreviated forms are equally umsltive but less specific to the full AUDIT. 
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PREDICTING HEALTH CAKE UTILIZATION IN PATIENTS WITH CHEST PAIN: 
RELATIVE ROLES OF PSYCHIATRIC AND CORONARY DISEASE. GH Gordon. 
LH Baker, K Avalos, L DeBar, K James, GC Larsen, Portland VAMC and Oregon 
Health Sciences University, and Center for Health Research, Pordand, OR. 

About a third of  patients with chest pain (CP) and no angiographic coronary artery 
disease (CAD) have high health care utilization (HCU) associated with psychiatric 
disorders (PD); many are women with panic disorder. We hypothesized that PD might 
increase HCU across a spectrtun of  CAD severity. We studied 231 chest pain patients 
enrolled in a prospective comparison of  angiography with computer-analyzed exercise 
testing. We measured: I) PD (DSM-IV structured interview); 2) psychological distress 
(SCL-90R); 3)  HCU in the subsequent year (clinic and ER visits, hospitalizations); and 
4) medical co-morbidity (MCM) by problem list review. We retrieved HCU data using 
Veterans Affairs (VA) computerized databases. We tried to pred/ct high HCU (>10 
clinic visits or >2 emergency room [ER] visits or >lhospitalizatinn) by logistic 
regression analysis, entering as predictor var:,ables (age) plus (MCM + ejection fraction 
+ CAD severity) plus (alcohol abuse + other PD) plus (psychological distress). 

The patients were all male with a mean age of  60 + 10 years. Current/lifetime 
prevalence of  PD was: 2.6%/4.3% (panic), 16.9%/27.4% (major depression), 6.5% 
(somatization disorder) and 4.3°/~J46.9% (alcoholism), all higher than expected except 
current alcoholism. Psychological distress scores were: general (62.2_+10.7), anxiety 
(59.g+12.4), depressiou (61.8+10.9). At angiography, 30% of patients had no or 
minimal CAD, 40O/O had 1-2 vessel disease, and 30% had 3-vessel or left main disease. 
Seventy-nine patients (27%) had prior myocardial infarction, 48 had prior exercise 
tests, and 5 had prior angingraphy. Most (64%) had ejection fractions over 50%. 

Our model predicted 5%-15% of the variance in HCU. Clinic HCU was significantly 
predicted only by psychological distress, but the odds ratio (OR) was very low (1.03; 
95% confidence interval or CI=1.00-1.06). Other HCU was only marginally predicted 
by PD and distress, even for patients with no CAD. ER visits were significandy 
predicted by CAD severity; however, less severe CAD predicted more ER visits. 
Hospitalization was predicted by CAD severity (OR=I.8; 95% CI=1.3-2.6) and also by 
MCM (OR=1.5; 95% CI=1.04-2.19). 

Tn correct for possible effects of  distance from cam on HCU we separately analyzed 
data from the 134 patients living nearest to our VA. Again, there was no relationship 
between PD or distress and HCU in patients with and without CAD. 

We conclude that although PD and distress were at expected or higher levels in our 
chest pain patients, they were pour predictors of  HCU. PD may not predict HCU in 
chest pain when patients are older males with a spectrum of severity nf  CAD. 

RATIONING SCARCE MEDICATIONS: THE PUBLIC'S PERCEPTION OF 
ALLOCATION STRATEGIES. MJ Green. SP Fong, PA Ubel. Penn State 
University College of Medicine, Hershey, PA, University of Pennsylvania, 
I:~iladell~lia, PA. 

Background: New medications for treating patients infected with 
H.I.V. and hepatitis are effective but expensive, and many state 
programs lack sufficient funds to provide the medications to all patients 
who might benefit. This study is to further understand the reasoning of 
the public in favonng some allocation strategies over others. 

Methods: We surveyed 201 prospective jurors in a Philadelphia 
courthouse, asking them to select the best and worst drug allocation 
policies from a list of seven. Subjects were instructed to assume that 
rationing was necessary, and to explain their reasoning. Two survey 
versions were randomly distributed which differed with respect to 
disease (H.I.V. vs. hepatitis). Using qualitative methods, we classified 
and analyzed responses according to themes. 

Results: The H.I.V. version of the survey was completed by 100 
subjects, and the hepatitis version by 101. 56% of respondents were 
male, 41% white, 54% black, and 17% completed college. There were 
no significant differences between demographic characteristics or 
responses across survey versions. A majority of respondents 
considered one of the following three policies to be "best": lottery, giving 
priority to the sickest, and withholding medicine unless it was available to 
all patients. Likewise, a majority considered the following policies as 
=worst': withholding medicine unless it was available to all patients, 
halting enrollment of new patients, and enforcing a spending cap. In 
explaining their choices, subjects placed a high value on offering all 
patients an equal chance to receive needed medicines, on avoiding 
favoritism and bias, and on helping those with the greatest medical need. 
They objected to the ineffective use or wasting of resources, stoppage 
of treatment once it was started, and gambling with patients' lives. 

Conclusions: For rationing expansive medications, the public values 
equity and dislikes waste, even though policies consistent with such 
goals may result in distributions that fail to maximally benefit patients. 
This raises questions about the appropriate aims of medication allocation 
strategies and the role of public opinion in shaping rationing decisions. 

HEALTH-RELATED QUALITY OF LIFE IN A COHORT OF DRUG USERS 
WITH HIV INFECTION. RW Grant, JH Aruston, PA Demus, MN Cnmrevitch, EE 
Schoanbatan, Department of  Medicine, Depmlmont of  Epidemiology and Social 
Medicine, Montefiore Medical Center, Bronx, NY. 

Obiective: To describe the impact of  socioecmomie status (SES) and HIV- 
related factors ~ t  health-related quality of  life (HRQOL) in a cohort of  ¢urront and 
Rxmer ~ t~ers in the B~mx, New York. 

M~hods: Surveys were administered to subjects recruited from an angoing 
prospective longitudinal study of  patients in methadone maintenance clinics. The 
survey included the Medical Outcome Smdy-HIV Health Survey (MOS-HIV). The 
MOS-HIV meusures HRQOL in the followin 8 11 domains: goneral health 
perceptions (GH), ~ys ica l  function OF), role fenstion tRF), social function (SF), 
cosnitive function (CF), pain, mental health (MH), coergy/fmigue (EF), health 
distress (liD), quality of  life (QL), and health trans~on (HT). HIV viral load was 
measured usin 8 a super-se=k~ive branched DNA assay. Univuriate associations 
betweon HRQOL and both SES and HIV-related factora were analyzed by t-test and 
Peursm eorrelatims. 

Results: 53 lmfients were enrolled: 62% male, 66% Hispanic, 23% Black, 83% 
on methadone mnintmumee; mean age was 45, and mean nmnber of  anti-reeroviral 
diugs taken was 2.3. Of  the SES factors analyzed, higher I-~QOL was significantly 
related (p < 0.05) to: muriml status (GH, PF, RF, SF, Err) and not receiving 
goventmantul banefits (pain, MI-I, HI)). HRQOL was significantly lower in pationts 
reporting 2 or more medication side effects (OH, PF, SF, CF, pain, MH, EF, HD), 2 
or more HIV-related symptoms (GH, PF, SF, pain), and having a lower CIN count 
(GH, PF for CD4 <100, and GI-I, PF, RF fur CD4<50). There was no correlation 
found between HRQOL and viral loed (p> 0.2 for all domains). 

Conclusions: In this population of  primarily non-white o u r m t  and former 
intravonons drug users, HRQOL was significantly hisher in those patients who had a 
marital partner and did not rely on governmental benefits, and lower in those 
patients reporting more medication- and HIV-related symptoms and having lower 
CD4 cotmts. There was no conrelatioat betwem viral load and HRQOL. Further 
research is needed to elucidate the relationship between HRQOL, CD4 cotmt, and 
virni load. 

PREDICTORS FOR VIOLENCE TOWARD A PARTNER IN AN URBAN 
PRIMARY CARE CENTER. RA Grifftth. BA Toolan, KA McGarry,  J G  
Clarke. Division of  General  Internal  Medicine, Rhode Island Hospital and 
Brown University School of Medicine, Providence, RL 

Background:  Domestic violence is a common cause of morbidity and 
mortality in the United States. The limited data that exists about perpetrators has 
focused on Caucasian and highly educated men. Objective: To identify variables 
associated with violent behavior in a relationship among men and women in a 
multi-ethnic population of lower socioeconomic position (SEP), presenting for 
primary care. Methods: An anonymous survey was distributed m patients for 6 
weeks in the Medical Primary Care Unit (MPCU) of an urban academic medical 
center in Providence, RI. All patients were encouraged to participate, however, 
survey completion was voluntary and no incentives were offered. Main outcome 
data on violent behavior towards a partner was assessed by the Conflict Tactics 
Scale (CTS) which has been previously validated for marital violence. Violent 
behavior was classified as minor (throwing, pushing, hitting) or severe (kicking, 
beating, threatening to use or using a knife or gun). Data were also gathered on 
alcohol use, symptoms of depression (by DSM-IV criteria), previous exposure to 
violence (either victim of physical and/or sexual abuse as a child(<16 yo) or 
adult, or witness to violence as a child), demographics and current relationship 
status (defined as sexual or intimate relationship in the past 6 months). Data 
were analyzed for participants in a current relationship. Results: Of the 112 
patients who completed surveys, 61% were in a current relationship. In this 
subgroup, the mean age was 37 years, 65% were women and 52% were 
Caucasian. The prevalence of  minor violence was 41% and of  severe violence 
23%. Those who exhibited violent behavior (both men and women) were more 
likely to consume >2 alcoholic drinks per drinking episode (p=0.05), to meet 
criteria for major depression (p<0.001) and to have experienced prior 
victimization (p<0.001). There was no significant association between violence 
and years of  education, household income, or country of birth (US vs. not US). 
However, recent immigrants (<5 yrs) were more likely to exhibit violent 
behavior (p=0.009). Interestingly, women were just as likely as men to exhibit 
violent behavior. Conclusions: This study confirms an association between 
violent behavior in a relationship and alcohol use, depression and history of 
victimization, in a mniti-ethnic population, with low SEP. These characteristics 
may be predictive of  n higher likelihood for violent behavior in a relationship. 
Although more study is required to assess the benefit of intervention with abusers 
outside of  a court-mandated setting, the potential exists for primary care 
physicians to screen for aggressive behavior in patients with these characteristics 
and intervene before more harm is inflicted. 
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Doc'ro]L~ HEAL THYSELF? UTILIZATION OF A REGULAR SOURCE OF 
CARE IN A COHORT OF PHYSICIANS CP Gross: LA Mead; ]DE Ford; MJ Kla 8. 
Robert Wood Johnson.Clinical Scholars Program (CPG), Department of  Medicine (CPG, 
LAM, DEF, MJK), Welch Center for Prevention, Epidemiology, and Clinical Research 
(LAM, DEF, MJK), Johns Hopkins University School of Medicine, Baltimore, MD. 

BACKGROUND: Although it has been dcmoos~ted that having a regular source of 
medical care is an important predictor of receiving preventive health services, it is not 
known what proportion of physicians have a regular source of nu~dical care and whether 
this impacts their use of preventive services. METHODS: The Precursors Study is a 
cohort study of 1,337 members (121 (9°/=) of whom are women) of IHU School of 
Medicine's graduating classes of 1948-64. The indep~dent variable, regular source of 
care, was assessed in 1991. In 1997, at an average age of 67 years, use of specific 
preventive services was ascertained. People who had received a test to diagnose a 
specific sign or symptom were excluded f~om the analysis. We calculated the proportion 
of elig~le respondents who had received various cancer screening tests an0 the influenza 
vaccine. Logistic regression was used to determine whether having regular source of 
care in 1991 was associated with receiving preventive services in 1997, after adjusting 
for covariates. RESULTS: 915 people (81% of eligible respondents) responded to the 
1991 survey; approximately 35% (312 of 915) had no regular source of medical care at 
that time. The table shows the proportion of eligible respondents whb'received specific 
eeventive services in 1997, stratified by regular source of care in 1991. 
SCREENING ALL 
T E S T  RESPONDENTS 
(I 997 31a'vey) 
Guaia~ 57% 
Scope 44% 

68% 
Mammogram 70% 
PSA 76% 
Ru shot 72% 

With Wi thout  Odds Ratio (95% C.I) 
Regular Regular (for (+) regular care; 
Care Care reference: (-) regular care) 
68% 36% 3.75 (2.6%5.26) 
50°/= 34% 2.00 (1.39-2.88) 
77% 56°/= 3.35 (2.39-4.71) 
84% 47% 5.79 (1.~6-20.2) " 
84% 63% 3.09 (2.04-4.69) 
78% 59°1o 2.40 (I,73-3.34) 

Respondents who had a regular source of care were significantly more likely to have had 
screening for colon cancer (OR: 3.35), breast cancer (OR: 5.79), and prostate cancer 
(OR: 3.09), as well as receive influenza vaccine (OR: 2.40). Adjusting for age, sex, 
functional status, and parental cancer history did not significantly alter these findings. 
CONCLUSION: Over 1/3 of physiciaus had no regular source of care. Even in a 

sample of physieiens who could have potentially accessed preventive services directly, a 
regular source of care was still a strong predictor of use of preventive services. These 
findings provide further evidence that a relationship with a l~rimary care physician is key 
in maximizing use of preventive services. 

QUAI~I~: A QUALITY-OF-LWE MEASURE FOR HEMORRHAGIC STROKE 
Hamedani AG Wells CK, Cicchetti DV, Brass LM, Kernan WN, Viscoli CM, 
Marairo JN, Awad IA, Horwitz RI. Yale School of  Medicine. New Haven, CT. 

Introduction.  Although hemorrhagic stroke (I-IS) patients (pts) suffer a high 
initial mortality rate, survivors often have few neuroiogic deficits. As a result, 
these pts score highly on available stroke outcome measures (meas.) focusing oo 
aeurologic impairment, disability, and/or handicap. Moreover, generic quality- 
of-life (QOL) meas. do not assess deficits recognized by pts as resulting from 
HS (e.g. personality changes). Thus, the purpose of  this study is to develop and 
v, alidate a HS-specific QOL meas. Methods.  Before developing QUALE, we 
made a series of  methodologic decisions resulting in asking pts to report change 
(positive or negative) in their QOL (rather than current QOL status) due to their 
~S (and not unrelated life events). QUALE, based on 40 pt interviews, included 
38 items/7 domains: General Outlook, Physical Functioning, Cognitive Func- 
tioning, Relationships, Social & Leisure Activities, Emotional Functioning, and 
Work & Financial Status. QUALE was compared to oRen-used stroke outcome 
meas. (Canadian Stroke Scale, Barthel Index, ~ Handicap Scale), and the 
most commonly used generic QOL meas. (SF-36). We used gathered data at 1 
year to assess QUALE's  reliability (test-rotcst and internal consistency) and 
validity (face, content, and construct). Results.  The study population included 
71 pts (63% women, 77% white; 18 to 49 years old). QUALE was reliable (test- 
retest weighted kappas ranged 0.40-0.96, indicating fair to excellent agreement. 
Cronhach's alpha's for internal consistency were > 0.80 for 5/7 domains). Face 
validity was judged present based on export and pt review. QUALE avoided 
floor/ceiling effects prominent i n comparison mess., e.g., 94% of  pts scored in 
the highest decile on the Barthel Index, while < 20% scored in any single decile 
on QUALE Physical Functioning domain. At least 33% (40-58%) ofpts  scored 
in the top decile in 5/8 SF-36 domains, while < 33% scored in any single decile 
in all QUALE domains (content validity). QUALE discriminated between pts 
based on clinical characteristics- e.g., QUALE overall scores were lower for pts 
with intracerebral (mean=30_+36) than subarechnoid (meanffi50-±_34) hemorrhage.' 
(p<0.05; construct validity). In addition, 32% ofpts  reported increase in overall 
QOL with QUALE (no other meas. allowed for improvement). Conelnsion. 
QUALE out-performed currently available stroke outcome and generic QOL 
meas. in range of  deficits assessed and range of  responses elicited, suggesting it 
may have an important role in evaluating pt outcome after HS. 

THE TREATING PHYSICIAN AS ACTIVE GATEKEEPER IN THE 
RECRUITMENT OF RESEARCH SUBJECTS. J.H. Gurwitz. E. Guadegnoli, R. 
Silliman, J.C. Weeks. Meyers Primary Care Institute, University of Maesachusetts 
Medical School and Fallon Henlthenro System, W ~ ,  MA, Harvard Medical 
School, and Boston University School of Medieine, Buston, MA. 

Purpose: lustitotional review boards vary in regard to the conditious imposad on 
inveatign~rs to contact potential subjects for participation in research studies. We 
ex*mln,~d the impact of more active involvement of the treating physician in the 
~pp~uVA1 process for recmitin__ 8 study subjects. 
Methods: In recruiting subjects for a ~ h u s o t ~  multi-hospital (n-17), health 
services research study of early stage breast cancer requiring patient interviews, four 
hospitah slipolated that the treating surgeon provide written ponnmion to the 
investigators to allow any contact with a potential study mbject for the pmpuse of 
recruitment (active physician response group); the remalnin~ 13 hospitals stipulated 
that the tresfiag surgeon need only respond to the investigators ff contact with a 
pog'nfial subject was f o r b ~  (passive physician response group). 
Resultl: Of  1,401 potential subjects treated for validated early stage breast cancer, 
697 patients were in the active physician v~poose group with 734 in the pusaive 
physician respome group. Of the 697 pafi¢~ats in the active physician response group, 
contact was approved by the treating surgeon for 72% (n'=505), compared with 91% 
(n=638) of the passive respome group (p=0.001). Ovendl, potential subjects in the 
active physician response group were significantly less likely to be e~'olled in the 
study compared with those in the passive physician ~ group (relative risk 0.75; 
95% CI 0.68 to 0.83). However, of patients =t,t,=uved for investigator contact, $~milar 
percentages of =d~jects were enrolled fzom each group: 81% (n-408) from the active 
physician response group compared with 79% (n==507) from the pauive physician 
response groop (p-0.58). Thoso enrollad from the active physieian response 8rou p 
were similar to those not enrolled in terms of age (>70 vs _<70), comorbidity bm'den, 
and ~m, gical treatment (bresst-conserving hugnry vs mastectomy). Those era'oiled 
from the passive physician group were si=,nifleautly younger and less likely to have 
severehnodexato levels of cmnorbidity, but were ~tlmilar in ~ of ~t]gieal treatINtettt 
cmupared to thoso not enrolled frmn that group. 
Coadualen: Requirin 8 mote active involvement by the treatin 8 physician in 
i~,.o~ag access to patients for pmlieipafioo in health ~,rvices resem'ch studies 
reduces overall enrollment of atudy subjects, and has an impact on the eharacteri~cs 
of the study popuiatioo enzolled. 

COST-EFFECTIVENESS OF A G G ~ I V E  CARE FOR PATIENTS WITH 
NONTRAUMATIC COMA.. MB Hamel. RS Phillips, .l Teno, RB Davis, L GOMman~ 
J Lynn, N Deshiens, AF Coanors, J Tsevat. Beth Israel Deaconess Med Ctr, Boston, 
MA, Brown Univ, Providence, RI, Univ of CA San Francisco, San Francisco, CA, 
George Washin~on Univ, Washington, D.C., Univ of TN, Chattanooga, TN, Univ of 
VA, Charlottesville, VA, Cincinnati Unlv, Cincinnati, OH. 

We estimated the cost-effectiveness of a more aggressive t r e = ~ t  strategy; as 
opposed to with holding resuscitation and ventilator supporL for patients (pts) hospitalized 
with nontr~mati¢ coma. We studied 549 pts enrolled in SUPPORT (a 5-center study 
of seriously ill pts) who had nontraumatic coma (comatose pts with Glasgow coma 
scores < 9 for ~ 6 hours). A study done in the Marshfield Epideminlogic Study Area 
estimated that 40,071 pts meet these inclusion criteria annually in the U.S. We 
estimated and compared life-expectancy and health care costs of pts for whom decisions 
were made by study day 4 to withhold resuscitation and ventilator support if needed and 
of pts treated more aggressively. The time tradcoff was used to obtain utility estimates 
from pts or their surrogates. Hospital costs from study day 4 through discharge were 
estimated from SUPPORT data. Physician costs and futore hospital costs were estimated 
from Medicare data for the pts studied. We discmmted costs and survival at 3% per 
year. We divided pts into 2 risk groups based on a simple risk score we developed 
previously to identify pts at high risk for short term mortality. High Risk pts had 3 or 
more of the following risk factors on study day 3: abnormal brain stem response, absent 
verbal response, absent withdrawal to pain, creatinine level > 1.5mg/dl, and age > 70. 
Medium Risk pts had ~ 2  risk factors. For each group, we calculated the marginal cost- 
effectiveness (1994 dollars per quality adjusted life year, QALY) of providing rather 
than withholding aggressive care. 

For the 549 pts studied, the mean (SD) age was 65 (16), and 52% were female. By 
study day 4, decisions were made to withhold resuscitation and ventilator sOpport for 
31% of High Risk pts and 14% of Medium Risk pts. Survival and the taarginal cost- 
effectiveness (C-E) for the more aggressive care strategy were as follows: 

Prognostic group (N) # Risk Factors Actual 2 me. survival Marginal C-E 
High Risk (259) 3-5 7% $93,300/QALY 
Medium Risk (290) 0-2 51% $46,000/QALY 
In sensitivity gnalysvs varying each assumption across 2 shandard errors of our 

baseline estimate, we found that even when we used extreme values favoring the 
aggressive strategy, the c-c of aggressive care for High Risk pts was > $50,000/QALY. 

The cost-effectiveness of a more aggressive u'catment strategy for pts with 
nontranmatic coma is highly dependent on pts' prognoses. For pts at high risk for short 
term mortality, aggressive treatment is associated with a high cost per QALY, but for 
pte at lower risk, the cost per QALY is similar to other accepted medical interventions. 
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NEEDS OF THE DYING IN NURSING HOMES LC Hanson.* M 
Henderson, A Schulman, K Reynolds; University o f  North Carolina, 
Chapel Hill, NC 

Purpose: To describe the care needs o f  dying nursing home 
residents during their last three months o f  life. 
Methods: Nurses, aides, and family completed structured interviews 
after 811 deaths in 2 facilities over ~t 1 year study period. To define 
care needs, respondents answered questions about the frequency o f  
physical, psychiatric and emotional symptoms, and needs for 
assistance with hygiene and communication about treatment options. 
To measure unmet need, they then indicated whether the decedent 
needed more help or  treatment than they received for each care need 
identified. 
Results: Of  259 efigible respondents, 174 completed interviews 
(67%). Decedents' average age was 81, and 40% lived in the facility 
> 1 year. In the last 3 months o f  fife 62% of  decedents were 
hospitalized; however 90% died in the nursing home. Most deaths 
were expected; 85% were preceded by DNR orders and 43% by 
orders to limit other treatments. The most prevalent care needs were 
for poor hygiene (83%), incontinence (61%), fatigue (57%), and 
moderate or severe pain (56%). Decedents' greatest unmet needs 
were for psychiatric and emotional symptoms (37%), hygiene (28%), 
communication about treatment decisions (28%), and pain 
management (21%). Staff and family felt 72% of  decedents were 
ready to die, yet only 54% had a good dying experience. 
Conclusion: Nursing home residents are frequently ready to die and 
most forego aggressive medical care, yet they continue to have 
unmet needs for symptom management and personal care. Programs 
to improve terminal care in nursing homes should combine traditional 
symptom management with increased attention to psychiatric and 
emotional needs, communication about treatment decisions, and 
supportive care for personal hygiene. 

VALIDATION OF OSTEOARTHR1TIS DIAGNOSES IN AN 
ADMINISTRATIVE DATABASE. L. HmokL R. Ynod, J. Reed, S. An&ado, L 
Cemienx, B. Lewi& W. Straus, M. Weoha, L H. Gurwita. Meyefs Primasy Care 
Institute, Fallon Healthcare System, and University of Mes,u~husetts Medical 
School, Wmr, estor, MA and Merck & Co., West Point, PA. 

l~rpme: Admlai~xative databesns can provide extensive data on a population of 
pafien~ but the validity of the information contained in such databases needs to be 
established. U~eg ~4miat~afive data from The Fallon Clinic, Inc., a group-model 
HMO in Centnd and Eastern Mes.ua:hmetts caring for 130,842 members, we 
validated mtmmtnith (OA) ,41%~,ases by review of medical records. 
Methods: We identified all HMO members ~18 yem'$ of age) with documentation 
of at lenst one henlth caro cocotmter associated with en OA diegnosis (ICD-9 code 
715.xx) doring the period 1994 through 1996, and who continued to be enrolled in 
the health plan for one year following the health care encounter date. From this 
population, we randomly sampled 350 subjects. Trained nur~ reviewers abstracted 
OA-related clinical, laberatmy, aad radiologic data from their medical records. 
Two pairs of physician reviewers evaluated the abstracted information end rated the 
evidence for the presence of OA according to three levels (definite, pnssthle, and 
unlikely). Each physician within the pair independently rated the case; 
disagreements within each physician pa~ were resolved by consensus. Inter-rater 
reliability between the two physician pairs was assessed by comparing ratings by 
the pair~ of a random sample of 10 abstractions performed by each of two different 
nurse reviewers. 
Results: We identified 10,740 HMO members who fulfilled the inclusion criteria. 
Among the 350 nmdomly sampled subjects, 61% were rated as having definite OA, 
10% possthle OA, while 28% were rated a* unlikely to have OA. When the sample 
of subjec~ was limited to those with at least two health care encounters with an OA 
diagnosis (n=232), the percentages of definite OA, possthle, and unlikely were 
66°/o, 10%, and 23%, respectively. While only 36% of the 350 had an encounter 
with a rbenmatoiogist or orthoped~ surgdon during the one-yeac follow-up period, 
this greatly increased the probability of having a definite diagnosis of OA; among 
these subjects (nffi125), 83% were rated as having definite OA, 4% possible, and 
13% unlikely. Kappa levels between the physician pairs ranged from 0.62 to 0.80. 
Conclusion: Our validation procedure was unable to confirm a me~n~rtgful 
proportion of OA diagnoses based on admini.gtrative data. The validity of an OA 
diagnosis in this database was incteesed by selecting those subjects with a visit to a 
rhenmatologist and/or orthopedic surgeon, but limiting the population in this way 
could impact sefionsly on generalizability. 

THE NORTH CAROLINA NURSING HOME RESTRAINT 
PROJECT, LC Hanson.* K Clarke, J McArdie, D Biggs, R 
Simpson, M Williams; University o f  North Carolina, Chapel I-Fill, NC 
and Medical Review o f  NC, Raleigh, NC 

Purpme:  PhysiUal restraints have many adverse effects on frail 
nursing home residents.' Federal law requires documentation o f  
rationale, alternatives, and release times. We designed a quality 
improvement intervention to reduce rates of  physical restraint and to 
improve documentation in nursing homes with high baseline rates. 
Methods: After a statewide review o f  rates o f  restraint use in 1996, 
high use facilities were identified. From a geographic cluster o f  high 
use ~dlities, 22 nursing homes agreed to participate. Restrained 
residents were identified using facifity lists and chart review. Key 
nursing home staff received feedback o f  baseline performance data, 
intensive education, video and print educational aids to use in the 
facility, and follow-up consultation. Repeat chart review at 1 year 
foilow-up was used to test impact o f  the intervention. 
Results: Fifty-eight key staff members from 22 nursing homes took 
part in the intervention. At baseline 433 of  1674 residents were in 
physical restraints, compared to 276 of  1955 residents post- 
intervention (25.9% vsl4.1%, p<.05). Required documentation for 
restraint use increased after the intervention, although absolute rates 
remained low (8.3% vs 13%, p<.05). 
Conclusions: Restraint use in nursing homes can be decreased using 
a quality improvement intervention that includes intensive 
educational intervention, feedback o f  performance data, and follow- 
up consultation. 

HIGH-KISK URBAN POOR ASTHMATICS HAVE AN INAPPROPRIATELY 
HIGH PERCEIVED CONTROL OF A S ~  SCORE. PDHart. JJShannon, 
R Abrams, C Kallal, M Lemon, R Bah't, G Schiff, A Evans. Department of 
Medicine, Cook County Hospital, & Rush Medical College, Chicago. 

Purpose: Asthma morbidity and mortality rates are rising with prevalence in a 
few urban centers including Cook County, driving the trends. High perceived 
control of asthma is thought to be associated with good health outcomes, but has 
never been studied in medically indigent patients in the USA. We hypothesized 
that perceived control may not be eesociated with improved health outcomes in this 
population, and that social and health care system factors were more important than 
psychological factors in determinin~ health care utilization panefns in our patients. 
Methods: We studied adults admined to the emm'goncy department and inpatient 
wards of Cook County Hospital in Chicago for 6-weeks in the fall of 1998. 
Perceived control of estinna was meam-ed using a previously validated 11-item 
scale' with possiblt'range of scores from 11-55 with higher scores l~vl~onfing 
perceptions of better control. Social imtability was assessed using 8 domain~ of 
psychosocial factors; each had a 3 point scale (to a maximum composite score of 24 
for social instability). Health care barriers were estimated by ~ system factors, 
with a possible range of scor~ from 0.84. Higlm" scores on beth scales represented 
greater degrees of sucial instability and barriers, l~.~ults: 
Variable scores mcmt SD raag¢ possible range 
Perceived control ofesthma 36.1 5.5 22-48 11-55 
Perceived control of esthnm ° 39.6 6.0 21-55 11-55 
Drug and Alcohol use 1.46 0.5 0-3 0-3 
Homelessnoss 1.93 0.3 0-3 0.3 
Feeling depressed 1.93 0.3 0.3 0.3 
Total Social instability 9.01 3.9 2-17 0-24 
Distance to clinic 4.28 1.3 1-5 1-5 
Caring for dependents 4.36 1.3 1-5 1-5 
Parking 3.45 1.8 1-5 1-5 
Total battier score 9.01 3.9 0-65 0.84 
Perceived control of asthma scores wm-e not significantly associated with social 
instabilityandbarderstohealthcace(v'0.l,p>0.2). Comelmiom: Perceived 
control of asthma was inappropriately high mnoog this population of high-risk, 
medically indigent urban asthmatics. This may ,~#e, aent a misconception of self- 
efficacy that leads to inappropriate utilization of available medical care. Social and 
health care system factors were not associated with the perceived control of asthma. 
1. Katz PP et al: Perceived control ofesthma: development and validation of a 
questionnaire. Am J Resp Crit Care Med 1997;155:577-582. 



38 Abstracts JGIM 

WHY DON'T URBAN POOR SEVERE ASTHMATICS COME TO ASTHMA 
CLINIC? PDHarL JJ Shaunoll, R Abrams, C Kal]al; M l.,eallOlh R.Bartt, O SeJai~ 
A Evans. DeparUnent of  Medicine, Cook C o l ~ , y , I ~ ,  8~ Rush Medi¢~.College, 
Chicago. 

Purpose: Patient education with regular follow-up improves health outcomes and 
decreases hospitalization among adult patients with &~hma~ yet the majority of 
urban poor asthmatics do not adhere to clinic ai~l~in~nent even after severe 
exacerbations. If  it is possible to predict which.pafigmts will not adhere to their clinic 
appoinnnent;, special interventions might be targeted to these patients. 
Methods: We performed a prospective single cohort study of  adult patients with 
asthma exacerbation admitted to the emergeav:y department and medical ward of  
Cook County Hospital, Chicago. Trained intervi¢~vers nsed a face-to-face structur'od 
questionnaire to measure factors that might be associated with or predict clinic 
adherence. Perceived control of asthma was measneed using a previously validated 
1 l-item scale with a possible range of  scores fi:om_l.l.-55., With higher scores 
representing perceptions of  better control. Social instability was assessed using 8 
domains of psyehosocial factors such as living ¢ondltiom, abusive relationships, 
drug and alcohol use. Each domain was scored.from 0-3, with a maximum 
composite score of  24; a higher score represented a greater degree of  social 
instability. Barriers to health care were estimated by assessing system factors such 
as distance to clinic, difficulty scheduling appointuaenfa, parking, caring for 
dependents, etc. The possible scores for barriers to can: ranged from 0-84 (higher 
scores representing more barriers). Patients were then given a dated, timed 
appointment for follow-up in the asthnm clinic in 10-14 days. 
Resnlts: 7 of  76 patients (9.2%) kept their appointment in asthma clinic. The scores 
(mean, SD, range) for perceived control of  asthma were 39.6, 6.0, 21-55; for social 
instability 9.01, 3.9, 2-17; for barriers to care 19.6, 13.8, 0-65. There was a 
significant inverse association between drug and alcohol use and clinic attendance 
(Fisher's exact test p=0.04, point estimate of  risk 0.14) but no association between 
perceived control of  asthma, social instability and harriers to care and clinic 
attendance (Mann-Whitoey U test p>O. 1 ). 
Conclnsiou: Among high risk urban poor asthmatics, drug and alcohol use may 
predict patients that are unlikely to adhere to an asthma clinic appointment. We 
are conducting further studies to determine specific reasons for non-adhcrenca to 
asthma clinic appointments. 

PROGNOSIS AFFER CARDIAC CATIIETERIZATION IN PATIENTS WITH 
NON-DIALYSIS DEPENDENT RENAL INSUFFICIENCY. BR Hemmeleam, WA 
Glndi. and ML Knudtson for the APPROACH Investigators, Department of  Medicine, 
University of Calgary, AB. Canada. 

End stage renal disease is a well recognized cardiovascular risk factor. However, 
the association between non-dialysis dependent renal insufficiency (NDDRI) and 
cardiovascular disease, and specifically the prognostic impact of NDDRI among 
patients undergoing cardiac catheterization, remains uncertain. We used prospective 
cohen data from APPROACH (Alberta Provincial Program for Outcome Assessment 
in Coronary Hearl Disease/to evaluate revaseularization and mortality rates in patients 
with NDDRI (serum ercatinine > 200 #mol/L but not on dialysis). 

The cohort consisted of all subjects undergoing cardiac catheterization between 
January I, 1995 and December 31, 1996. Patients on hemodialysis or peritoneal 
dialysis were excluded. Logistic regression was used to determine the association 
between NDDRI and two outcomes of interest, use of revascularization (angioplasty 
and/or coronary hypass surgery) and mortality at one year post cardiac catheterization. 

Among the 11,693 patienls studied, 178 (1.5%) had NDDRI. Revascularization rates 
at one year were 49.4% for patients with NDDRi compared to 48.8% for patients 
without NDDRI, while mortality rates were 33.7% and4.1% respectively. Patients 
with NDDRI were more likely to have high risk coronary anatomy, low ejection 
fracthm, congestive heart failure, diabetes, ccrebrovascular disease and chronic lung 
disease. Multivariate analyses adjusting for these and other variables yielded the 
followin~ results: 

Non-dialysis dependent renal insufficiency 

Ontcome Crude OR (95% CI) Adjusted OR (95% CI) 

Rcvascularizatinn at I year 1.0 (0.8 - 1.41 0.8 (0.6 - l . I )  

Mortality, at I ~,ear 11.8 (8.6 - 16.41 4.6 (3.2 - 6.6) 

Although not quite statistically significant, we found a 20% lower risk-adjusted rate 
of revascularizatinn in patients with, relative to those without, NDDRI. In addition, 
even after adjusting for severity of disease and comorbidity, patients with NDDRI were 
almost five times as likely to have died by one year post catheterization. 

These results suggest a generally poor prognosis for patients with NDDRI undergoing 
cardiac catheterization. Considering the lower rate of revascularization in these 
patients, further research is needed to explore whether the poor prognosis is at least 
partially related to a reluctance by physicians to revascularize these patients. 

THE "HEALTHY PEOPLE 2000" CANCER SCREENING GUIDEUNES, AND THE 
ROLE OF LIFE EXPECTANCY. MA Hatahet end RC Burack. Division of General 
Internal Medicine, Wayne State University, Delrolt, Michigan. 

The" Heel~y People 2000" guidelines recommend that up-to-dateness should be 
ascomplished in at leest 60% of women e@ible for m'eening rnmm)grams, 85% of 
women eligible for Pap wnasrs, asd 40% of mee eligible k)r prastato cancer s~reening. 
Purpose: Since faculty serve as role modes for reddents, we assessed the sdf- 
reported adherence of phyddans in an urban, academic teaching ~ to the 
'Healthy Peeple 2000" guideUne~ Given ur~ertalnty 8bout b"~e age at which to end 
saee~ing, we were alas intereded in the extmt to ~ ich thase physidans mnddered 
life expectano/in Iheir dedsion maldng. 
Method,=: 61-item ~ ~ to 23 faoulty and 114 residents (with 
completed responses 78% and 81% among faculty md reddanls reaped~ely). 
Re~l ts:  Faculty ~ were morn likely ~ n  reddenls to comider life expectancy 
when approa~ng m'eeeing mmw'~graphy, Pap smears, and prostate cancer 
discussion. Faculty and reddants reported similar rates of adherence to ff~e "l-balhy 
Panple 2000" goal for asrasning mammography and for prostate cancer discumon. 
W'dh regard to the goal of cet~cai cancer screening, 50% of rasidents reported mee6~ 
Ihe guidelines, while only 6% of faculty reported IfmL However, without external 
vdida~on, one can't determine the extent to which faculty and residents may over- or 
undere~mate t"~ir own pefmnance. 

Life exnectancv consideraben (LECI and self-moorted adherence (SRAI 
Pap S r n e w  F,.~=,;..D~._____-~_. 

I t  Faculty 81 88  9 4  6 eg 75 

I t  Residents 52  87  64  50  67  71 

In all three ~ncers, rates of reported screening were lower among providers who 
reported taking life expectancy in conside~aeon, for mawnography 87% w 94%, 
(p=O.O00), for Pap smear 31% vs. 48 % (p=0.0241, and for prostate cancer discussion 
74% vs. 88% (p..-0.0271. 
Condudon: Ndthe fasulty nor reddents raport havlng yet ashteved Yasr 2000 gods. 
11~e lower screening rate mpod~ among phyddans whe condder life expedan~ In 
d e e m  making may ren~ p o f m ~  ~ foou.~ng of saeerJng e~ts 
tmu=rd= thorn pa=ents most ikdy to bene~ 

ECG TIMING FOR PATIENTS W I T H  UNSTABLE ANGINA (UA): 
IMPORTANCE OF SECULAR TRENDS AND PATIENT CHARACTERISTICS. 
GR Heudeber L JJ Allison, S Baker, RNI Centor, CI Kiefe, N Weisssman. Dept. of 
Medicine. University of Alabama-Birmingham. 
Purnose: Early diagnosis and risk stratification of patients with suspected UA has 
important implications on initial diagnostic and therapeutic decisions. The AHCPRAJA 
guideline recommends completion of an ECG within the frrst 20 minutes in thc 
evaluation of high-risk UA patients. We report adherence to this recomrncndation 
among patients with a confn-med diagnosis of high-risk UA. 
Methods: Centrally trained abstracters reviewed medical records of Mcdicarc patients 
hospitalized at 14 institutions in Alabama for calendar years '95 and'97. Potential cases 
of UA were identified by a stratified sampling scheme of ICD-9 codes obtained from 
claims data. An AHCPR/UA guideline-based algorithm confm-ned the diagnosis of UA. 
Time to ECG (t-ECG) was obtained by subtracting ER arrival from time to ECG 
completion (from ECG strip). Proportion of patients having t-ECG < than 20 minutes 
were compared by year, sex, race, sex/race, and history of coronary artery disease 
(CAD). We performed Multiple Logistic Regression analyses (MLR) with t-ECG < 20' 
as dependent variable; independent variables included sex, race, age, and history of 
CAD in MLRI; in MLR2 wc nsed sex/race combinations, age, and history of CAD. 
Results: A total of 1767 charts ('95:1,129 and '97: 638) had a confu-med diagnosis of 
UA. After excluding admission outside the ER, absence of ECG, and low risk UA 1096 
records remained for analysis. Patients were predominantly female (60%), white (89%), 
and had history of CAD (66%). Overall 51% had an ECG done < 20'. There was no 
improvement over time for t-ECG < 20'. This adherence mtc was not associated with 
the presence of CAD. Adherence rates of sex, race, and sex/race combinations were: 

M F B W BF W F  B M  WM 
'95 (%) 57 46 36 54 38 50 30 59 
'97 (%) 53 48 51 50 49 48 54 53 

Overall (%) 56 48 4 3  52 42 49 43 57 
In the overall analysis adherence to guideline was statistically better in males (7.7%, 
p<0.05) and whites (9.6%, p<0.05). There was clinically but not a statistically 
significant trend towards improvement among blacks. In MLR1 sex was the only 
independent predictor (OR 0.77[0.6-0.99] ). In MLR2 both BF (OR 0.5710.36-0.91] ) 
and WF (OR 0.74[0.57-0.97] ) were significant independent predictors. 
Conclusions: Only half of  high-risk UA patients had a timely ECG done. Clinically 
important secular improvements may have occurred among black patients with UA. 
However, gender differences remain in "97. Quality Improvements efforts need to focus 
on increasing the timeliness of  ECG as well as decreasing racial and gender differences. 
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INDICATIONS FOR PROSTATE-SPECIFIC ANTIGEN TESTING IN PROSTATE 
CANCER CASES AND CONTROLS. ~ ML Adams-Cameron. Division 
of General Internal Medicine, Albuquerque VAMC; Epidamiology and Cancer Control 
Program, University of New Mexico Health Science* Center, Albuquerque, NM. 

Ob.servationai studies of cancer screening tests are subject to misclassification bias if 
a test was not ordered for screening. We performed a case-control study to determine 
how the rams and odds ratios for PSA screening were affected by changing the 
definition of a screening test. 

Methods: A computerized VAMC database provided data on subjects undergoing 
PSA testing in 1996. Prostate cancer cases were then identified through the New 
Mexico Tumor Registry. Trained abstractors obtained medical records data for cases 
and randomly-selected controls on demographics, PSA testing, digital rectal 
examinations, clinical symptoms, and history of prostate biopsies. A classification 
scheme was developed to characterize the most recent PSA into the categories of 
definite, likely, or possible screening, and not screening. Screening was classified as 
definim if the subject was asymptomatic, had a normal or no digital rectal examination 
(DRE), and had no previous history of elevated (> 4.0 ng/ml) PSA levels or prostate 
biopsy. Likely screening also included abnormal DRE findings, and possible screening 
further included men with irritative or obstructive urinary symptoms. Multivariate 
logistic regression, using the different definitions for sereening, determined the age- 
adjusted odds ratios (OR) and 95% confidence intervals (95% CI) that a man with 
prostate cancer had been screened with PSA. 

Results: We analyzed 45 cancer cases, mean age 68.0 years (SD = 6.9), median PSA 
of 10.6 ng/mi; and 199 controls, mean age of 59.2 years (SD = 10.7), median PSA of 
0.9 ng/ml. Seventy-three (29.9%) had benign urinary symptoms, 62 (25.4%) had an 
abnormal DRE, and 46 (18.9%) previously had a biopsy or elevated PSA. Cases were 
significantly less likely than controls to undergo either definite (6.7% vs. 60.3%, p < 
0.0001), definite and likely (33.3% vs. 68.4%, p < 0.0001) or definite, likely, and 
possible screening (44.4 % vs. 81.9%, p < 0.0001). The adjusted OR for definite 
screening was 0.05 (95% CI 0.002 - 0.97), for definite and likely screening, OR = 0.34 
(0.18- 0.65), and for definite, likely, and possible screening, OR = 0.25 (0.14 - 0.46). 

Conclusions: Prostate cancer patients were significantly less likely than controls to 
have undergone a screening PSA, regardless of tho definition of screening. However, 
changing the definition affected the rate of screening in cases more than in controls and 
substantially altered the odds ratios for screening. PSA testing must be appropriately 
classified in observational studies to avoid biasing estimates for the efficacy of 
screening. 

PATIENT'S AWARENESS OF RISK ASSOCIATED WITH THERAPY FOR 
LOCALIZED PROSTATE CANCER. ES Holmboe and JC Conceto. Robert Wood 
Johnson Clinical Scholars Program. Yale University, New Haven, CT, and West Haven 
VA Medical Center, West Havan, CT. 

Without convincingevidance to favor one therapy over another for localized prostate 
cancer, men must ma~e a therapeutic decision based on I~rsonal preference,.., . 
incorporating information about the potential benefits and risks associatea wire eacn 
treatment. The purpose of this study was to investigate men's understandin~.,of the risks 
associated with their choice oftrcatment for either radical prostatectomy.LKrJ, 
radioactive "seeds" or brechy~, erapy (BT), or external bemn (EB) rod] .atlon. . 

Methods: Men who chose either RP, BT, or EB for newly o tagno.s~ i m2altzeo 
prostate cancer from .June 1.997 to March 1998 were j~rospeftlvely Identlfie!:l ~om art 
pa_thologY reports at the Yale-New Haven ano west Haven veteran's nnsplm s..As p 
of a stud), on pati_'ent decision-making, a structured questionnaire was used to interview 
men in person after theyhad made a treatment choice but before actual recetpt of the 
treatment. Men were asked open-ended questions about potential side effects or 
complications that might occur with thei/chosen treatment. For each response, the~l 
were also asked to estimate the probability of occurrence ("percent chance"), for all 
men who received that treatment, using five categories: < 5 %, 5-10%, 11-25%, 26- 
50%, or > 50%. Patients were also asked what sources of non-physlctan mmrmatlon 
(e.g., pamphlets, books, etc.) they used to help with the~tr decision, and whether they, 
knew a fa/nily member or friend with prostate cancer, spearman correlation was usee 
for statistical analysis. 

Results: Among 102 men interviewed, 87 (85%) chose one of the 3 "main" 
tr~---'~'Kts: 20 RP, 52 EB, and 15 EB. The mean age was 65.6 ye ,ors., 91% were. 
Caucasian, and 60% had at least some college education. llae mcolan numocr otnon- 
physician sources of information sources used was 3, and 68 men knew someone with 
prostate cancer. For RP 17 (85%o) and 20 000%) men reported that impotence and 
incontinence, respectively, were possible complications. Estimates oftSe probability 
varied widely: from <5% (n=8, 40%) to >50% (n=3, 15%) for incontinence and from < 
5% (n=l 5%) to >50% (n=7, 35%) for impotence. Only 2 men (10%) each mentioned 
rectal injury, infection, or venous thrombosis as possible complications: For BT, 17 
(33%) and 19 (37%) men reported incontinence and impotence, respectively, as 
possible complications. The majority of BT patients estimated the probabihty of 
incontinence (n=12, 80%) and tmpotenee (n--9 53%) to be less than 10%. Other 
complications noted were cystitis (n--4, 8%) and proctitis (n--9, 17%). For EB, the two 
most commonly cited complications were proctitls (n=10 67%)and impotence (n=8, 
53%) Only 5 03%) patients provided an e~timate of the probability for proctitis, with 
estiniates l:anglngfro'm <5 to > 50%. Other potential EB complications roe j~3rted were 
incontinence (n=~, 33%), cystitis (n=3, 20 ~), and ureth~l, injury (n = l, 7 ~). No . 
significant association was found between assessment OIrlSK and type or amount or 
information used, or knowing an acquaintance with prostate cancer, f 

Conclusions: Despite a high level of education, use of multiple sources o 
n ~ a n d  know ng someone with the disease these men's understanding of the 

spec tic risks associated with their chosen treatment varied widely. Regardless of actual 
rates of side effects and complications, our findings raise questions concerning what 
information about r sk men are receiving, how they receive the information and what 
they desire to know about risk. Physicians treating men with prostate cancer shoul 
encourage frank discussions of risk. 

AFRICAN-AMERICAN MEN ARE AT INCREASED RISK FOR PRESENTING 
WITH CLINICALLY ADVANCED PROSTATE CANCER: RESULTS FROM THE 
PROSTATE CANCER OUTCOMES STUDY. RM H o f ~ ,  WC Hunt, FD Gilliland. 
Division of General In~ma} Medicine, Albuquerque VAMC; Epidemiology and 
Cancer Control Program and New Mexico Tumor Registry, University of New Mexico 
Health Sciences Center, Albuquerque, NM. Department of Preventive Medicine, 
University of Southern California, Los Angeles, CA. 

African-American men have a higher incidence of prostate cancer than white men 
and are more likely to present with clinically advanced disease. We used data from the 
population-based Prostate Cancer Outcomes Study (PCOS) to determine whether race 
was a significant risk factor after adjusting for demographic, socioeconomic, and 
clinical variables. 

Methods: The Prostate Cancer Outcome Study evaluated 3830 incident cases of 
prostate cancer reported in 6 regional Surveillance, Epidemiology, and End Results 
(SEER) programs between October l, 1994 and October 31, 1995. African-American 
and Hispanic men, as well as men less than age 60, wero oversampled. Our analysis 
was restricted to subjects with data from medical records abstraction and self- 
administered marled questionnaires. Multivariate logistic regression was used to 
determine the association between race and presenting with clinically advanced (Stage 
T4) prostate cancer adjusted for age, region of the country, marital status, income, 
insurance, education, employment, previous PSA testing, urinary symptoms, and 
medical comorbidity. The data presented have been weighted to reflect the overall 
distribution of prostate cancer cases in the SEER areas. 

Results: The 3175 eligible subjects had an average age of 66.7 years (SD= 8.7); 
68.9% were non-Hispanic white, 17.0% African-American, and 14.0% Hispanic. 
Clinically advanced disease was found in 244 (7.7%) cases. In univatiate analysis, 
African-American men had a significantly increased risk for presenting with clinically 
advanced disease: OR = 1.87 (95% CI 1.33 - 2.64). After adjusting for demographic., 
socio-economic, and clinical variables, African-American men were at even higher 
risk, OR = 2.58 (95% CI 1.60 - 4.14). Other significant variables were previous PSA 
testing (OR = 0.63, 95% CI 0.43 - 0.91), public insurance vs. any private insurance 
(OR = 1.83, 95% CI 1.14 - 2.93), being unemployed vs. working or being retired (OR 
= 2.44, 95%CI 1.07 - 5.58), and having symptoms of urinary frequency (OR = 2.10, 
95%CI 1.42-3.11). 

Conclusions: African-American men were at increased risk for presenting with 
clinically advanced prostate cancer, suggesting that they may have more biologically 
aggressive tumors. Having public insurance, being unemployed, and having no record 
of previous PSA testing were also related to clinically advanced disease, suggesting 
that access to care is an important determinant of clinical stage at presentation. 

ALCOHOL W r l T I D R A W A L  TREATMENT:  K E Y  CLI/,4-ICAL 
P A T H W A Y  VERSUS SYMPTOM TRIGGERED.  N Honz, M 
Earnest, P Parsons, J Ritvo, PS Mehler. Departments o f  Quality 
Improvement ,  Medicine, Psychiatry and General Internal Medicine, 

Denver  Health Medical Center. 
The successful treatment o f  the alcohol withdrawal syndrome can be 

accomplished either through a symptom-triggered approach, wherein 

sedatives are only administered if  there are a clinical indications, or 
according to a standardized key clinical pathway (KCP). Our large 
pubfic hospital recently reinstituted the (KCP) approach. The purpose 
o f  this study is to determine whether the symptom-triggered or KCP 
approach is most efficacious. Sixty-one historical control patients 
admitted during the s~me t ime period with the primary diagnosis o f  
alcohol withdrawal, age, and sex matched, and treated by the symptom- 
triggered approach were  compared with 53 primary alcohol withdrawal 
patients treated with a new alcohol withdrawal KCP. The mean doses 
o f  the long-noting benzodiazepine, clorazepate, were not significantly 
different between the historical group (119.54 nag) and the KCP group 
(150.19 nag) (I>=.18). Usage  o f  intravenous lorazepam was also 
similar, as was the average time for receiving medications.. The 
historical group used more  oral lorazepam (4.71 mg  v. 2.5 nag) (p < 
.037). O f  those patients requiring ICU care, the KCP group had a 
trend towards a longer stay in the intensive care unit (4.45 days v. 6.71 
days; p = .072). There  were  no cost savings associated with the KCP 
as the charges in this group were  higher than the historical control 
group ($8,427 v. $7,773; p = .05). There  was  a trend towards less 
usage o f  antipsychotic medications in the KCP group (p = .092) and for 
less falls in the control group (p = .099). The  usage o f  restraints was 
less in the KCP group (p = .044). Symptom-triggered treatment for 
alcohol withdrawal should not be dismissed as an effective mode o f  
treatment in favor o f  a KCP approach, although other potential benefits 
o f a  KCP approach were  not directly investigated. 
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CHRONIC LOW BACK PAIN IN PATIENTS WITH PREMATURE 
ATHEROSCLEROTIC OCCLUSIVE DISEASE OF THE CAROTID OR 
PERIPHERAL CIRCULATIONS. CA Hornan~ and PJ Levy. University of Louisville 
School of Medicine, Division of General internal Medicine, Louisville, KY and Cente~ 
for Hypertension and Vascular Disease, Wake Forest University School of Medicine, 
Winston Salem, NC. 

Chronic low back pain is a major debilitating condition affecting millions of 
Americans and costing many milfioas of dollars in lost wages, reduced productivity ant 
diminished quality of life. In addition, countless millions are spent annually on over- 
the-enunter pain medications, chiropratic services and surgical interventions. We 
studied 138 (86 Male, 52 Female) consecutive patients less than 50 years of age (Mean 
45.7; Std. Dee. 4.3; Range 26 to 50) presenting for evaluation of premature 
atherosclerotic occlusive disease of the carotid or lower extremity circulation. We 
noted that a high proportion of these patients (N = 40; 29%) reported a history of 
chronic low back pain (Median 5 years; range <1 to 22 years) and that only half of the 
40 patients had a history of lower back umuna with or without lower back surgery 
(N=I0). The remaining 20 patients without a history of tranma or surgery had no 
apparent etiology for their chronic low back pain. These patients comprise the 'case' 
group in oar analysis. The 'control' group is 94 patients who reported no history of 
back Wauma or surgery end denied chronic low back pain. All data were collected 
retrospectively. 

There were no significant differences between cases and controls in age (44. I vs. 
46.0), gender (50% vs. 68% male) or body mass index (28.7 vs. 26.7). Severe (i.e., 
270% stenosis) infrarenal aortic disease was statistically associated with low back pain 
with and odds of 5.03 ( p = 0.005; 95% CI: 1.69-15.01). Significant disease in the 
inferior mesenteric, common iliac or internal iliac tended to be associated with an 
increased likelihood of low back pain but these odds ratios were not signific~t (i.e., p > 
0.05). In contrast, significant stenosis in arteries oftbe legs tended to be negatively 
associated with low back pain. A logistic regression model was created to assess the 
independent effects age, gender, body mas~ index and significant stenosis in these 
arteries on the presence of chrunic low back pain. Increasing age was found to be 
protective (OR ffi 0.85; p = 0.009; 95% CI = 0.75 to 0.96) while increases in body mass 
index were associated with greater risk of chronic low back pain (OR = 1.1 I; p = 0.028; 
95% CI = 1.01 to 1.21). Most notably, stenosis of 70% or greater in the infrareual aorta 
was associated with a nearly 8 times greater risk of chronic low back pain (OR = 7.67; p 
= 0.002; 95% CI = 2. I 1 to 27.95). These findings suggest that it is prudent to explore a 
vascular etiology for chronic low back pain in patients in the 30 to 50 age range and 
particularly in those patients who are smokers or who have other established risk factors 
for atherosclerotic vascular disease. 

IDENTIFICATION OF INDIVIDUALS WITH UNTREATED DEPRESSION 
THROUGH THE INTERNET. T Houston. L Cooper-Patrick, J Kalm*, H Vu, D 
Ford. Division o f  Oeeeral Internal Medicine, Johns Hopkins Medical 
Institutions. Baltimore, MD. *lntelihealth. Blue Bell. PA. 

Introduction: Between 25% and 50°,6 of  those with major depression are not 
receiving treatment. The intemet is becoming an accepted source of  health 
information, and might be used to encourage treatment seeking among persons 
with depressive symptoms. 

Purpose: To determine prevalence o f  no prior diagnosis/treatment among 
persons with a high score on an interoet-based depression screening test, and to 
compare undiagnosad and diagnosed persons with respect to presence of  
comorbidities, preferences for treatment and fear of stigma. 

Methods: The Centers for the Epidemiological Study o f  Depression (CES-D) 
scale was used to screen for depression on an active general health web site 
(lntelihealth.com). Users that scored above 22 on the CES-D, a high cutpoint, 
were considered to have major depression. Persons with high CES-D were 
recommended to seek a medical opinion and asked to complete a survey which 
could be printed and taken to a physician. Responses to the CES-D and survey 
were anonymously compiled over the first month after posting. 

Results: The CES-D was completed 5,582 times within the month and 
47%(2.650) were considered depressad(CES-D > 22). 39% (1,025/2,650) of  
those with depression had never been told they had the diagnosis or been treated. 
Undiagnosed depressed persons were more likely than diagnosed depressed 
persons to report problem drinking, Odds Ratio(OR) = 1.44(95%C1 1.20-1.75); 
less likely to report anxiety, OR .63(.54-.75); more oRen preferred counseling 
OR 1.55 ( 1.34-1.80); less often preferred drug treatment, OR 0.58(.50-.67); and 
were more likely to misclassify antidepressant drugs as addictive, OR 1.69(I.44- 
2.00). These undiagnosed depressed persons were more likely than previously 
diagnosed patients to report that if diagnosed: they would be embarrassed if  their 
friends found out, OR 2.06(I .75-2.42), their employer would be upset if he knew, 
OR 1.65( 1.40-1.95), and they would have difficulty accepting the diagnosis o f  
depression (OR 2.49, (1.67-3.72)). 

Conclusion: An interoet site appears to be an effective way of  identifying large 
numbers of  previously undiagnosed persons with depression. Interventions 
should address barriers to diagnosis such as comorbidities, stigma and fear of  
antidepressant medication treatment. 

THE PROJECTED PREVALENCE OF DIABETES MELLITUS IN THE 
INCARCERATED POPULATION. (~A Hornung. RB Greifinger and WP McKiuney. 
University of Louisville School of Medicine, Division of General Internal Medicine, 
Louisville, KY and Dobbs Ferry, NY. 

Approximately 1.6 million parsons are incarcerated in US prisons and jails. Just over 
1 million are housed in state prisons with an additional 91,000 in the Federal prison 
system. Local jails house approximately 500,000 individuals. Little is known about the 
prevalence of chronic diseases in this population. Still less is known about the impact 
on the community when inmates with chronic diseases, particularly those whose disease 
is undiagnosed, untreated or under-Ueated, are released. In the absence of accarate 
prevalence data, we projected the age, race and gender specific prevalence rates of 
diabetes mellitus (DM) and number of inmates with DM and abnormal glucose 
metabolism in the incarcerated population using the NHANES llI data. We analyzed 
data fi'om the adult questionnaire as well as the laboratory results for respondents in the 
lowest qua~ile of socio-economic status surveyed by NHANES IlI under the 
assumption that this group provides the best available approximation of the inmate 
population. Rates calculated from this group were applied to the prison population. 

Nearly 154,000 inmates (96.2/K) are predicted to have abnormal glucose metabolism 
(i.e., ~ 110 mg/di) with half of these having values ~ 126 mg/di (46.2/K) and 43,500 
(27.2/K) having values ~ 140 mg/dl. Rates are predicted to be highest in the federal 
prison system (141/K) followed by state prisons (96.9/K) and local jails (86.5/K). 
However, 63% of the cases of abnormal glucose metabolism are predicted to be in state 
prisons and 28% in lecal jails. Rates of DM (i.e., ~ 126 mg/dl) are predicted to be 
highest among Hispanic females (64. I/K) and lowest among non-Hispanic white 
women (33.2/K). Nevertheless, the single largest group of more than 23,000 with 
abnormal glucose metabolism is non-Hispanic black males in state prisons (52.7/K). 

Not all state prisons and probably few local jails adequately screen inmates for DM 
and those that do are likely to have followed older clinical guidelines (i.e.; ~ 140 
mg/dl). The old guidelines, even if applied appropriately to all inmates, would mean 
that at least 30,000 cases of DM are undiaghosed including some 15,000 non-Hispanic 
black males, 7,000 non-Hispanic white males and 5,500 Hispanic males. 

Further, few state prisons or Ioual jails provide discharge planning for inmates with 
chronic disease or routinely provide inmates with a supply of medicatiun upon their 
release into the community. The undiagnnsed inmate with DM and those with 
inadequate management within the prison setting coupled with an absence of continuity 
of care upon release creates a significant threat to inmate health and potemial burden to 
the community. Our estimates, although based upon prevalence in a low socio- 
economic group, an economic background common among inmates, probably 
underestimates the true nrevalence of this chronic disease. 

TENNIS, FOOTBALL AND RISK OF CARDIOVASCULAR DISEASE. 
T Houston. LA Mead, DE Ford, F Brancati, L Cooper-Patrick, DM Levine, MJ 
Klag. Division of  General Internal Medicine, Johns Hopkins Medical 
Institutions, Baltimore, MD. 

In t roduct ion:  Tennis, an aerobic sport, may impart a lower risk of  
cardiovascular disease (CVD) than football, a less aerobic sport, and may be 
easier to continue throughout adulthood because it is an individual sport. 

Purpose:  To compare incidence o f  CVD during a median follow-up of  40 
years in young-tennis and foothall-players (mean age 22 yrs) and to determine 
whether type o f  sport activity predicts midlife level of  physical activity. 

Methods:  Prospective cohort study o f  1026 white male medical students. 
Self-reported ability in sports prior to medical school was recorded as none, 
poor/fair (low), or good/excellent (high). CVD was defined as coronary heart 
disease, stroke, or peripbeml vascular disease. CVD incidence was assessed by 
annual questionnaires, review of  medical records and death certificates. 
Response rates were approximately 90% during follow-up through 1995 and 
vital status was  known for >99% of  the cohort. Physical activity was assessed 
in 1978 (mean age 48 yrs) using the Harvard Alumni Questionnaire and 
characterized as episodes o f  vigorous activities per week. 

Results: 251 tennis players and 319 football players reported good/excellent 
ability prior to medical school. At 40 years of  follow-up in Kaplan-Meier 
analysis, overall CVD incidence (95% CI) was 24% (21-27%). CVD incidence 
declined progressively with higher levels of  tennis ability from 37% in men with 
no tennis ability, 23% in low, and 17% in the high ability men ( p= 0.0003). In 
contrast, CVD incidence did not vary across groups o f  foothall ability: 22% in 
none, 22% in low, and 26°,6 in the high group (p---0.6). After adjnstment f o r  
father's occupation, parental incidence o f  CVD during follow-up, and baseline 
age, number o f  cigarettes smoked, body mass index, blood pressure, and serum 
cholesterol in proportional hazards analysis, the risk of  developing CVD was 
25% lower in the high compared to the no ability tennis group (p--0.035). In 
analyses excluding men who developed CVD prior to 1978 and adjusting for 
age, tennis ability at age 22 years predicted greater midlife physical activity 
(Odds ratio (OR) 3.7 for high, p<0.001; OR 2.1 for low, p<0.001, reference 
group no ability) while high and low football ability did not (both p>0.2). 

Conclusion: These results suggest that greater self-reported ability in tennis, 
but not football, in early adulthood is associated with a lower incidence of  CVD 
that is mediated in part by greater maintenance o f  physical activity in midlife. 
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THERAPY FOR ERECTILE DYSFUNCTION: PATIENT EXPERIENCE 1N A 
PRIMARY CARE SETTING. K H0yt, F Gadici, CL Karmen, S Warshafsky, L 
Osvath, and SJ Peterson, Division of General Internal Medicine, Department of 
Medicine, New York Medical College, Valhalla, NY. 

Purpose. To assess the experience of patients receiving an oral agent for erectile 
dysfunction, sildeuaffl citrate. 

Methods. Primmy care physicians contacted patients for whom sildennfil citrate 
had been prescribed. Patients were asked whether the gender of their physician 
influenced their willingness to discuss the problem of sex-ual dysfimctinn, and 
whether they had ever discussed this problem before sildenafil citrate became 
available. The influence of  the media in its presenta~on of this medication and the 
effect of health insurance benefits were explored. The efficacy of  die medication and 
side effects were assessed. Permission to interview sexual partners was requested. 

RemlB. Of 29 patients contacted, 26 were interviewed. Mean age is 65 years and 
education level 15.1 ycats. SL~O~ecn patients are marnecL 2 single, and 8 divorced. 
Nineteen are Caucasian, 5 African-American, 1 Hispanic and 1 Asian. All are 
heterosexual. Twenty patients received their prescriptions from internists. Seventeen 
patients seek medical care from a male physician, and 9 from female physicians. 
Four patients felt that physician gender influenced their willingness to discuss the 
problem of impotence, while 22 did not. Fourteen had discussed difficolty with 
erectile dysfunction with a physician before the availability of  this drug and 12 had 
not. Only 5 patients had tried other therapies for impotence; 21 had not. All of the 
patients first learned of this medication from the media or advertisements" none first 
learned of the medication from a physician. Fourteen patients felt that presentation by 
the media made it easier to discuss the problem with a physician, while 12 did not. 
Nineteen of the 26 patients who received a prescription took the medication; 
seventeen men achieved erection, 16 orgasm, and 18 sexual gratification. Two 
patients complained of headache and 5 of unspecifiod adverse effects. Health 
insurance benefits did not cover the cost of the medication in 23 patients, and 9 
patients felt that cost constraints would affect their decision to use file medication 
again. Nine patients permitted sexual partners to be interviewed. 

Conclusions. The availability of  a new therapy and its presentation by the media 
Ires brought the problem of male erectile dysfunction to the attention of patients and 
physicians who may have been reluctant to discuss this condition before. Physician 
gender did not influence patients' decision to discuss this problem, althoogh most of 
the patients interviewed receive their medical care from male physicians. Almost all 
of the patients who took the medication noted improvement in sexaml experience with 
few adverse effects. Patients who receive a prescription for sildeuafil citrate do not 
ahvays take it; cost constraints may be only one of the reasons. Few patients allowed 
their sexuai partners to he interviewed. 

PROMOTING INFLUENZA VACCINATION OF DIABETIC PATIENTS. 
JP Hum~ir, S Gneddi, and H Stalder, Department of Community Medicine, Geneva 
University Hospital, Geneva, Switzerland. 
Background: Despite its efficacy, influenza vaccination levels remain low among 

people at high risk of  complications. Since 1996, a community-wide campaign 
involving primmy care providers has been launched each fall in Geneva to promote 
influenza vaccination of high-risk people, including diabetics. This study examines 
influenza immunization rates of diahetic patients attending an academic primary 
care center and the impact o fa  multifaceted intervention on vaccination coverage. 
Methods: This pre-/post-intervention study included 137 and 120 patients with 

diabetes mollitns who consulted in the last trimester 1995 and 1996 respectively. 
93 ~ e s  aRended during both periods. The intervention combined multiple 
strategies: patient information by leaflets and posters, a training workshop for 
physicians, chart reminders, regular peer comparison feedback on vaccination 
peffommnc¢ standardized procedures and a walk-in immunization clinic. Data 
worn collected from the computerized billing system, review of medical records and 
appointment books to t t w ~ a ~  influenza vaccination coverage and covariates. 
Results: Influenza vaccination of  diabetic patients increased globally from 2 !.9% 

to 57.5% (odds ratio (OR~4.8 [95% confidence interval (CI): 2.8-8.3]). Initial 
immunization rates were 20 to 30% in most sob-groups, except for diabetics with a 
lung disease (46.7%). During the intervention, the vaccination coverage of diabetic 
patients improved significantly to reach 50 to 70% in most sub-groups. Vaccine 
uptake particularly increased among diabetics with a pulmonary disease (84.6%; 
OR=6.3 [95% CI: 1.02-38.6]), Swiss nationals (69.6°/~ OR=7.8 [95% CI: 3.5- 
17.5]) and those aged 65 and over (67.3%; OR=6.7 [95% C[: 2.8-15.8]). A 
multivariate analysis confi=mod tho independent e.ffoct of intervention on influenza 
vaccination for the 93 diab~ics attending before and during the campaign (adjusted 
OR=5.9 [95% CI: 1.9-18.7]), as well as for the 71 patients consulting in a single 
trimester (adjusted OR--4.8 [95% CI: 1. f-21.1 ]). 
Conclusion: Influenza vaccination of  diabetic patients attending in primary care 

was initially low but increased after an intervention combining multiple strategies 
directed at patients, physicians, practice orgamzation and the community. The 
largest impact was observed among diahetics with another risk factor for influenza 
complications. Implementation of maltifacated interventions promoting influenza 
vaccination should he considered for all groups of  high risk-patients and tested by 
randomized controlled trials in various primary care settings. 

PATIENTS' VIEWS OF THE HOSPITALIST SYSTEM. M Hrubv. SZ Pantilat, and 
B Lo, University of Califomia, San Francisco, San Francisco, CA. 

Increasingly, hospltalists, rather than pdmaw care physicians (PCPs), are caring 
for inpatients. Hospitalist systems create a discontinuity in care when patients are 
sickest. While such systems may reduce length of stay and cut costs with equal 
or hatter outcomes, little is known about patients' views of the hospitalist system. 

We completed a cross-sectional survey to determine hospitalized patients' 
views of a hospltaliat system. We conducted face-to-face interviews with 
inpatienta admitted to the c a m  of hospitalists on a general medical service in a 
teaching hospital who stayed in the hospital for longer than one day. We 
surveyed the relatives of patients who were too ill to participate or who did not 
speak English. We completed 85 interviews, 73 with patients and 12 with 
relatives. 

Overall, 87% (74/85) of patients had a PCP. Of these, one third (23/74) of 
patients had some contact with their PCP while in the hospital, and 65% were 
very satisfied with the contact. Sixteen patients received a visit from their PCP 
and seven a phone call. There was a trend towards higher satisfaction in patients 
with some contact. Of patients with a PCP, 61% (45/74) knew that 
communication had occurred halween their inpatient and pnmary care physicians 
and of these patients, 93% (42/45) were satisfied with this communication. The 
overwhelming majority of patients, (90%, 66/73) thought their PCP had 
information that the hospital team should know, and 84"/= (61/73) thought their 
hospltalist had information that the PCP should know. Patients generally had 
positive opinions of the hospitaliat system. Most patients agreed that hospitalists 
are mere skilled (74%) and more available to inpatiants (89%) than clinic doctors. 
However, 65% patients also agreed that they received better care from doctors 
they had known a long time compared to doctors they had just met, and 73% had 
mere trust in doctors they had known a long time. Patients' opinions regarding 
hospitalists did not differ according to their education, age, gender, or ethnicity. 
We asked patients their preferences for the involvement of the PCP in two 
scenarios. Over half (56%) felt the PCP should discuss with the patient choices 
between medical and surgical management, and 42% believed that the PCP 
rather than the hospltaliat should tell a hospitalized patient the diagnosis of 
cencA3r. 

Patients on i hcepltalist service value contact with their PCP and good 
communication hatween the PCP and the hospital doctors. Patients also want 
their PCP available to discuss important clinical information and decisions. The 
best hoapitalkR systems will incorporate these patient values into their structures. 

DEPRESSION CAUSES SUBSTANTIAL PERMANENT WORK DISABILITY IN 
THE UNITED STATES. N HuE~xt. EP McCarthy, RB Davis, LI  l¢~zonL Beth Israel 
Dancone~ Medical Center, Harvard  Medical School, Boston, MA 

BACKGROUND: Depression contributes to substantial morbidity .and lost productivity. 
Many people who state they are permansnfly unable to work also report major depression or 
depressive symptoms alone without a major mental disorder. We investigated how often 
depression causes permanent inability to work. 

METHODS: We used data from the National Health Interview Survey, a nationally 
representative sampling of non-institutionalized, civilian, U.S. residentS. The 1994 NHIS 
disability supplement asked whether "mental or emotional problem(s)" caused permanent 
work disability (WD). Major depression (MaiD) was defined by self-report of major 
depression or depressed mood and loss of interest in activities for > 2 weeks within the last 
year. Those who reported being frequently depressed or anxious without concurrent major 
psychiatric illness v,~ce considered to have depressive symptoms (DSx). For all working- 
age (18-64yo) respondents (63,896 persons), we used multivariable logistic regression to 
find independent associations with WD controlling for MaiD, DSx, and tim following: age; 
sex; race; education; living alone; use of mobility aids; ADL/IADL status; and physical 
functional limitation (PFL), measured as "a lot of difficulty" or inability to lift, bend, wa l l  
stand, reach, or get around at home. We calculated the proportion of WE) caused by mental 
or emotional problems. We used Taylor series lieearization for U.S. population estimates. 

RESULTS: In this working-age population, the mean age was 38 years, 52% were male, 
and 76% were white; 6.0% reported WD, while 1.7% reported MajD and 3.6% reported 
DSx. After adjusting for all other factors including physical limitations, the odds ratio for 
reporting WD was 8.8 aad 3.9 for people with MajD and DSx, respectively. Overall, 22% 
of those who reported WD claimed a mental or emotional cause for their inabifit 7 to work. 

Variable % of tot. with WD Crude OR Adj. OR (95% CI) "Mental cause" 

MajD 11% 11.6 8.8 (7.0-11.2) 71% 

DSx 18% 7.9 3.9 (3.3-4.7) 33% 

Of the estimated 9.5 million working-age U.S. residents with self-reported permanent work 
disability, these results indicate that major depression causes inability to work among 
750,000 ( l l x  0.71=7.9%), while depressive symptomatology causes inability to work in 
another 560,000 (18 x 0.33=5.9%). 

CONCLUSION: Major depression and depressive symptoms are significantly associated 
~th permanent inability to work, controlling for many other factors. Over one fifth of all 
persons unable to work and 71% of those with major depression who cannot work cite 
emotional problems as the cause. Intensive screening for and tream~nt of depression and 
other mental illnesses among persons with work disability may improve their ability to work. 
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MORTALITY AMONG HOMELESS MEN IN TORONTO, ONTARIO 
S.I~JlmLU.w.~g, Inner City Health Program, St. Michael's Hospital, 
Toronto, Ontario, Canada. 

Purpose: To determine mortality rates among homeless men in 
Toronto, Ontario, and to,compare these rates to that o f  the general 
population of  Toronto and homeless men in Boston. 

Methods: We compiled a database of  men who used homeless shelters 
in Toronto in 1995. Toronto's Community Services Department, which 
administers the financing of  all shelters in the city, maintains a master 
file that assigns a non-nominal unique identifier to each shelter user. We 
obtained the name and date of  birth of  93% of  the men in the master file 
by matching unique identifiers to registration dam from each homeless 
shelter. Deaths were ascertained by searching Ontario death certificate 
records for the years 1995-1997. We calculated mortality rates (deaths 
per 100,000 person-years of  observation) and rate ratios in comparison to 
mortality rates in the general population of  Toronto and published data 
for homeless men in Boston, adjusted for race. 

Results: We identified 196 deaths among 8426 men aged 18-64 over a 
mean observation period of  2.6 years. 
Age Range (years) 18-24 
MoRality rate 341 
Rate ratio - Toronto homeless vs. 0.6 
Boston homeless (95% CI) (0.2-1.7) 
Rate ratio - Toronto homeless vs. 6.7 
Toronto population (95% C1) (3.1-14.6) 
Rate ratio - Boston homeless vs. 5.9 
Boston population (95% CI) (2.1-17.0) 

25-44  45-64  

677  1600 

0.5 0 .7  
(0.4-0.6) (0.5-0.9) 

3.8 2.2 
(3.1-4.6) (1.7-2.8) 

3.0 1.6 
(2.6-3.5) (1.3-1.8) 

Conclusions: Homeless men in Toronto have mortality rates that are 
30-50% lower than that observed among homeless men in Boston. 
Compared to the city's general population, however, homeless men in 
Toronto experience an excess mortality ratio very similar to that seen in 
Boston. 

SHORT-TERM INCIDENCE OF MAJOR/FATAL HEMORRHAGE AMONG 
OUTPATIENTS TAKING WARFARIN WITH AN INTERNATIONAL 
NORMALIZED RATIO (INR) >6.0. EM Hvlek. y Chang, L Henault, H Heiman, 
M Sheehan, DE Singer. General Medicine Division, Massachusetts General Hospital, 
Harvard Medical School, Boston, MA. 

Warfarin is highly effective in preventing thromboembolism. Its major toxicity is 
hemorrhage, the risk of  which increases with 1NR level. Data on the rate of  major 
hemorrhage attributable to an episode of  excessive anticoagulation would help guide 
the management of  elevated INRs in the outpatient setting. 
Methods: Outpatients in our anticoagulation unit were followed prospectively, 
April 1995-March 1996. Patients had to be taking warfarin for >1 month and 
have an INR target range of  2-3 (total n=2216). Consecutive outpatients with INR >6 
were identified and compared to a randomly selected concurrent set of  controls whose 
INR was in range. Major hemorrhage was defined as fatal, intracranial, or requiring 
hospitalization with transfusion of>=2 units of  blond. The Kaplan-Meier method was 
used to calculate the risk and the Wilcoxon test was used to compare groups. 
Results: Two-weak follow-up was obtained on 100% of cases (n=116) and controls 
(n=268). The mean INR for eases was 8.1 (range 6.1-29.8). Patients did not differ in 
age, sex, indication, or length of  warfarin therapy. Of the 116 patients with an 
INR >6, five sustained a major hemorrhage (2 fatal) during the 14-day follow-up period 
(4.3%; 1.4-9.8) compared to none of  the controls, p <0.001. 
Conelusinns: Outpatients with INR >6 face a small but significant short-term risk of  
major hemorrhage. Our results reinforce the need to keep patients' anticoagulation 
with/n the target range. Intervention with phytonadione warrants study. 
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IMPACT OF AGE ON THE RATE OF DECLINE OF THE INTERNATIONAL 
NORMALIZED RATIO (INR) IN ANTICOAGULATED PATIENTS WITH INR >6. 
EM HyleE SJ Skates, L Henault, DE Singer. General Medicine Division, 
Maasachosetts General Hospital, Harvard Medical School, Boston, MA. 

Risk of  hemorrhage on warfarin is strongly associated with high INR levels. 
Improved understanding of  the determinants of  the rate of  normalization of  INR level 
following an episode of  extreme elevation would help guide management. 
Methods: Outpatients were followed prospectively in our anticoagulation therapy unit 
from April 1995-March 1996. Eligible patients were those taking warfarin for >l  month 
with INR target of  2-3 (n=2216). Consecutive outpatients with INR >6 were identified. 
The rate of  INR decay was determined for the subset of  patients who had an INR drawn 
after 2 daily doses were held and prior to resumption o f  a reduced warfarin dose. 
Independent predictors of  the decay slope were sought with linear regression models. 
Results: Of  116 patients identified with an D4R >6, }05 had follow-up outpatient 
INRs, and 55 (52%) had the INR drawn after holding 2 sequential days' dose. The 
rate of  INR decline over the first 48 hours was highly variable (figure). Increasing age 

o;o ~ o~ 0;5 ,;o ,~  ,.2, ,j~ 2;0 
was significantly associated with slower return to target INR (p=.01) in models that 
included terms for weekly dose of  warfarin, entry INR, number of  medications, length 
of  thesspy, weight, and sex. Given a warfarin dose of  10 nag per week, model predicted 
INR half-lives by age were: 70, 2.7 days; 80, 3.7 days; 90, 5.9 days. Larger usual dose 
of  warfarin predicted more rapid remm to target. 
Conclusion: Elderly patients, particularly those sensitive to warfarin, take longer to 
return to target levels following an episode of  INR >6. This subset of  patients may 
warrant more aggressive intervention such as supplementation with vitamin K. 

CHARACTERISTICS AND OUTCOMES OF WOMEN UNDERGOING 
HYSTERECTOMIES IN VA FACILITIES. F Weaver, D Hynes, D Inonlit9, W CUlL B 
Thakkar, and J Gibbs, Midwest Center for Health Services and Policy Research, Hines 
VA Hospital, Hines, IL. 

Purpose: The objectives of  this research are to: describe and examine the relationship 
between sociodemographic, preoperative risk, structure and process characteristics and 
outcomes of  woman undergoing hysterectomies at VAMCs using multivariate modeling 
techniques. 

Methods: This study is a secondary analysis of  the National Surgical Quality 
Improvement Program OqSQIP) database. All hysterectomy prosedmt~ (vaginal, 
abdominal and lapmscopic-ussisted) collected by the NSQIP between FY92 and FY97 
were selected. The NSQIP contains data on 62 preoperative risk and demographic 
characteristics, four process, and23 outcome variables. We supplemented the NSQIP 
with data from the VA's Patient Treatment File for readmission data, pathology reports 
fi'om sites, and facility characteristic data. Data from these sources were merged on 
patient identifiers and procedure date. Any hospitalizations that occurred within one year 
of  the procedure were captured. Outcomes ofimerest include: postoperative length of  
Stay, morbidity within 30 days (i.e., one or more of  21 complications monitored by the 
HSQIp), and any readmissions that occurred us a result of  a complication of  the 
procedure within one year post surgery. Complications were defined by an expert panel 
of  surgenns who identified relevant diagnostic codes and assigned a time period within 
which the diagnosis would be considered a complication. 

Results: Over a six year period, VA performed 1,758 hysterectomies. The majority 
were for abdominal hysterectomies (75%), whereas 22% were vaginal, and less than 4% 
were laprnscopic-assisted. The most frequent indications for surgery included 
leinmyomes of  the uterus (3 I%), bleeding problems (16%), and endomelriosis (10%). 
Women were predominately white (64%); with an average age of  42.8 years, and a 
minority were married (37%). Preoperatively, 40% of these women were smokers, 14e  
had a history of  hypertension requiring medications, and 5% were frequent alcohol users. 
The mean length of  stay was 4.2 days (sd=-3.7) and almost 9 0  experienced one or more 
of  the 21 complications defined by the NSQIP within 30 days of  the procedure. Thirty- 
six radical hysterectomies were excluded from further analysis due to the uniqueness of  
these cases. Logistic regression modeling of  30-day morbidity identified 6 significant 
predictors, including impaired functional status, current smoker, alcohol use within two 
weeks of  admission, dyspnea, and infection, as well as, longer operation times were 
essociated with greater probability of  morbidity (c-index=0.673). 

Conclusions: Research on hysterectomy outcomes have focused on single outcomes 
and limited'examination of  preoperative characteristics. This work examining multiple 
preoperative characteristics and outcomes indicates that risky health behaviors and poorer 
health status prior to surgery were significant predictors of  30-day morbidity. 
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A R E T R O S P E C T I V E  S T U D Y  O F  63 C A S E S  OF PATIENTS W H O  
U N D E R W E N T  T R A N S J U G U L A R  L I V E R  BIOPSY ( T J B )  
M. J. Iqbal, D.C. Wolf ,  G. Rozenbli t .  N e w  York  Medical ,  V a l h a l l a ,  
New York  
P u r p o s e :  For  m a n y  pat ients  wi th  l iver disease,  the tradit ional  
percutaneous  approach  is cont ra indica ted  because  o f  coagulopath ies  
and ascites, bo th  o f  w h i c h  are c o m m o n  sequelae o f  decreased hepat ic  
synthet ic  function. The purpose  o f  this s tudy was  to evaluate the safety 
and eff icacy o f  t rans jugular  l iver b iopsy  in such  patients at a Univers i ty  
hospital.  
M e t h o d s :  The char ts  o f  all pat ients  who  underwent  TJB dur ing  the 
months  o f  M a y  1995- N o v e m b e r  1998 were  reviewed. There  were  no 
exclusion criteria. A total o f  63 pat ients  were  included. The fol lowing 
parameters  were  used to analyze  the data: indication for  the TJB, 
compl ica t ions  o f  the p rocedure  ( i f  any) ,  and  adequacy  o f  t issue yield.  
Resul ts :  O f  the 63 patients,  25 were  male  and 38 were  female. The  
mean  patient  age  was  48.3 years  ( range  7-79yrs) .  47 were  inpatients 
(one-third o f  these were  cri t ical  care  settings) and  the remain ing  16 
were  outpatients.  The  indicat ions for TJB were  coagulopa thy  ( 5 7 % ) ,  
ascites (8 %), coagu lopa thy  and  asci tes(12%),  and  others,  such  as 
obesi ty,  other  anci l lary procedures  being done,  failure o f  percutaneous  
approach,  agi tated or  uncoopera t ive  patient  for percutaneous  approach  
(23%). Adequate  t issue was  obtained in 100% o f  patients. The total 
number  o f  procedure  related complicat ions  were  8 ( in 8 different 
pa t ients ) .  6 compl ica t ions  were  considered minor  ( small  hematoma,  
pain at b iopsy  site, numbness  inipsilaterai arm) and 2 were  considered 
ma jo r  ( perforat ion o f  l iver capsule,  hemobil ia) .  There were  no deaths  
as a direct  result  o f  a TJB. 
Conc lus ions :  TJB is a relat ively safe and  uncompl ica ted  procedure  
with an adequate  t issue yield and  can  even be performed in patients 
with advanced  manifes ta t ions  o f  l iver disease who  m a y  not  be  able to 

tolerate the percutaneous  approach.  

TREATMENT OF FUNCTIONAL GASTROINTESTINAL DISORDERS WITH 
ANTI-DEPRESSANTS: A META-ANALYSIS. JL Jackson. PG O'Malley, G. 
Tomkins, E. Baldso, J Santoro, K. Kreenke Dept of Medicine, USUHS, Bethesda, MD. 

Functional gastrointestinal disorders are common and account for up to 50% of 
referrals to gastroenterologists. A number of randomized controlled trials have 
evaluated antidepressant therapy efficacy in functional gastrointestinal disorders. 
Methods Meta-analysis of English-language, randomized clinical trials. 
Resnlts Eleven trials were identified, eight focusing exclusively on irritable bowel 
syndrome (IBS), one including both IBS and nonulcer dyspepsia (NED), and two 
studying just NOD. Tricyclic antidepressants were used in most (9/11), with mianserin 
studied in two. Included studies had moderate quality scores. Data were abstractable 
from all eleven studies: dichotomous (symptom improvement) in seven, continuous 
(pain score) in nine. The dichotomous data were found to be homogenous (Z z =6.7, 
df=6; p=0.35), without evidence of publication bias (p=0.46) and were combined using 
a fixed-effects model (Mantel Haenszel). The continuous data were inhomogenous, (X z 
= 18.7, dr=8; p=0.02), without publication bias (p=0.08) and were combined using a 
random-effects model (DerSimonian and Laird). The summary odds ratio for 
improvement (dichotomous) with antidepressant therapy was 4.4 (95% CI: 2.5-7.7), 
with the standardized mean improvement in pain score -0.91 standard deviations (95% 
CI: -I.23,-0.6). Meta-regression found no effect of study quality scores, particular 
antidepressant or symptom-type. 

Odds Ratio 
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Conclusion Treatment of functional gastrointestinal disorders with tricyclic 
antidepressants appears to be effective. Patients were more than four times as likely to 
report improvement, with an average reduction in pain scores of 0.91 standard deviation 
units. Whether this is independent of an effect on depression can not be determined. 

CERVICAL CANCER SCREENING AMONG CAMBODIAN IMMIGRANT 
WOMEN: THE SIGNIFICANCE OF TRADITIONAL HEALTH BELIEFS 
Carey Jackson, Kamolthip Chitnarong, Paularita Seng, Vicky Taylor, Beti Thompson. 
University of Washington and Fred Hutchinson Cancer Research Center in Seattle, WA. 

Objective: Cambodian women am among the Southeast Asian immigrants known to 
have the highest rates of cervical cancer in the United States (35/100,000 compared 
to 8/100,000 for non-Latina whites). Cambodian women have low rates of cervical 
cancer screening (Yi, 1996) validating the apparent aversion to Pap testing well known 
to clinicians providing primary care to this immigrant community. Cultural and social 
practices that might explain the resistance to Pap testing have not been well described. 
We undertook an ethnographic study among Cambodian refugees to identify traditional 
practices thought to sustain gynecologic health and to understand the cultural 
significance of common gynecologic symptoms. 
Methods: We interviewed a network sample of 68 women individually and in groups. 

Interviews were unstructured, U'anslated on-site, audio-taped, and later transcribed for 
review and coding by 6 independent coders. We derived a model of Cambodian 
gynecologic health and illness from the qualitative data. We validated this model throug~ 
focus group review, and by a population based in-person survey (n-=413, response 
rate=89% among reachable elig~le households). 
Results: Respondents described a detailed model of gynecologic health that begins 

in the peri-partom period and becomes critical post-pmlum. Failure to observe 
preventive recommendations and taboos during this time can result in chronic 
gynecologio illnesses that include cancer. Conversely, according to this model women 
who observe these traditional recommendations and who are asymptomatic have little 
risk nf cervical cancer. In contrast, uterine prolapse is of real concern to Cambodian 
women, and is considered a precursor of uterine inflammation and cancer. Cambodian 
women also identified linguistic and social barriers to care such as lack of'interpreters, 
female providers, child cam, and transportation. 

The population based survey validated these findings. Eighty nine percent of the 
women validated the traditional model and confirmed the relevance of traditional 
illnesses and preventive measures for gynecologic health. 

Conclusions: Cambodian immigrant women have a rich tradition of gynecologic 
illness prevention and health promotion that does not include Pap testing. This model 
of health and illness is in operation for women long after relocation to this country. 
Traditional health beliefs and practices, lack of interpreters, and limited resources all 
play a roll in the willingness of Cambodian women to undergo cervical cancer screening. 
Physicians providing primary care to women in the Cambodian community may want to 
become familiar with key health beliefs and practices that influence health care decisions 

THE IMPACT OF ADEQUATE INTERPRETER SERVICES ON HEALTH CARE 
DELIVERY TO LlbtlTED ENGLISH-SPEAKING PATIENTS. 
EA Jacobs*, DS Laudstdale, DO MeRzer, JM Shorey**, W Lovinson, 
RA Thisted. *Cook County Hospital & Rush Medical College, Chicago, IL, 
University of Chicago, Chicago, IL, ** Harvaxd Pilgrim Health Care, Boston, MA. 

Communication between physician and patient is critical to the provision of medical 
care. Mere than 32 milfion US residents may not benefit from this fundamental 
interac~on because they have limited English-speaking skills. Interpreter services have 
been the standard solution to overcoming these language bun'iers to access to medical 
care, yet the impact and benefit of these services has not been damonsWatec[ We 
hypothesized that a program of adequate interpreter services would improve delivery of 
health care services to limited English proficient (LEP) patients. 

We conducted a 2-year historical cohort study of adult members of a large staff 
model HMO where new, comprehensive interpreter services for Spanish and 
P o r t u g u e s e - ~ n  S patients were iml~emented at the beginning of the second year. 
In year l, LEP patients received the usual ad hoc interpreter services. In year 2, LEP 
patients who spoke Spanish or Portu~ese received the new comprehensive interpreter 
services. Two groups of patients who were continuously enrolled over the 2-year 
period were stucSed: an interpreter service group (ISG) consisting of members who 
used the new services at least once during year 2 and a comparison group (CG) 
consisting of a 10% random f4tmple of all other members who had contact with a health 
center at least once during year 2. Data were abstracted from the HMO's 
~lminiqlllfiv¢ ~ and included demographic information, use of preventive 
services, health care contact pattern (outpatient, inpatient, ED), and counts of 
prescriptions written and filled. Service use rates were calculated for year 1 and year 2 
in both the ISG and the CG. 

We found an overall increase in utilization of all services over time in both Stoops, a 
~enerally greater increase in use of preventive services in the ISG, and a significantly 
greater increase in utilization of office visits, weseriptions written and prescriptions 
filled in the ISG as compared to the CG. The inereuse in the number of office visits 
made in the ISG was 1.75/person/yr over the study period, compared to 0.70/perann/yr 
in the CG (p<8.00 for differenco). Tbe num~r  of i~:scrit~ons written for the ISG 
increased by 1.17/petsen/yr relative to O.53/person/yr in the CG (p<O.00) and the 
n ~  of pt'escril~ons filled for the ISG increused by 2.38/pcrsoo/yr relative to 
0.87/persen/yr ia the CG (p<O.00). We have found that comlxebensive, professional 
interpreter se~vicos increase quantifiable measures of health care delivery, suggesting 
that these sexvi¢¢s can be shown to ia~uve  health eate delivery for limited ~ngti~,h. 
ap~t4,~ 
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IMPROVING ACCESS TO MAMMOGRAPHY IN AN OUTPATIENT 
RESIDENCY SEITING: DOES SAME-DAY MAMMOGRAPHY IMPROVE 
COMPLIANCE? CL Karme~. RJ Stack, D Kombert, B Wetmur, N Latterman, and 
SJ Peterson, Departments of Medicine and Radiology, New York Medical College, 
ValhalhL N'Y. 

Purpose. Although breast cancer screening reduces mortality, breast cancer 
screening techniques are underutilized in minority and low-income populations. 
Barriers to manunography include access-related factors such as inconvenience and 
lack of time. In the Adult Primary Care Center (APCC) of Westchester Medical 
Center, medical residents participate in a continuity clinic where patients are seen 
regardless of ability to pay. In a prior study, we found that 73% of mammograms 
recommended were completed. In this study, we attempt to improve the accessibility 
to mammography by offering the option of having the mammogram done on the same 
day as the physician appointment. 

Methods. At the conclusion of the physician visit, patients for whom a 
mammogram was ordered were offered the option of having the mammogram done 
on the same day or on an alternate day, and an appointment was scheduled for each 
patient. Information was gathered concerning the mode of transportation patients 
used to travel to the hospital whether the padent agreed to the same-day appointment, 
and if noL the reasons the mammogtmn was not done. All patients for whom a 
mammogram was recommended in a four-month period were enrolled in the study 
group. 

Results. Of 123 patients referred for mantmography, 49 patients agreed to have the 
m,'munogram done on the same day. end 74 were scheduled for another day. Twenty- 
five of those 74 patients could not have the study done on the same day because they 
attended the clinic in the evening when mammography services are not available. Of 
rite remaining 49 who did not stay, most stated that it was too late in the day or 
needed to leave the hospital for another reason. Forty-ulne patients agreed to same- 
day mammography, but only 19 had the mammogram done the same day. Many of 
the patients decided not to stay once the mammogram had been awangad because of 
time restraints. Forty-seven patients traveled to rite hospital by car. and 76 by public 
transportation. Twenty-two/47 (44%) of patients traveling by car agreed to same-day 
manrmography, while 27/76 (36%) who traveled by public transportation agreed. 
Eighty-six of 123 (69%) women initially referred eventually did have a mammogram. 
while 37 did not. 

Conclusions. Despite individualized attention to scheduling, patient compliance 
with recommended manunography did not improve during the study period. Offering 
mammography on the same day as the physician visit did not increase the number of 
mammograms done. There were, however, obstacles to arranging mammograms, 
even when the patient agreed. Transportation issues may affect patient compliance. 

THE IMPACT OF OBESITY ON HEALTH-RELATED QUALITY OF LIFE 
(HRQOL) IN PATIENTS WITH CHRONIC ILLNESS. D.A.Ka~ CA MnHomey, RL 
Atkinson. Dept of Medicine, University of Wisconsin, Madison, Wl 

While the association between obesity and increased morbidity and mortality is well 
established, it is less clear whether mild to moderate levels of obesity are independent 
determinants of HRQOL. 

To address this issue, we analyzed baseline questionnaires of 2931 pts in the 
Medical Outcomes Study (MOS) who had at least one of five MD-identified chronic 
conditions (hypertension, diabetes, congestive heart failure, myocardial infarction, or 
depression) and height and weight data (to calculate body mass index, BMI). Using 
NCHS criteria, obesity was coded as a d~mmy variable (for men: mild 24-27.8, rood 
27.8-34, severe >34, where <24 kg/m was reference category; cutoff values for 
women were 0.5 BMI units lower). We used multiple linear regression to identify the 
association between BMI and SF-36 scores (0-100 scale), adjusting for demographics, 
health habits, medical conditions, and depression. We also examined the association 
between BM[ and sleep disturbance (measured using a validated 6-item questionnaire). 

The prevalence of mild, mad and severe obesity was 30, 29, and 15%. Obese pts 
were more likely to have hypertension, diabetes, ostenarthritis, back pain, and 
depression. The graph shows the 
adjusted decrement in HRQOL 
scores for mod and severe obesity, 
relative to pts without obesity. 
Mild obesity did not reduce 
HRQOL significantly. Sleep 
disturbance was significantly 
greater in rood-severe obese vs. 
non-obese pts (p<0.05). Mad- 
severely obese women tended to 
show larger decrements in PF, RP, ~' ~ 
VIT, and SOC scores, as shown by e , m ~ , ~  m~t.-,aemvt'x ~ 0 e , ~  ~.0~, ~nmi hsm. ~.,,.,A~'. (Gt fg, ~/y  (V~ ~xid tr.cem (SOC:~ nCa- 
analysis of interaction between e , = ~ X m d , , ~ t a ~ 0 a 0 . ~ t , w ~ { c t * 3 m  
gender and BMI. omv~,o,m,,t~ o ~ ( ~  

Moderate and severe obesity were independently associated with worsened HRQOL 
esp. in women, even after adjustment for comorbid obesity-related complications. 
Effects on physical function and vitality were comparable to those of other chronic 
conditions. Our analysis supports current national standards for defining obesity and 
suggests that population-based strategies to reduce obesity have potential to 
significantly improve HRQOL even at moderate levels of obesity. 

C O L O N  C A N C E R  S C R E E N I N G  IN W O M E N  W I T H  H I S T O R Y  OF 
B R E A S T  CANCER.  CL Karmen ,  A. Hsieh, B. Dworkin ,  and  SJ 
Peterson, Divisions o f  Genera l  Internal  Medicine  and Gast roenterology,  
N e w  York  Medical  College,  Valhalla,  NY. 

Purpose .  Previous  studies have  shown  increased prevalence o f  colon 
cancer  in w o m e n  with  his tory  o f  breast  cancer,  while  others  have not. 
In this study, w e  at tempt  to clarify the association be tween breast  
cancer  and colorectal  neoplasm.  

Methods .  The reports  o f  690  w o m e n  who  underwent  co lonoscopy  
dur ing a two-year  per iod were  reviewed retrospectively. Thir ty- three 
patients with his tory o f  breas t  cancer  were  identified. Five age -matched  
cases for  each index case were  reviewed as control. Control cases were  
excluded i f  there was  pr ior  history o f  colorectal  neoplasm or  
in f lammatory  bowel  disease. High-r isk  polyps  were  defined as three or  
more  adenomas,  vil lous adenomas  or  polyps larger  than 2 cm. 

Results .  

I Any  Polyp Present  
Adenomas  Present  

[ High Risk Po lyps  
Cancer  o f  the Colon 
Age  (~,ears) 

Breast  Ca (N=33) 
I I (33%) 

505%) 
3 (9%) 
3 (9%) 

63.1 + 9.4 

Control  (N=165) 
68 (41%) 
31 (19%) 
25 (15%) 

5 (3%) 
63.4 + 9.2 

Family  His tory  o f  12% 12% 
Colon Cancer  
History o f  o ther  Cancer  9 %  8 %  

Conc lus ion .  W o m e n  with  his tory o f  breast  cancer  are no more  l ikely 
to have adenomous  polyps,  high-risk polyps  o r  colon cancer  than age-  
matched controls.  The  incidence o f  colon cancer  in this g r o u p  is 
higher,  however ,  than that o f  the general  population.  These data  
suggest  that  screening co lonoscopy  be r ecommended  to these patients. 

PHYSICIANS' MISINTERPRETATION OF THE MEANING OF DNR ORDERS. 
JA Kat~ ["IH Lin, AS Stelmle and NS Weager, Harbor/UCLA Medical Center, 
Torrance, CA and UCLA Doparanent of Medicine, Los Angeles, CA. 

Objective: Do not resuscitate (DNR) orders are essential to guide care of ~ionsly 
ill patients. Despite increasing use, many physicians are reluctant to use DNR orders 
and they often are assigned late in the course of cara. To better understand obstacles to 
DNP, order use, we examined how physicians rated the appropristene~ of common 
medical treatments for a patient with a DNR order, and evaluated variation of ratings 
among internal medicine residents and generalist and specialist attending physicians. 

Methods: For patients with several clinical conditions, respondents rated the 
appropriateness of nine interventions: intensive care unit admission (ICU), 
cardiopulmonary resuscitation (CPR), intubation, pulmonary artery catheter (PAC) 
insertion, vnsoprassors (VP), antibiotics (ABX), total parnnteral nutrition (TPN), blood 
transfusion (RBC), and bemodialysis (Ill)). One of the conditions was a patient with a 
DNR order. Responses were rated on a five point scale from very appropriate (1) to 
very inappropriate (5). We compared the proportion of raspondents rating 
interventions as inappropriate (4 or 5) among resident and attending groups. 

Results: Ninety-six percent of residents (65/68) and 73%, of attendings ( 176/241 ) 
responded to the survey. Nearly all physicians rated CPR and intubntion as 
inappropriate for a patient with a DNR order. More invasive interventions were more 
oftea rated inappropriate for a patient with a DNR order: PAC 59%, VP 46%, ICU 
45*, lID 44%, TPN 33*, RBC 18%, end ABX 13%. Overall, subspecialL~t favored 
fewer interventions for a patient with a DNR order than generalists, and residents chose 
the most treatments. Groups differed most on appropriateness ratings for the least 
invnsive interventions. For example: ABX were rated inappropriate by 2% of 
residents, 16% of general intemi.~t, 21% of cardioloshts end 36% of 
gastreenterologists. RBC wns rated inapwopriata by 3% of rasident& 2 |% of general 
internists, 29% of caediologists, and 0,5°/0 of gnstroenterologists. HI3 was rated 
inappropriate by only 15% of nephrologist& compared with 38% of generalists and 
54% of subspecialists. Of  all subspecialty groups, cardiologists and gastroenterologists 
favored the fewest interventions for a patient with a DNR order. 

Conclusion: Many physicians perceive that common interventions are inappropriate 
for a patient with a DNR order and this perception is predominant among several 
specialist groups that care for seriously ill patients. This attitude may lead to rasi.~mce 
to provide treatments to patients with DNR orders, to insiatence that DNR orders be 
reversed prior to procedures, end to underntilization of DNR orders. Attending and 
resident physicians demonstrated important misunderstandings in the int=,t,l~;attion of 
DNR orden that may be amenable to educational intervention. 
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IMMEDIATE THROMBOLYTIC THERAPY VERSUS DELAYED PRIMARY 
ANGIOPLASTY: MODELING TIME INTERVAL TO TI-~RAPEUATIC 
EQUIVALENCE, DM Kent, JL Griffith, HP Selker, Departments of Medicine, 
University of Michigan, Ann Arbor and New England Medical Centcr, Boston. 

Reestablishing coronary pcdusion in acute myocardial infarction (AMI) can be 
achieved pharmacologically with thrombolytic thcrapy ('1"1") or by primary 
angioplasty (PTCA). A recent meta-anaiysis often published trials indicated that 
FrCA was superior to TT, with a 30-day mortality of 4.4% compared to 6.5% for 
those who received "IT. The putative superiority of PTCA has created the 
following clinical dilemma: Is it acceptable to delay reperfusion for the time 
required for transport to PTCA-capable center when immediate T r  is available? 
With the goal of creating a decision-support tool that might be useful in this 
situation, we explored how "time interval to thefapoetic equivalence" (TITE), 
defined as the acceptable delay to PTCA when immediate 1"1" is available, might 
vary with specific patient charactcristics using The Thrombolytic Predictive 
Instrument frPI). 

The TPI employs validated logistic ragresaion equations to make patiant- 
specific prediction for outcomes in AM] with and without TT. For the purposes 
of predicting TITE, we assumed that PTCA has an incremental mortality 
reduction 33% grantcr than the mortality reduction predicted with thrombolysis. 
(This represents a conservative estimate based on the results of the meta-analysis 
and TPI predictions of thrombolyfic benefit.) H re. was defined as the delay in 
boers at which the mortality with PTCA is predicted to be equivalent to the 
mortality with immediate TT. 

We tested how TITE varied with different patient characteristics by generating 
predictions on a sample of 435 patients who received thrombolytic therapy as part 
of a prospective clinical trial. The average predicted "l'rll~ was 1.3 hr (range 0.3 
hr to 2.5 hr). Predicted TITE varied with patient characteristics, especially with 
time to presentation from symptom onset. Patients presenting between 3 and 4 hr 
after symptom onset had the longest predicted TITE. For patients presenting 
earlier, time is more critical and delays in reperfusion therapy have a large effect 
on mortality reduction. Latex, the difference in mortality between PTCA and 
thrombolysis were toe small to warrant long delays. A patient's predicted 
mortality risk had only a modest effect on TITE. 

Assuming a constant incremental benefit of PTCA relative to the predicted 
benefit of TT, our model predicts that the length of acceptable delays to PTCA 
vary with patient characteristics, particularly time to presentation. Further work 
is needed before this tool can be applied to make treatment decisions in the field. 

AFRICAN AMERICAN VETERANS WITH CORONARY ARTERY DISEASE 
REPORT WORSE HEALTH AND LESS SATISFACTION WITH CARE. CI Kinfe~ 
MB McDonell, DM Matin, SD Film. Dept of Medicine, University of Alabema at 
Birmingham, Birmingham, AL, and VA Puget Sound, Seattle, WA. 

Background: Racial differences in management of coronary artery disease (CAD) are 
well known but poorly understood. Several studies document less intense management 
of African Americans (AA) competed to Whites tWV), even within the Department of 
Veteran Affairs (DVA). We examined AA vs. W differences in self-reported health 
status and satisfaction among veterans with CAD. 

Methods: Cross-seetionai analysis of sorveys mailed to 38,642 General Internal 
Medicine Clinic patients at 7 VAs. Patients reporting CAD on an initial chccklist 
received follow-up surveys including: the Seattle Angina Questionnaire (SAQ); the 
Seattle Outpatient Satisfaction Questionnaire (SOSQ) which measures satisfaction with 
humanistic and organizational aspects of care; and the Medical Outcomes Study SF36. 
All scales were scored fi'om 0 (worst) to 100 (best). 

Results: 66% of patients responded to the baseline surveys; 4,204 (16.4%) classified 
themselves as AA, and 15,391 (63.5%) as W. AAs compared to Ws were younger 
(58.9 vs. 62.8 years), less likely to use non-VA health care (27.9% vs. 37.2%) or to be 
married (44.8% vs. 59.2%); more likely to have income below $10,000 09.9% vs. 
24.8%), to smoke 03.6% vs. 25.6%), and to screen positive for drinking problems 
(39.2% vs. 30.4%). AAs were also more likely to report diabetes (25.8% vs. 20.2%) 
and hypertension (65.4% vs. 52.0%), but less likely to report CAD (26.6% vs. 37.9O~); 
p<0.001 for all contrasts. CAD was reported by 9,287 patients (36%); 1,118 AAs, 
5,836 Ws and 2,333 other, and the contras~ between Ws and AAs reported above were 
also observed in CAD patients. Among CAD patients, 61.3% returned the SAQ SF36, 
and SOSQ. Statistically significant differences were: 

SF-36 SOSQ SAQ 
Vital- Emotnl Human- Organi- Phys Disease Satis- 
ity** Func** istic** zstnl** Func* Percept** faction** 
40.9 41.0 65.6 58.7 48.6 58.8 77.1 
35.2 54.7 74.3 64.2 52.4 64.1 84.4 

*.4.4 vs. W conlroat signi] Y: **p<O.OOL 
AAs and Ws did not differ on the other 6 SF36 scales at p<0.01, but AAs tended to 
score lower;, nor did they differ on angina frequency and stability. All significant 
differences persisted after adjufunent for age, income, education and marital status. 

Conclusions: Compared to Ws, AAs in this DVA sample had poorer socioeconomic 
circumstances, were merkedly less sathfied with all aspects of their care, and, for most 
measures, tended to have worse self-reported health status, both general and specific to 
CAD. These differences ~onined after edjustment for socioeconomic factors, and 
parallel differences in treatment observed in other studies. 

THE PREVALENCE AND HEALTH EFFECTS OF HUNGER IN AN 
ADULT EMERGENCY DEPARTMENT POPULATION. MA Kersey, 
MS Beran, N Lurie, M Biros, P McGovern, Hennepin County Medical 
Center and the Schools of Medicine and Public Health, University of 
Miuncsota~ Minneapolis, Minnesota 
Purpose: To determine the prevalence of hunger and food insecurity 
among patients using a large urban emergency department (ED), and to 
examine whether hunger has adverse health effects. Methods: Adult 
patients were surveyed during randomly selected shifts about hunger, 
needing to choose between buying food and medicine, and adverse 
health consequences of food inadequacy. Results: 297/302(98%) of  
eligible patients responded. 18% reported not having enough to eat at 
least once in the past 12 months. 14% reported they had "gotten sick" as 
a result of  choosing to buy food instead of medicine, resulting in an ED 
visit or hospital admission 50% of the time. Logistic regression 
indicated that independent predictors of  making choices to buy food vs 
medicine include having a chronic health condition (OR=2.56, 95% 
CI- 1.14-4.34), a reduction in food stamps (OR=2.24, 95% CI- 1.19-4.18), 

o 'income<S10,000 (OR=2.56, 95 ~ Ciffil.42-4.64), and cigarette use (OR- 
2.06,CI=1.17-3.64). Having had a reduction in food stamps was an 
independent predictor of  having had an ED visit or hospitalization as a 
result of  making choices about buying food instead of  medicine 
(OR=2.55, CI=1.002-6.47). Conelusion: ED patients in our urban 
setting have high rates of hunger and many must make choices between 
buy ing  food  and  medicine ,  of ten  resul t ing in o therwise  preventable  E D  
visits and  hospital izat ion.  Loss  or  reduct ion o f  food  s tamps  is associa ted  
not  on ly  wi th  increased h u n g e r  and  mak ing  choices  to buy  food  vs. 
medicine,  but  adverse  heal th  ou tcomes  as a resul t  o f  no t  be ing  able to  
a f ford  medicine.  Future  social  pol ic ies  should  cons ider  the relat ionship 
between food  suppor t  and  health.  

ALGORfrHM-BASED MANAGEMENT OF HYPERTENSION AND DIAB~['ES: 
PATIENT SATISFACTION, QUALITY OF LIFE, AND EFFECTIVENESS. CM 

LA P l m a v ~ ,  and IX3 Lkake~, Divisi~ of Medicine, D e p a ~ m t  of  General 
Intmml Medki~ The Cleveland Clink Foundation. C l~ lund ,  Ohio. 
MunagM~ hypestmslm und diabetes puses a labor-intemive challungn for health care 

pmvldm. Studies have dmmsmdzd the clinical effec~vunea of disease m u n q m e n t  
strategies by ~ for select condifiom. With physicim badmp, nurse 
gscetinam 04p@ usit~es speulac tresen~ egnrithms may be abte to minteia 
pa~ent s a ~ f a c t ~  sad self-mpo¢~ quality of  life without compromising clinical 
effuc~veM,, in palunts w~h hy~iun und ~ 

One h t m ~  fdty-seven adult patteats with both Type I1 diabetes melfi.,. (withoet 
clinkadly sptmeat und-mgnn damage) sad essential hypertemlun (stages I-II. using two 
er fewer medlcatims), were randomly uaigned to receive hypertemioa and diabetes 
care by m HP or to coaflaue ~ thek pt'tmmy a m  physicim (PCP). Each patiunt 
was foBewed fer 12 m~dhs. NP disease ~ m t  followed treatment alg~m~ts 
besed ~ gnldelines n~0m the Ameflcaa DJabates Associatiun and Joint National 
Cmnmiues V forthe Preve,Uioa, Detection, Evaluaflm,, and Treatmeat of High Blood 
przuum. Assessmem of  clinkal effecttvunea included overall chsnges t- bualine snd 
12. .ma~ H b A . m d  l¥1d profile (total cholesterol, HDL, LDL, and triglycedde) values. 
A u e m m ~  of I ~ k m  s a d s ~ c ~  aad quality of life included overall changes I,, the 
Group l-leulth Auoclafloa ofAmezMa's Cemuma Satisfaction Survey, SP-12 Health 
Surv~, und D~us Qua~ ofuru Sa~we ,urvey. 
Data for 133 patlmts cemplet~ tha prolp'am we~ available for analysis. Baseline 

dun,z,,d,t~ bemem the two SmWe dld not differ by agn (p-0.980), Sax~ 
(p=0-q~ race (~.I IT~ m- number of comarbld _c~___~om measured by the 
Clm'bm Commbld~ scem (p-0.674). Thau was a siSnificunt Inemuse in the Seneral 
mtlsfa,~oa domain of th, ~ survey fer the NP (me,n dif~reace - 7.4, 
p-0.031). The NP's ~ wm equsl to that ofphysicluns for sll other domalm 
b the m t i s b c t ~  m d  qun l~  of  nfo s u m ~  T a m  were no c l~ :a l ly  algnlflcm 
dlf~resces In l-lbAkand Upld profile values batwe~ patkat 8roul~ aMhou~h a 
,,atu,lcauy,lgn~:az da~me lamA,, (p-0.0~,~ iname'- mz. (p-o.o30) 
was o~erved amung ~use ~ by the NP. 

Patkat mtsfmiun und qual~ of life M pma~ed mnon8 patimts treated by an 
NP for hYimmuim md diebatm. The incs~mse in ovauil ~ muy reflect NP 
~ aus,~- pzlaz ~ f o a u m l  m a q m u ~  Wovla~ tv ~ ~ .  
Beause ~h~al e~b~h-s~_____ b m a ~  ~hls , ~  n~y m ~  a co~ anvfap 

amm~m en imbms wlth morn complez medlcal __'~,~_ ___ 
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SERUM LDL LEVELS ARE UNDERTREATED I N  PATIENTS 
U N D E R G O I N G  A R E P E A T  REVASCULARIZATION PROCEDURE 
Hani Kozman, Dennis  A. Tighe, James R. Cook. Baystate Medical 
Center, Springfield, M A  

For patients (pts) wi th  overt  atherosclerotic heart_disease an 
aggressive approach to  cholesterol reduction is recommended. 
Methods:  The adequacy o f  lipid therapy among pts referred for a repeat 
revascularization procedure was  evaluated in 60 conseeutivepts  (age 
63+11 yrs; 42 men, 18 women)  with prior revascularization (CABG or 
PTCA; median t ime 43 mos earlier) referred for an elective PTCA. No 
patient had an M I  in the proceeding 8 weeks. Twenty-one (35%) pts 
had their lipid therapy directed by a cardiologist (CARD) and 39 (65%) 
by a primary care physician (PCP). A lipid panel was obtained after an 
overnight fast at the P T C A  and compared to the earliest available 
fasting lipid profile (median 19 mos prior). Current lipid therapy was 
recorded. Resul ts :  Twenty- two (37%) pts had an LDL <100 mg/dl at 
the time of  the PTCA. Of  the 38 pts not at goal, 15 (39%) received no 
drug therapy, and 16/23 (70%) drug-treated pts were receiving a 
starting dose o f  medication only. When dichotomized by treating 
physician, 14/21 (67%) pts treated by CARD and 24/39 (62%) treated 
by PCP did not  achieve LDL goal (p=NS). Mean LDL for CARD pts 
was 108+27 mg/dl  versus 109+40 mg/dl for PCP pts (p=NS). ALDL 
was similar for CARD and PCP (28+45 vs 30~41 mg/dl). Among 
CARD, 4/14 (29%) pts not at goal were on no drug therapy and 8/10 
(80%) were  on starting doses. Similarly, among PCP 11/24 (46%) pts 
not at goal were  on no drug therapy and 8/13 (62%) were at starting 
dose only. 

Conclusions:  (1) Despi te  recommendations for aggressive LDL control, 
the majority pts having a repeat revascularization procedure do not have 
their LDL lowered to an optimum level. (2) CARD and PCP equally 
undertreat these high risk pts. 

THE I~FFIsCTIVENESS OF PRIMARY CORONARY ANGIOPLAS'IT 
VERSUS THROMBOLYTIC THERAPY FOR ELDERLY PATIENTS WITH 
ACUTE MYOCARDIAL INFARCTION. 
BE Land0n. ME Landmm, SL Norman& TJ Ryan, P Gaccioue, E Ga,admgnofi, BJ. 
McNeil. Division of General Medicine and Primary C.m~, Beth Israel Deaconess 
Medical Center, Dupafanent. of Heath Care Poficy, Hm-vard Medical School, Boston, 
MA. 
Background: In many centers, primary coronary angioplasty is increasingly 
becoming the treatment of choice for restoring coronary perfusion in patients who 
present with acute myocardial infarction. This has occurred even though data on its 
effectiveness are limited and long-term data are lacking. 
Methods: We compared short and long-term mortality for Medicate patients 
discharged aRer an acute myocardial infarction who presented to hospitals capable of 
performing angioplasty and were treated within 6 hours of preeentation with either 
primary angioplasty or thrombolysis. We cousn-ueted a propensity score for primary 
PTCA using all known clinical and site of care factors that might influence the 
treatment decision. We then used case-matching techniques based on the estimated 
probabilities to develop matched groups of l~tients (n= 1947 pairs) with similar 
propensity of receiving angiuplasty. 
Results: Patients treated with primary angioplasty had marginally significant lower 
in-hospital mortafity (OR .80; 95 percent confidence interval, .66 to .96) than patients 
treated with thrombolysis. This difference strengthened at 2 years (OR .79; .68 to 
.91). These results were consistent for mare than 10 additional samples that were 
drawn though the confidence limit for in-hospital mortality crossed one for several of 
the samples. There was also a trend toward decreased incidence of in-hospital stroke 
"n primary angiople 
Outcomes 

In-Hespitah 
Death 

ty patients (.73;. 
A~ioplasty 

(n=1947) 
(%) 
11.9 

Stroke 2.1 3.0 
Reinfarct/on 4.3 5.1 

2 years: 
Mortality • 22.3 

Conclusions: After adjustment for im 
we observed a clear long term mortalil 

8,1.11). 
Tnrombolys/s Odds Ratio P-value 

( ~ 1 9 4 ~  (9s% cl) 
(%) 
14.5 .80 (.66, .96) .016 

.73 (.48, 1.11) .06 

.94 (.70, 1.27) .98 

26.7 .79 (.68, .91) .002 
)ortant clinical and site of care characteristics, 

benefit for elderly AMI patients treated with 
primary angioplasty over thrombol sis in this observational study in the community 
setting. Our study supports a policy favoring primary angioplasty for patients who 
present to hospitals capable of administering either therapy. 

E L D E R L Y  C A N C E R  P A T I E N T S :  T R E A T M E N T  D E C I S I O N S  
JS Kutner; K Vu; SA Prindiville; TE Byers, Universi ty of  Colorado 
Health Sciences Center, Denver, CO. 

Purpose:  The objective was to examine factors influencing the 
decision to use adjuvant chemotherapy for stage HI colon cancer in 
elderly persons. 

Methods:  Patients age 65 years of  age and older who had 
undergone surgical resection for stage HI colon cancer in Colorado 
between August  1995 and December 1997 were identified by the 
statewide cancer registry (n=276). A questionnaire about the 
treatment decision making process was mailed to all patients for 
whom physician permission was granted (n=l19).  A similar 
questionnaire was sent to treating physicians. We explored 
determinants of  having receiving adjuvant chemotherapy and 
compared physician and patient rankings o f  influencing factors. 

Results: Ninety-two physicians (23% internal medicine, 12% 
family medicine, 37% surgery, 24% oncology) and 67 patients 
(mean age 76; 55% female) completed surveys. The major 
determinants of  receiving adjuvant chemotherapy were having seen 
an oncologist  (p--0.003), being younger (p=0.006), and being 
married (p=0.021). Physicians and patients differed in their views 
about the relative impact o f  various factors on treatment decisions. 
Physicians were more likely to rank co-morbid conditions (39.1% vs 
3%, p<0.001), and the medical literature (20.7% vs 4.5%, p=0.004) 
as important factors; while patients were more likely to rank 
physician opinion (73.1% vs 26.1%, p=0.001), family preference 
(31.3% vs 9.8%, p=0.001), and family burden (10.4% vs 2.2%, 
p=0.038). 

Conclusions:  Although patient age is an important determinant of  
the decision to use adjuvant chemotherapy, other factors are 
important, and the perspectives o f  physicians and patients differ 
regarding the relative importance of  these factors. 

THE EXPLOSION IN PAID HOME HEALTH CARE: ARE THE ADDITIONAL 
SERVICES GOLNG TO THOSE WITH GREATEST NEED? KM Lan2a, ME 
Chernew, SJ Katz. Department of Medicine and Department of Health Management 
and Policy, University of Michigan, Ann Arbor, MI. 

Medicare spending for home health care inereasod from $4 billion in 1990 to $19 
billion in 1997. To examine whether this explosive increase in funding was targeted 
to those with greatest disability and least social support, we used data from the Asset 
and Health Dynamics (AHEAD) Study, a national longitudinal survey of community- 
dwelling elderly aged 70 or older (N=7,443), to determine the likelihood of receiving 
any paid home care and the number of weekly hours of care, among the disabled 
elderly in 1993 and 1995. Logistic and OLS regression models were used to assess 
the association of receipt of paid home care with number of Activity of Dally Living 
(ADL) limitations and living alone (measures nf disability and social support, 
respectively) in 1995 as compared to 1993, controlling for sociodemographic 
measures, health status (cognitive impairment, recent hip fracture or stroke), receipt 
of informal home care from family, and any recent hospital or nursing home stay. 

In the 1993 baseline survey, 41% were disabled (reported difficulty or getting help 
with any ADL or Instrumental ADL), of whom 46% were married, 20% were 
unmarried and living with others, and 35% were unmarried and living alone. The 
sample of those unmarried and living alone (N= 1,073) was composed mostly of 
women (82%) and those with 3 or fewer ADL limitations (87%). In both 1993 and 
1995 about 12% of the study population used paid home care (users). By contrast, 
paid care per user increased dramatically between 1993 and 1995 from a mean of 23 
hours per week to 33 hours per week. Among users, weekly hours were significantly 
greater for those with greater disability (4 or more ADL limitations) in both 1993 
and 1995. However, growth in the use of paid home care was much greater for those 
who were unmarried and living with others (those with greater social support) 
compared to those who were unmarried and living alone. In 1993, those living alone 
received significantly more paid home care (24 hours per week vs. 15 hours for those 
living with others, p<.01), but by 1995 those living alone were receiving lass paid 
home care (30 hours vs. 40 hours for those living with others). 

Changes in Medicare payments policies for home health care services to the elderly 
were associated with a dramatic increase in the intensity of home services per user. 
This increase in paid home care services has gone disproportionately to those with 
greater social support. While such services may be providing some benefit to these 
less needy elderly and their families, policies that better target home care services to 
those with less social support may be a fairer and more efficient allocation of 
society's resources. 
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GLYCEMIC CONTROL IN ENGLISH-SPEAKING VERSUS SPANISH- 
SPEAKING ONLY LATINOS WITH TYPE 2 DIABETES MELLITUS. _ 
Lasater. J Boltax, B Jeffers, P Mehl~, Division of General Internal Medioine, 
Denver Health, Denver, Colorado. 

Background: Latinos are the fastest growing scgment of our pepulation, yet 
defining their uniqne health care needs has been poorly add~eme& Despite the 
increascd ~ e n c e  and severity of diabetes among Latinos (as compared to 
Caum~.'inn~), much remains unknown abom the ~ of genetics, 
acculturation, health care access, lifestyle, socioeconomic status and language 
hamel~. 
Objective: To determine whether inability to speak English adversely impacts 
glycemic control in Iattinos with type 2 diabetes mellitus. 
Methods: A reUospec~ve cohort aedy of 188 diagnosed type 2 diabetics, 
treated in a public hospital health care system, using hemoglobin A1C 
(HbAIC) values obtained for patients between June 1997, and December 1997, 
as a measure of control. Addirionel demographic (including language fluency) 
and health-related information were collected via a telephone su~ey. 
Participants were Lafino (confirmed by self-report), aged 35-70, and seen in the 
outpatient sct~ at least one time between 1995 and 1997. 
Results: Overall mean HbAIC values (x=9.0, range: 4.9-16.2) did not differ 
significantly l~-qween the two groups based on language fluency (I~--0.6702). 
There was a Uead toward de~usscd prevalence of inaulin use among Sp ani~h- 
s l ~ - ~  (ss) only pmims  (3o%) as compared to t~-zti~h-sl~king (ES) 
(42%, p~.080). SS were less likely to understand the labels on their 
presorilXicu bottles with 22% reporting no comp~hension at all verses 3% in 
ES (1~-0.001). In addition, SS had completed a mean of three years of 
schooling in contrasl to nine years (p=0.0001) of scbooling completed by ES 
Latinos. Thare was no significam diffeaen~ in the numb~ of hospitafizations 
or emergency depmmlent visits betweed the two groups. 
Conclusions: Although glycemic control in Latines was not adversely affected 
by languase fluency, other petential tmriers to ixovid~g qnatity care to s s  
diabetics were idantified. A high l~t,walenea of illiteracy (as defined by years of 
schooling completed) was found among our SS diabetics. This may mntribute 
to their reported diffac~dty in amk-~anding both the labels on their 
pres~,il~iOm and their providers. Future resea~h needs to focus on the 
opportunity which exists to improve the process of care for SS Lafinos. 

BENEFITS OF COMPUTERIZED GUIDED DOSING IN 
INPATIENTS WITH RENAL DYSFUNCTION. J Lee, GM 
Chertow, GJ Kuparman, R Lee, A Mekala, JJ Song, J Ko, J 
Fiskio, L Burdick, J Honky, AL Komaroff, DW Bates. Brigham 
and Women's Hospital, Boston. 

We built a special component of a computerized order envy 
program, Nephros, that guides medication dosing in renal 
dysfunction. The application estimated patients' creatinine 
clearance (CrCI) by Cockroft-Gault and, in cases of reduced 
CrCI, suggested art appropriate alteration in dose and frequency 
for specific nephrotoxic and/or renally cleared medications. 

We then evaluated if Nephros could improve dosing of these 
medications, reduce length of stay or lower pharmaceutical 
costs. The evaluation consisted of 4 alternating periods, each of 
which was 2 months long, and the study was conducted in one 
tertiary care hospital in which all orders are written on-line by 
physicians. During control periods, Nephros calculated and 
recorded, but did not report, CrCI data or dose/frequency 
alteration suggestions, while during intervention periods, 
suggestions regarding duse/froquency change were offered. 

The study population included 17,924 patients, who had 
103,942 medication orders written over the 4 periods. Of these, 
13% of orders triggered a dose change suggestion and 12% a 
frequency change suggestion. Nephros reduced the number of 
orders that exceeded the optimal dose for CrCI by 56% (from 
70% in intervention periods to 30% in control) and the number 
of orders that exceeded the optimal frequency by 61% (from 
72% to 28%; both p<0.001). LOS was reduced by 0.21 days 
(p=0.0001) and savings in key drug classes resulted in a 
projected annual savings of $515,000 for the hospital. 

These data suggest that this application which provided 
suggestions to physicians both improved quality and reduced 
the costs of care for patients with renal dysfunction. 

A SURVEY OF PATIENT NON-ADHERENCE TO POLYPHARMACY 
MEDICATIONS IN A COMMUNITY HEALTH CENTRE. A Catanie, S 
Wal|enius, ~ L e e .  Group Health Centre, Sault Ste Marie, and University o f  
Ottawa, Ontario, Canada. 

Polypharmacy, defined as having five or more prescription medications, is a 
potentially serious problem, particularly among the elderly. Polyphurmacy is 
associated with adverse events, which may be worsened by non-cumpliance. 
This study was designed to evaluate the extent of  the problem of  non- 
adherence, to determine potential reasons and propose solutiur~. 
Methods: Consecutive patients presenting at the local pharmacy for refills o f  
five or more chronic medioations were considered eligible, and were 
approached by telephone for informed ¢onsenL Study subjects were 
interviewed by a research assistant (RA) to gather data on knowledge and use 
of  presoribed medicutions. This were eruss-verified with the pharmacy records 
and then the patient charts were scrutinized by the RA to determine patient 
demographics, clinical cundition and charting of  pre~eription reeds. 
Results: From July 1997 to February 1998, 120 patients were identified and 64 
consented to thc study. Mcen nge was 65 years, with an averaga o f  9 
different medications, 13 different daily pills fi'om 2 different prescribing 
physicians. On average, these patients had at least two chronic czmditions and 
also took one over tbe cuunter (OTC) medication. 20/64 0 1 % )  patients took 
the incorreet dose o f  at least one medicution, while a further 35/64 (55%) 
admitted to being non-cumpliant with at least one medication. O f  the non- 
compliant patients, one- fifdi admitted to not taking even half o f  all their 
prescribed medications. Thus 64/64 (69%) either took to wrong dose or were 
non-onmpliant with at least one Inmc~bed medication. Only 10% of  clinic 
charts had all the medicatiom correctly listed and easily available. Non- 
adherence was pervasive and not correlated with age, sex, number o f  
prescribing provide~, number o f  pills, use o f  aids or number o f  chronic 
disorders. 
Conclusion: Patients with polypharmacy are frequently not adherent to their 
prescribed medications. This problem may be exacerbated by lack o f  proper 
charting o f  medications but the solutions will probably need to be multifaceted 
and require further study. 

RISK FACTORS FOR MAJOR CORONARY EVENTS AFTER ISCHEMIC 
STROKE AND TRANSIENT ISCHEMIC ATTACK. KM Lee, WN Keroan, CM 
Viscoli, LM Brass, PM San'el, RI Horwitz, Department of Medicine, Yale University 
School of Medicine, New Haven, CT. 

Background: Coronary artery disease is the leading cause of death among stroke 
survivors. Compared to age-matched controls, patients who have a transient ischemic 
attack (TIA) or ischemic stroke are at increased risk for fatal and non-fatal myocardial 
infarftion. To reduce coronary mortality and morbidity, clinicians might consider 
screening and treating stroke patients at highest risk. Unfortmmtely, no methods exist 
to identify high-risk patients. The purpose of this research was to identify risk factors 
for myocardial infarction or coronary death after a TIA or ischemic stroke and to create 
a risk stratification system. 

Methods: The pat/ents comprised 652 women eurolled in The Women's Estrngen 
for Stroke Trial, a double-blind, placebo controlled trial of esu'adiol for the prevention 
of r e c ~ t  stroke and death. All participants were over age 45, postmenupausal, and 
had experienced a TIA or non-disabling ischemic stroke within 90 days of enrollment. 
Follow-up was by telephone contact every three months and in-borne visits annually. 
The occurrence of myoeardial infarction (MI) was classified according to standard 
criteria using clinical, electrocardiographic, and serum creatinine kinase data. Coronary 
death was classified by World Health Organization criteria. 13 pre-specified baseline 
variables were examined in bivariate analysis for association with the occurrence of 
non-fatal MI or coronary death. Those variables with an unadjusted relative risk (RR) 
_>1.4 were fin'ther examined in Cox proportional hazards multivariable model. 

Results: Among 652 women, 39 (6%) had a non-fatal MI or coronary death durmg an 
average follow-up period of 3 years. Quantitatively significant baseline predictors of 
these events (relative risk >1.4) included: 1) carotid stenosis over 70°,6 (RRffi2.7), 2) 
congestive heart failure (2.4), 3) age over 70 years (RR=2.3), 4) prior MI (RR=I.6), 5) 
prior stroke (RRffil.6), 6) saoke for the index event (not TIA) (RR=1.5), 7) diabetes 
(RRffil.5), and 8) atrial fibrillation (Rg=l.4). In multivariable analysis, four of these 
eight variables were statistically significant (p<0.05): congestive heart failure (RR=2.6, 
p=0.02), carotid stenesis over 70% (RR=2.6, p-N).03), age over 70 years (RR=2.4, 
p=0.02), and diabetes (RRffi2.3, p=0.4). Event rates within three years of trial 
enrollment increased according to number of risk factors: 1% for no risk factors (130 
women), 8% for one or two factors (495 women), and 27% for three or four factors (27 
women) (p<0.001 by log rank test). 

Conclusion: In this cohort of postmenopausal women with cerebrovascolar disease, 
four clinical features influenced risk for major coronary events. If conftrmed, our 
findings may provide the basis for a directed intervention s~ategy to reduce coronary 
mortality and morbidity after TIA and ischemic stroke. 
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EFFECT OF OBESITY ON HEALTH SERVICES UTILIZATION IN THE ELDERLY. W. 
Lee. O. Can~nillo,  S. Mot~ A. Pablo~ S. Shen, NY Presbyterian Hospital, N Y ~  

Background: Among the elderly, data ~tgge~ that mild and moderate obesity is not 
associated with increased mortality. To date, there have been no studies describing the 
effect of obesity on health services utilization in this group. In this study we examine 
the relationship between obesity and hospitalization among the elderly. Methods: We 
analyzed data from the Medicare Cun'ent Beneficimy Sm'vey Cost end Use FHe, a 5 % 
randomly selected prospective cohort of Medicare beneficiaries from 1992-1994. 
Community dwelling subjects, nges 6 5 -  85, without a history of cencer were included 
in the analysis. Chi-square and t-test analyses were used to check for crude associations 
between body mass index (BMI) categories <20, 20-24.9, 25-29.9, 30-34.9, end >35 and 
nmaber of hospitsllzations end total number of haspitul days/pereou-yusr (py). We used 
linear regression (SAg) amou~g beaeficiarias followed for all three years to adjust for 
baseline differences in age, gender, educational sta~,, L race and smoking status. 
Results: 6,000 subjects with 16,443 person years were studied. Compared to subjects 
with BM120-24.9, patients with BM125-29.9 and 30-34.9 had a lower incidence of 
hospitalizations, relative risk 0tR)0.96 (95% Cotifidense interval [95%CI].90-1.02 ) and 
0.84 (95%CI .76-.93) respectively, while subjects with BMI>35 had increased 
hospitalization (RR 1.23, 95%CI 1.07-1.40). Hospitalization rates by BMI, though, 
varied by age. (Figure below) For hospital days, subjects with BMI of 25-29.9 had a 
meen of l.l I days/1000py, similar to I.I 3 days/1000py for BM120-24.9. Subjects with 
BM130-34.9 had n mean 0f3.57 days/1000py (p<.001), while throe with BMI>35 had a 
mean of ! 1.63 days/1000py (p<.001). Multivariate models showed subjects age<75 with 
BMI >35 tended to have a gream" number of hnspital days. (p<.05) For subjects 
age>75, BM130-35 was associated with decreased number of huspitul days end 
hospitalizations (p<.05). Conelnsions: The effect of ubesity on hospital utilization 
among the elderly is modified by age. For subjects age <75, obesity is associated with 
increased utilization, while it is associated with decreased utilization over age 75. 
Whether this is due to a Wotective effect of obesity or concurrent illness resulting in 
lower BMI will need to be examined in future studies. 
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GENETIC TESTING FOR BREAST CANCER SUSCEFrIBILITY: A 
POPULATION-BASED SURVEY OF THE ArrHu 'DES OF ASHKENAZI 
JE~.[SH WOMEN. LS Le hmannt, JC Weeks 2, N K]ar 2, JE Crarber 2. LGeneral 
Medicine Division, Massachusetts General Hospital, 2Dana-Farber Cencer Institute, 
Boston, MA. 

BACKGROUND: The total prevalence of tlm:e common mutations in BRCAI/2 
(breast cancer gene 1/2) is 2.3% among Ashkenazi Jewish women, compared with a 
0.16% frequency of all mutations among non-Jewish women. The relatively high 
prevalence of common mutations and the resultant lower cost of genetic tes~ng has 
raised the possibility of pupniation-based BRCA1/2 testing among Jewish women. We 
conducted a pupniation-based study in order to gain a better understanding of Jewish 
women's concerns about discrimination resulting from genetic testing and to 
determine the degree of interest in BRCAI/2 tasting. 

METHODS: We assessed the attitudes ofa pupulation-based sample of 200 Jewish 
women in Boston toward breast cancer susceptibility testing. Respondents 
participated in a 30 minute telephone interview to assess their conceras'about 
discrimination against Jews, attitudes toward prophylaotic mastectomy, and interest in 
BRCA]/2 testing. Ordinal logistic regression models were used to identify variables 
predictive of interest in genetic testing. 

RESULTS: The mean age of the sample was 46 years (range 18-69 years). 75% of 
women college graduates. 15% had no Jewish religious affiliation, 39% identified as 
Reform Jews, 32% Conservative, 1% Orthodox. 17% of women were concerned 
about genetic testing being offered to Jews; 52% said that genetio research on Jews 
was good for Jews; 42% felt it was neither good nor bad. 90% of women would do 
more frequent breast self exams and 89% would have more frequent mammograpby if 
they knew they had a mutation in 8RCAJ/2. 48% said they would be likely to have a 
prophylactic mastectomy if it would prolong their life by 2 years. 40% of respondents 
said they would be interested in being tested; 40% were not interested in testing; and 
20% were uncer~in. Interest in genetic testing was associated with the likelihood of 
having a prophylactic mastectomy (OR 2.1, 95% CI 1.2-3.6), valuing the possibility 
of detecting breast cancer at an earlier stage (OR 1.8, 95% CI 1.2-2.6), Jewish 
religious alTdiation (OR 1.5, 95% CI 1.2-2.0), and valuing information from a genetic 
test even without clear options for prevention (OR 1.2, 95% CI 1.1-1.3). 

CONCLUSIONS: Less than 20°./o of Boston Jewish women who participated jn this 
survey expressed concern about discrimination against Jews that may result from 
~enetic testing and research. Jewish women are, however, divided in their interest in 
3feast cancer susceptibility testing, interest m genetic testing was associated with the 
3erceived value of the information derived from the test m the individual and beliefs 
ibuut how the information affects the broader Jewish community. 

TEMPORAL TRENDS IN HEALTH CARE S~EKING BEEIAVIOR AMONG 
HIV-INFF~-rr~D PATIENTS: IMPACT OF EARLY IN'I'I~gVEINTION 
SERVICES. DW I.~hmJm, AJ Davidson end DL Colin. Denver Community Health 
Services and Denver Public Health, Denver Health, and University of Colorado 
Health Sciences Center, Denver, CO. 

Backgrotmd: Reasons for delay in health care seeking behavior (HCSB) among 
minorities and special populations after HIV diagnosis are numerous. Fedmally- 
funded HIV early intervention services (EIS) for these populatiom are intended to 
reduce financial harden, increase access and improve outcomes. More effective 
combination therapies have increased the perceived benefit of early HCSB. 

Objective: To compare time reported seropnsitive ([TITS], time from first HIV 
antibody test to EIS enrollment) as surrogate outcome measure for HCSB between 
subgroups. 

Setflng/Popuintion: Of 1252 EIS patients (pts), 628 identified a first positive 
(FP) ~ entibudy test between 1990-96. Minorities (i.e., Black and Hispanic) 
comprised 37 % of EIS pts vs. 25 % of Denver's HIV-infected population, 

Methods: Demographic, clinical, and psychosodal charact~=tics defined pt 
subgroups. Market penetration (MP) compared EIS HIV-infected pts to all 2648 
surveillance reported HIV-infected pts for a primary geographic area ([PGA], 
defined by ZIP codes) 8nrroirndlng ~ BiteS. 

Results: Among the 628 FP pus, EIS MP for women was 38% (of all PGA 
reported HIV-infected women), for white men 23%, for Black and Hispanic pts 
37%, and for injection drug users 0DU) 27%. Of 133 EIS pts ~ in 1990), 29% 
hadTRS<2month(mo)while50% hadTRS <12mo. Of 58EISpts(FPin 
1996), 59% had TRS < 2 mo (RR=2.0, CI= 1.4-2.8) and 90% had TRS < 12 mo 
(RR= 1.8, CI = 1.5-2.2). White men comprised 55% of all EIS pts; among those 
with FPin 1990, 47% had TRS < 12too; this increased to 96% for FP in 1996 
(RR=2.1, CI=1.6-2.6). Comparing FPin 1990 to 1996, earlier HCSB (TRS < 12 
too) was observed in Hiepenica 47 vs. 78%, Blacks 58 vs. 92%, women1 75 vs. 
100% end IDU 44 vs. 100%. Among FP in 1990-94, on average 9% (range: 6.8 - 
11.4) delayed access (TRS> 3yrs). Of all HIV-infocted PGA persons (1989-96), 
EIS patients comprised 21%, increasing between 1995 and 1996 (16 to 26%, 
RR= 1.6, p=0.012). 

Conelusions: HIV EIS pts showed more prompt HCSB in recent years. EIS 
MP for FP in 1996 cohort exceeded the previous 7-yusr average. "I'hes* fmclings 
are h~ely due to coordination between case identification sites end EIS, end patient 
awmmeas of recent edvencos in drug therapy. 

FREQUENCY OF EPISODES O F  A N G E R  AND SURVIVAL AFTER 
MYOCARDIAL INFARCTION. JW Levensou. RB Dav/s, MA Mittlema~ 
Department of Medi~se, Beth Israel De~ouess 1V,~cal Center, Busto~ M ~  

Background: Behavioral traits ~lated to anger have been shown to increase risk for 
acute ischemic events including myocardial infarction 0vll), and episodes of anger may 
be potent triggers for such events. Although several studies have shown that mood 
states such as depression affect post-MI prognosis, few studies have explored the effect 
of trait anger on survival att~ MI. 

Methods: Between 1989 and 1993, 1117 men and 501 women (median age 62) were 
interviewed a median of 4 days following acute MI, and their charts reviewed, as part of 
the Determinants of Myocardlal Infar~on Onset Study (ONSET). We used the ONSET 
anger scale to evaluate the fi'equsncy and intensity of antbursts of enger over the prior 
year. Trait Anger Scores GAS) wore calculated, with higher scores indicating more 
frequent high-intensity anger episodes. Deaths were ascertained via the National Death 
Index for the years 1989-1996, and continued by review of death certificates. We used 
Cox proportional hazards regression to evaluate the impact of high versus low TAS on 
the total mortality rate, controlling for potentially confounding variables. Results are 
expressed as hA~rd ratio (HR) for death with associated 95% confidence interval (Cl). 

Results: Of the 1618 subjects, 284 (18%) died over a median follow-up of 49 
months. In a univariate analysis, high TAS (top quartile versus lower quartiles) had a 
significant protective effect (FIR 0.54, CI 0.38-0.75), but inclusion of age in the Cox 
model reduced the magnitude of this effect, rendering it non-significant (FIR 0.84, Cl 
0.60-1.19). In the final model (which controlled for age, sex, race, education, 
employment status, smoking, diabetes mellims, prior MI, hypertension, obesity, 
complicated index M1 or thrombolyti¢ therapy), the hazard ratio was 0.81 (CI 0.55- 
1.20). 

Conclusions: In this group of usrly survivors of acote MI, reporting mare frequent 
episodes of high intensity anger in the past year was associated with a lower mortality 
rote in the years after/vii. However, the effect of anger was highly confounded by other 
factors in the final model and was associated with wide confidence intervals. 
Nonetheless, high levels of trait anger are unlikely to be associated with a substantially 
higher rote of total mortality following acute MI. 
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VARIATION IN ARTERIAL BLOOD GAS AND PULSE OXIMETRY USE IN 
COMMUNITY-ACQUIRED PNEUMONIA: FACTORS ASSOCIATED WITH 
TEST USE AND ARTERIAL HYPOXEMIA I ~  I_mvin. BH Hanuse, A Rotondi, MJ 
Fine. Center for Research on Health Cam, Univ. of Pittsburgh, Pittsburgh, PA 

Aims: Although testing for arterial hypoxemia (hypox) is an important initial 
process of care for patients (lots) ~ community-acquired pneumonia (CAP), 
pnor studies have not evaluated factors associated with varintion in test use or 
with the identifcaUon of hypox. The aims of this study were 1) to assess the 
factors associated with the use of lutedai blood gas (ABG) and pulse oximetw 
(PO) in the initial management of pts with CAP and 2) to determine the baseline 
factors associated with discovering hypox on either ABG or PO. 

Methods: From the Pneumonia PORT 5-site, p rospac~  cohort study, data 
for 944 outpatients and 1332 inpattents ~ th  cUnicai and radiographic evidence 
of CAP were analyzed for this study. Multivariate logistic regression analyses 
were used to assess factors independently associated with obtaining ABG and 
PO within 48 hours of presentation and to determine factors independently 
associated with hypox while breathing room air (pOre60 mm Hg by ABG or 
SaOs<90% by PO for non-biacks and <92% for blacks). 

Results: ABG use by site ranged from 0.0% to 6.4% (10=0.06) for outpts and 
from 49.2% to 77.3% for inpts (I)<0.001), while PO use ranged from 9.4% to 
57.8% for outpts (p<0.001) and from 47.9% to 80.1% for inpts (p<0.001). Sites 
with the highest ABG use had the lowest PO use, even after controlling for pt 
demographics, comorbidity, and illness severity. Adjusted odds ra~os (95% CI) 
for ABG and PO use, respectively, at three inpt institutions were (a) 1.7 (95% CI 
1.0-2.8) and 0.3 (95% CI 0.2-0.5), (b) 2.5 (95% CI 1.8-3.5) and 0.4 (95% CI 0.3- 
0.6), and (e) 2.8 (95% CI 2.0-4.1) and 0.1 (0.1-0.2). Factors indapendant~ 
associated with hypox at presentation were age>30 years (OR 3.5; 95% CI 1.5- 
7.9), chronic obstructive pulmonary disease (OR 1.7; 95% CI 1.2-2.4), 
congestive heart failure (OR 1.6; 95% CI 1.1-2.5), respiratory rate >24 per 
minute (OR 2.4; 95% CI 1.8-3.3), altered mental status (OR 2.1; 95% CI 1.4- 
3.1), and x-ray infiltrate involving >1 lobe (OR 1.9; 95% CI 1.4-2.7). The 
prevalence of hypox ranged from 3.2% in outpts with no risk factors to 50% in 
outpts with > 4 risk factors; the prevalence ranged from 16.3% for inpts with no 
risk factors to 58.1% for inpts with > 4 risk factors. Of the outpts who had >2 risk 
factors (9.7% of outpts tested had hypox), 89.3% did not receive PO or ABG. 

Conclusions: ABG and PO use varied in an inverse relationship across study 
sites after adjusting for baseline differences in patient charectedstics. Programs 
to reduce variation in ABG and PO use by specifying testing criteria and 
increase the use of PO among outpatients am likely to increase the detection of 
artedal hypox among outpts with CAP and improve the quality of care for all pts 
with this illness. 

PHYSICAL AND SEXUAL ABUSE AMONG HIV-INFECTED WOMEN: 
INCREASED ILLNESS AND HEALTH CARE UTILIZATION ~M Liebschutz. 
G Feinman, L Sullivan, MD Stein, and JH Samet, Boston Medical Center, Boston 
University School of  Medicine, Boston, MA, Rhode Island Hospital, Brown University 
School of Medicine, Providence, R1 
Purpose: A study of substance-abusing women showed an increase in self-reported 
medical illnesses associated with a history of physical and sexual abuse. Studies in other 
clinical settings have not shown such an association with victimization experience. We 
examined whether victimization experience was associated with increases in docomente~ 
medical illness and health care utilization among a group of  HIV-infected women. 
Methods: Subjects were consecutive adult women seeking initial primary care for HIV 
infection at two urban hospitals: Boston City Hospital and Rhode Island Hospital. 
History of  physical and sexual abuse was assessed in two ways: during a structured 
interview and by medical record evidence of interpersonal injury or sexual assault. 
Medical illness history, abstracted from hospital medical records, was divided into the 
following categories: episodic illness [e.g. bacterial pneumonia, c¢llulitis, pulmonary 
embolus], chronic illness [e.g. anemia, diabetes, hypertension], sexually a-ansmitted 
disease(STD) [e.g. chlamydia, gonorrhea], chronic pain syndrome [e.g. low back pain, 
chronic pelvic pain], opportunistic infection [e.g. oral candidiasis, toxoplasmosis], 
cervical dysplasia [by pathology report], obstetrical history [gravida, live births, 
therapeutic abortions], number of injuries, and number of surgeries. Two periods were 
assessed: birth to study entry (ENTRY) and the subsequent 2 years (2 YR). Utilization 
measures, abstracted from medical records for the 2YR time period, included the 
number of hospitalizations, surgeries, ambulatory care and Emergency Department (ED) 
visits. We assessed the association between history of  physical and sexual abuse 
(independent variable) and medical disease and utilization (dependent variables) by 
multiple regression analysis, while controlling for CD4 count, alcohol and drug use. 
Results: Subjects were women (n=50), mean age 34, racially heterogeneous, and poor. 
Mean CD4 cell count was 400(_+ 300)/pl,  and the predominant HIV risk behavior was 
heterosexual contact. Evidence of physical or sexual abuse was tbund in 34/50 (68%). 
Of those abused, 32% did not disclose the abuse during the interview. At ENTRY, 
episodic illness (OR 9.8, 1.6-58.5), chronic pain syndrome (OR 6. l, 1.3-29.6), and STD 
(OR 4.3, 1. I- I 7.1 ) were greater among those with abuse histories. At 2 YR, episodic 
illness (OR 9.1, 1.6-50.7) and chronic illness (OR 6.7, 1.3-35.3) were greater among 
those with abuse histories. At 2 YR, injuries (mean 3.8 vs. 0.6, p=0.02), ED visits (2.8 
vs. 1.0, p=0.05) and hospitalizations (2.8 vs. 0.8, p-~).04) were all more likely in 
abused women. There were no significant differences in other variables examined. 
Conclusion: Physical and sexual abuse is common among urban HIV-infected women. 
h is associated with increased medical illnesses and health care utilization. Future 
studies are needed to elucidate the mechanism of this relationship 

DECISION MAKING SURROUNDING GASTROSTOMY PLACEMENT CL 
Lewis, TS Carey, S Bernard, L Hanson, A Jnckman, Division of General Internal 
Medicine and Epidemiology, University of  North Carolina, Chapel Hill, NC. 

Placement of non-surgical gastrostomy feeding tubes has rapidly increased over 
the last decade. Ethical concerns about the utilization in patients at the end of life 
have been raised since mortality in these groups remains high. We undertook this 
study to better understand the perceptions of health care providers, patients, and/or 
surrogates in making decisions to place gastrostomy feeding tubes. 

Adults in a major teaching hospital who received a gastrostomy feeding tube 
were identified by daily procedural logs of  gastroenterology and interventional 
radiology. Patients and/or sun'ogntes were interviewed within several weeks of the 
proeedtff¢. Focus groups with nurses and speech therapists were conducted. 

Speech therapists reported that requests for swallowing evaluations varied by 
service and physician. When involved they tried to educate patients and surrogates 
about swallowing abnormalities during their evaluation but did not participate in 
the decision making process unless requested by physicians. Nurses were 
concerned that patients and surrogates were not adequately informed about the 
procedure or trained in caring for the tube. Both groups reported that no formal 
educational materials were provided to patients/surrogates. To date, four patients 
and thirteen surrogates have been interviewed. Patients are 53 % white, 53 % 
female with an average age of 60. Preliminary data from the interviews 
contradicted the nurses' perceptions. Patients/surrogates reported that they had 
been told about the benefits (13/15) and risks (14/15) of the procedure. Most had 
discussions with medical practitioners about what life would be like with the 
feeding tube (12/15) and without it (12/15). Medical practitioners asked for their 
opinions (13/15) and asked if they understood the information (11/15) during these 
discussions. Only 1 of 17 believed that the doctor had made the decision alone. 
The rest reported they had made the decision or shared the decision with the 
doctor. 

Patients and surrogates reported that they were well informed and actively 
participated in the decision for feeding tube placement. Despite discussing 
alternatives with providers, patients and surrogates chose to proceed with feeding 
tube placement. Although providers may have ethical concerns in placing feeding 
tubes in some patients, they facilitated shared decision making in patients who 
chose to proceed with feeding tube placement. Follow up interviews will 
determ/ne the important question of patients' perceived quality of  life with a 
feeding tube. 

IS TIME SPENT ~ I T H  THE DOCTOR A DETERMINANT OF 
AMBULATORY INTERNAL MEDICINE VISIT SATISFACTION? C. T. Lin. 
Gall Albertson, Lisa Schilling, Lisa Cyran, Susan Anderson, Lindsay Ware, and 
Robert J. Anderson, University of  Coinrado Health Sciences Center, Denver, CO. 

Background: The duration of  ambulatory visits to primary care providers 
(PCPs) has declined dramatically. Decreasing duration of ambulatory encounters 
may be associated with PCPs feeling rushed, increased malpractice claims and 
diminished patient satisfaction. 

Objective: To ascertain if a relationship exists between patient expectation of  
ambulatory visit time with internist PCPs and visit satisfaction. 

Methods: Pro-visit, patients were queried as to their expectation of  time to be 
spent with the PCP. Post-visit, patients estimated the amount of  time actually 
spent, noted whether or not the PCP appeared "rushed" and rated their overall 
satisfaction with the visit. Post-visit, PCPs estimated time spent with the patient, 
patient satisfaction with the visit and whether or not they felt "rushed". In 12% of 
randomly selected encounters, the visit was timed. 

Results: In 69% of  1,486 consecutive visits, patient pre-visit expectation was 20 
minutes or less (10 minutes or less in I1% and 10-20 minutes in 58%). Patient 
and PCP post-visit estimates of time spent and actual time spent did not differ 
while significantly (p<.05) exceeding patient pre-visit time expectation. Patient 
visit satisfaction increased significantly (p<.005) as a function of  increasing post- 
visit estimate of  time spent with the PCP. When patient post-visit estimate of  time 
spent was less than pre-visit expectation, visit satisfaction was significantly lower 
(p=0.05) independent of  time spent. By self-assessment, PCPs felt rushed in 9.8% 
of encounters. Both PCPs and patients estimated significantly longer visit duration 
when PCPs felt "rushed" versus when they did not feel "rushed". Although PCPs 
estimated patient satisfaction significantly lower when they felt "rushed", patient 
self-rating of  satisfaction was identical when PCPs did and did not feel "rushed". 
Patients indicated that PCPs appeared "rushed" in 3.3% of encounters. The 
presence or absence of  patient perception that the PCP was "rushed" was not 
associated with differences in overall patient satisfaction. 

Conclusion: These data indicate that patients generally spend more time with an 
internist PCP than they expect to spend prior to their ambulatory visit. Visit 
satisfaction appears related to not only quantity of  time patients spend with PCPs, 
but also with whether the patients' pre-visit estimate of time expectation was met 
or exceeded. While PCPs feel "rushed" in a significant percentage of  visits, 
patients perceived PCPs to be "rushed" less frequently and neither PCP nor patient 
perception of PCP being "rushed" impacted patient rating of  visit satisfaction. 
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PATIENT PREFERENCES IN SCREENING FOR COLORECTAL CANCER 
BS Ling, PC Schroy, and MA Moskowitz. Sections of  General Intereal Medicine and 
Gnsu'ocnterology, Boston University, Boston, MA. 

An expert panel established by the Agency for Health Care Policy and Research and 
sponsored by the American Gamcenternlogical Association has recommended five 
comparable methods for coinrectal cancer screening. The purpose of  this study is to 
examine patients" preferences towards the comparable screening methods and the 
reasons for these preferences. 

A survey instrument was developed and pilot tested which describes the five 
screening methods, including features such as the recommended frequency of  testing" 
level of  discomfort, complications, inconvenience, time to complete the test, accuracy 
of  the test, and the need for further work-up for a positive test. This insU'ument was 
administered in an interviewer format to patients in a hospital-based general medicine 
practice. After reading and hearing a detailed description of  the screening methods, 
patients were asked to select the method they prefer for colorectal cancer screening, 
evaluate the importance of  the various features of  the tests in influencing the decision, 
and rank the features in the order of  importance. Inclusion criterion was age 40 to 75 
years. Descriptive statistics were computed for patient preferences for specific methods 
of  colorectal cancer screening and the test features that influenced the decision. 

The survey instrument was administered to a total o f  217 patients (76% response rate). 
Patients preferred fecal occult blood test (43%) or colonoscopy (40%) as the screening 
method of choice for colorectal cancer over flexible sigmoidoscopy (2%), combination 
of  fecal occult blood test and flexible sigmoidoscepy (12%), or double-contrast barium 
enema (3%). A¢e~.lracy (54%) and discomfort 05%)  were the most important 
considerations in the selection of  a screening method. For those whom accuracy was 
the most important feature, colonoscopy (62%) was the most preferred screening 
method while patients in which discomfort was the most important feature selected 
fecal occult blood test (91%) more often (p<.01). Fecal occult blood testing was also 
preferred by those patients that considered frequency of  testing, complications, or 
inconvenience as the most important test feature. Higher educated patients (60%) were 
more likely influenced by the accuracy of the test than those with a lower education 
level (48%) (p<.05). Statistical differences were not seen when comparing across age, 
gender, or race for the importance of  test features. 

Patients prefer fecal occult blood test or colonnscopy as the method for coloractal 
cancer screening. The preference for a certain screening method depends on the 
particular test features the patient values the most. By understanding which test features 
an individual patient values, health care providers can better make recommendations for 
a particular screening method to their patient. Ultimately, it is hoped that this would 
lead to improved patient satisfaction and compliance for colorectal cancer screening. 

SOCIAL CLASS: A PREDICTOR OF SURVIVAL AND HEALTH 
PRESERVATION IN AN ELDERLY COHORT. J.A. Lon2. J.IL Ickovics, T.M. 
Gill, ILl. Horwitz. Yale University, New Haven, CT. 

Although social class is an important determinant of  health outcomes in middle- 
aged adults, relatively little is known about the effect of  social class in the elderly and 
whether there are differences by gender. In this study we evaluated the relationship 
of  social class to survival and to preservation of  physical and cognitive function at 3 
years in a previously investigated probability sample of  1,103 community-living 
persons, age 72 years and older. Social class was categorized as low, middle, and 
high based on participants' education, occupation, and income; dam were complete 
for 579 women and 234 men. Preservation of  physical and cognitive function were 
defined, respectively, as no change or improvement in activities of  daily living 
(ADLs), and as less than a three point decline on a modified version of  the Folstein 
Mini-Mental Status exam (MMSE). 

At baseline, as social class increased, participants were increasingly likely to be 
white, and to have higher MMSE scores, and lower levels of  anxiety and depression. 
At 3 years, both women and men of high social class had better outcomes relative to 
those of  low and middle social class. The table below lists the number of  persons in 
each category and the corresponding rates for each outcome. 

Survival ADL oreservation MMSE nreservation 
CIa~s Women Men Women Men Women Men 
Low I43(83°/o) 37(73%) 106(77%) 21(66%) 102(80%) t7(63%) 
Middle 236 (84%) 68 (77%) 172 (76%) 52 (79°,6) 166 (81%) 40 (73%) 
High 114 (92%) 9 (83%) 88 (81%) 68 (88%) 91 (89O/~) 58 (84%) 
The results show that men had a monotonic gradient across levels of  social class, 
while the effect in women was restricted to those in the highest social class. 
Furthermore, for survival and MMSE preservation women had better outcomes than 
men at each level of  social class. In logistic regression analysis, aRer adjusting for 
demographic variables and medical and psychiatric comorbidity, these results were 
essentially unchanged, indicating that high social class was protective and had an 
independent effect on outcomes. 

In conclusion, among community.living elderly, at baseline participants were 
significamly different by social class, which also acted as a strong and independent 
deterrninam of  survival and health preservation. Moreover, the observed distinctive 
patterns by gender may indicate that the effects of social class on health should not be 
interpreted similarly for women and men. 

HOW BEST TO MEASURE MEDICATION ADHERENCE? HI/Liu_ NS Wenger, C 
Golln, L Miller, RD Hays, K Beck, S Sanandaji, J Christian, T Maidonado, D Duran, A 
Kaplan. Dept of  Medicine, University of  Caiifoenia, Los Angeles, CA; University of  
North Carolina, Chapel Hill, NC; and HarborAJCLA Medical Center, Torrance, CA. 

Background: Adherence to medication is essential to optimal medical care and 
evaluation in clinical trials. This is particularly Wue in HIV therapy, where general 
consensus is that at least 85% of antire~ovirel doses must be accurately taken to 
suppress HIV and prevent viral resistance. Despite a widespread need to measure 
adherence and many available methods, these have not been directly compared. 

Methods: We compared adherence to antireU'ovirai protesae inhibitor medication 
among subjects enrolled in an observational HIV trial using 3 different methods: 
Medication Event Monitoring System (MEMS) that records each instance of  bottle 
opening, pill count (PC) and interview asking about doses missed in the pest 7 days 
(INT). MEMS and PC information was obtained at visits with study nurses about every 
4 weeks (WAVE); interview was performed only at WAVE 2. A "gold standard" 
adherence measure (BEST) was constructed from these 3 measures plus additional 
interv!ew items by accounting for inu'a-WAVE medication changes, use of pill boxes 
and other medication adminiswation devices, medication sharing and lost and misused 
bottles, tops and pills. We compared BEST, MEMS, PC and INT measures. 

Results: Eighty-one patients (mean age 37, 80% male) participated in 314 WAVES; 
MEMS data were available for 303 (96%), PC for 294 (94%), and INT for 55 of  76 
patients (72%). Mean BEST adherence was 80.4% (median 92.8%), mean MEMS 
72.8% (median 88.3%), mean PC 86.0% (median 95.1P/e), and mean INT 93% (median 
.90%). Pearson correlation coefficients between BEST and MEMS, PC and INT were 
0.69, 0.68 and 0.39, respectively. Correlation between MEMS and PC was 0.46, 
MEMS and INT was 0.28, and PC and INT wes 0.54. 

For 123 WAVES (39%), BEST adherence was <85%. Sensitivity (Sn) and 
specificity (Sp) of  <85% adherence were as follows: MEMS Sn 100% and Sp 86%*, PC 
Sn 70*.6 and Sp 920 ,  and INT Sn 9%0 and Sp 97%. When MEMS data were missing 
BEST was 5 6 0  (73% with <115% adherence), when PC was missing. BEST was 50*,6 
(75% with <85% adherence), and when [NT was missing, BEST was 74% (52% with 
<85% adherence). 

Conclusions: Interview measurement of  adherence is inaccurate and for both clinical 
and research purposes should be supplemented by objective measures. Cantiun should 
be exercised with missing adherence measurements, even with intensive measurement 
methods, because missing data are highly likely to represent episodes of  poor 
adherence. A measure combining multiple objective determinations permits 
comprehensive evaluation of  medication adherence. 

USE OF ANTICHLAMYDIAL ANTIBIOTICS AND RISK OF MYOCARDIAL 
INFARCTION. ~ Ariel Pablos-Mendcz, Charles 
Knirsch, Dan Rabinowitz, Scan Mota, Stevcn Shea. Division of 
Gene ra l  Med ic ine ,  C o l u m b i a - P r e s b y t e r i a n  Med ica l  Center ,  N Y ,  N Y .  

Background: Chlamydla pnemnunian seroposifiv/ty has been linked to coronary 
artery disease (CAD), and small randomized clin/cal trials have found that anti- 
chlamydial antibiotics can reduce coconary events. Our objective was to see if use of  
antichlamydial antibiotics in the general population was associated with a lower rate 
of  myocardial infarction (MI). Methods: We analyzed data from a Proprietary 
Managed Care Database comprising 377,398 enrollees of  both sexes, aged 31 and 
over, who had 2 to 7 years of  continuous health and drug benefits. Data were 
available on demographic characteristics, inpatient and outl~iant diagnoses, and 
medication use. Use of  anticlflamydial antibiotics prior to/vii or loss to follow-up was 
defined as use of  a macrolide, a quinolone, or a tetracycline identified by national 
drug code, and was coded as a dichotomous variable. The outcome was Ivll (ICD-9 
code 410). The coveriates included age, gander, diabetes (DM), CAD, hypertension 
(HTN), hyperllpidemia (CHOL) defined by ICD-9 codes, and in the case of  DM and 
CHOL, also by medication use. Crude and stratified analyses were tested using chi- 
square statistics. Multivariate analyses were performed using logistic regression. 
Time to MI or censoring was analyzed using a Cox proportional hazards model with 
antibiotic use as a t i m e . ~  covarinte. Results: The average age of  the/rumple 
was 65 years; 44 % were male. The prevalences of  the covariates were: DM 17.5%. 
CHOL 35.6%. CAD 22.3%. HTN 59.4%. The incidence of  first MI in the period of  
observation was 4.6%. The incidence of  use of  antichlamydial antibiotics was 35.5%. 
The age and sex dism'butiuns were similar between those who used antibiotics and 
those who did not. DM, HTIq, CAD, CHOL were more prevalent in the antibiotic 
group. The incidence of  MI was 2.7 % in those who used antibiotics and 5.5% in 
those who did not. 
The result of  the multivariate analyses with logistic regression and Cox proportional 
hazards are summarized in the following table: 

Variable Odds ratio~95% CI} Hm~Ja~d ratio (95% CI) 
Antibiotic 0.3" (0.35-0.38) 0.3Y (0.33-0.36) 
Age>65 1.72 (1.66-1.78) 1.46 (1.41-1.51) 
Sex (male) 1.76 (1.71-1.82) 1.75 (1.69-1.80) 
Diabetes 1.85 (1.79-1.92) 1.64 (1.59-1.69) 
Hyperllp~dewla 1.47 (1.42-1.51) 1.38 (1.34-1.43) 
Coronary O~sease 1.85 (1,79-1.92) 1.73 (1.67-1.78) 
Hvoertenston 2.80 C2.68-2.93~ 2.38 C2.28-2.48) 

Conclusions: Use of  antich[amydiai antibiotics is associated with a decreased 
incidmw.¢ of  myocardial infarction in the adult general population. 
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HORMONE REPLACEMENT THERAPY: KNOWLEDGE OF f fS BENEFITS 
IS A GOOD PREDICTOR OF ACCEPTANCE. V Machicao. S Kamarei, F 
Alarcon, T Jones, S Medwer, B Ladve and A Jaffer. Deportments of General 
internal Medicine and Biostetistlcs. The Cleveland Clinic Foundation. 
Cleveland, OH 

Purpose: To explore the degree of knowiedgo women have about the risks 
and benefits of Hormone Replacement Therapy O-IRT), and whether this 
knowledge will predict acceptance. 

Methods: A cross-sectional survey was conducted in women older than 40 
who visited the Outpatient Clinlce of the Deportment of General Internal 
Medicine at our institution between the months of September and October 
1997. 

Women who agreed to participate wore given an anonymous standard 
questionnaire to complete. Demographic data were collected for each 
participant. The knowledge of patients regarding HRT and cardiovascular 
disease, osteoporosLs and breast cancer was assessed in each participant. 
Likewise their willingness to use HRT was evaluated. 

Results: A total of 162 women completed the questionnaire, Of these 75 
(46.3%) ware 40 to 49 yeer-old, 46 (28.4%) were 50 to 59, 31 (19.1%) 
between 60to 89 and 10 (8.2%) ware older than 70. Of the 162 women, 65 
(40.1%) ware willing to use HRT, 30 (10,5%) refused to use HRT if offered 
while 67 (41.4%) were unsure about their wimngness to use bemlones. 

Among the 65 women that were willing to use HRT, 52 (80%) reported that 
HRT protects against ostenporesis and 45 (69.2%) believed it protects 
against cardiovascular disease. Among the 30 women not interested in HRT 
15 (50%) reported thet HRT helps in osteoporesis prevention and 11 (36.7%) 
stated it protects against cardiovascular disease. The knowle,30e of the 
beneficial effects of HRT in oeteoporosis and cardiovascular disease 
between users was better than between non-users Co<0,005). In both groups 
a comparable percentage reported that HRT increases the dsk of breast 
cancer (44.6% vs. 46.7%). 

Conclusions: Women's knowledge of the beneficial effects of HRT in the 
prevention of osteoporosis and cardiovascular disease are important 
predictors of hormone use. The concept of increased breast cancer dsk with 
HRT use does not influence the use of hormones. These findings suggested 
that women's acceptance of HRT can be improved by increasing their 
knowledge via patient education. 

ETHNIC DI/q,~,ENCES IN HORMONE USE IN PATIENTS 
PRF_~ENTING TO A BREAST HEALTH CLINIC. AK Madan. C Bardm, B 
Beech, K Fay, M Siutich, DJ Beeeh; Department of  Surgery, Tulane 
University School of Medidne, New Orleans, LA. 

Introduction: 
Great debate over the effects of hormone use ou breast cancer still 

exists. Whether hormonal use increases the risk of breast cancer or the risk of 
more invusive breast cancer still has not been determined. I-Iowcvcr, the 
beneficial effects of eslrogm replacement such as the cardio-prct¢ctive effects 
have been well documentc~ This investigation evaluates differences in the 
use of estrogen hormone supplmmmts by cthaicity. 
Methods: 

Over a one year period, patients p r i n t i ng  to the Breast Health 
Center at Tniane University Medical Center for the first thnc where given a 
questionnaire (n = 675). Included in this survey were questions concerning 
birth control pill use, estrogen replacement therapy, and progesterone 
replacement therapy, a d  z analysis was used for statistical analysis. 
Results: 

True of Hormone Use AA CA P Vqlu¢ 
Birth Control Pills 49% 63% p < 0.0005 
Estrogen Replacement Therspy 26% 44% p < 0.0005 
P r o g ~ P - ~ p l a c c m e n t T h c r a p y  5% 20% p<0.0001 

AA - African Americans; CA- Caucasians 
Conclusions: 

Differences in hormone replacement therapy might explain ethnic 
differences in breast carcinoma outcomes and that with cardiovascular 
discasc. Estrogen replacement therapy is decreased in African Americans in 
our study populations. Further investigations may define on the reasons 
behind this ethnic ditfcrence and its rclcvanen. 

SMOKING ABSTINENCE AFTER HOSPITALIZATION: 
PREDICTORS OF SUCCESS. TD MacKenzie, RI Gianani. 
Division of  General Internal Medicine, University of  Colorado 
Health Sciences Center, Denver, CO. 

Objectives: To explore the relationship between baseline 
characteristics of  hospitalized smokers and 6 month to 2 year self 
reported quit rates. 

Methods: Consecutive adult smokers (n=154) admitted to the 
Medicine service of  an urban public hospital were surveyed using a 
written questionnaire. The pharmacy database, a follow-up 
telephone survey, and medical records were used to characterize 
nicotine patch use and subsequent smoking abstinence. 

Results: Among the 97 patients for whom current smoking status 
at least 6 months after discharge was recorded in the medical record 
and/or obtained by telephone survey, 16 (16.5%) were not smoking 
at last contact (mean follow-up 20 months). Factors associated with 
quitting include self-efficacy to quit within 1 week (OR 10.3, CI 3.0, 
36.0) and within 6 months (OR 12.6, CI 2.6, 56.9), stage of  change 

.other than pre-contemplation (OK 5.8, CI 1.5, 21.9), Hispanic race 
(OR 3.7, CI 1.2, 11.1), receipt of  nicotine patches at discharge (OR 
3.6, CI 1.0, 12.8), patient belief that smoking was related to the 
admission (OR 2.9, CI 1.0, 9.0), and having a smoking-related 
admission diagnosis (OR 2.7, CI 0.9, 8.0). Nicotine dependence 
was not significantly associated with future abstinence. With a 
multivariate model adjusting for a~e, education level, race, gender, 
and all o f tbe  variables above, only Hispanic race (OR 4.8, CI 1.1, 
20.2) and self-efficacy to quit (OR 11.1, CI 2.7, 45.4 for l-week) 
remained associated with future abstinence. 

Conclusions: These data suggest that the degree of  self- 
confidence to quit within one week or within 6 months is strongly 
associated with future abstinence among hospitalized medical 
patients who smoke. 

CHARACTERIZATON OF OBESITY IN WOMEN PRESENTING TO A 
HEALTH CLINIC. AK Madan. C Barden, B Beech, K Fay, M Sintich, DJ 
Beech, Tulane University School of  Medicine, New Orleans, LA. 

Obesity is a risk factor in a multitude of diseases includin 8 
car¢liovascular illness and breast cancer. While genetic factors have been 
determined to play a role in ob~ity, health beliefs and practices may also 
play a role. This inveatigefiou sought to c ~  associated factors in 
obesity in women presenting to our breast health clinic. 

Over a c ~  year period, patients edu~,~_t~,~_ at our Health Center for 
the first time were administered a questionnaire. Included in this survey 
where questious concerning demographic dam, tobacco use, ethanol u~ ,  
dietazy habits, height, and weiaht. The data was computed to determine the 
obesity by calculating the body mass index of each patient. Patients with 
obesity were compared with patients withoet obesity. 

Five hundred ninety-three patients were evaluated. The overall 
pr~alen~ of obesity was 46%. Ethnic distribution was African-American 
47e,  Caucasians 44%, and Others 9%. Higher percentage of Afi'ican- 
Americans (63%) were obese compared to Cancasiaus (30%) (p < 0.0001). 

I 4S~t be|e 4|~t 

2 | K  
Tebaea*  Do i l y  D r i l y  Fa t  Da i l y  

U le *  I l t k l l l e l  i n t ak i *  Ve | s t eb l e  
Use*  U=e  oo 

- ~ ;  *p < 0.00~; **p < 0.~) 
Our inv~tigation demoustrst~ that obesity was morn pmvaleot ir 

African-Americans in our study population. Lifestyle issues that corrclat~ 
with obesity were daily alcohol and low vegetable intake. Targete~ 
programs which optimize positive dietary health behaviors may lower the 
rates ofobesiW. These programs need to focus on not only dietmy changes 
such as d e c ~ d n g  daily fat and ~ daily vegetables, but also 
dmqles in lifestyles sudl u decm:a~g daily alcohol use. 
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DIFFERENCES BETWEEN SURGEONS AND ONCOLOGISTS IN BREAST 
CANCER MANAGEMENT. M Mancnso, A Searamucci, A Ash, R Boss, MA 
Moskowitz, KM Freund, Section of General Internal Medicine, Boston Medical 
Center, Boston, MA. 

Previous work has documented substantial variation in breast cancer management. 
We asked physicians how they would manage patients in videotaped clinical 
scenarios, in order to examine the influence of physician specialty (surgery and 
medical oncology) on the diagnosis and treatment of breast cancer. 

Oncologists and surgeons were asked to view two 5-minute videotapes, the first of 
a woman presenting with a possible breast mass and the second of a woman 
presenting with stage IIA breast cancer and equivocal estrogen receptors. Both 
scenarios are without clear guidelines for management. Sixteen versions of each 
videotape were professionally produced using actresses and holding all the clinical 
features of the case constant. Each physician viewed one of 16 versions of each 
scenario as specified by a factorial design, where we systematically varied the 
patient's age (65 vs. 80 years), race (black vs. white), socioeconomic status (high vs. 
low), health status (no comorbidities vs. diabetes and hypertension), and mobility 
(agile vs. frail). A total of 192 physicians, 96 male and 96 female surgeons and 
medical oncologists, randomly selected from 3 areas across the United States, were 
asked their management recommendations for the case viewed. Chi square analyses 
of 2X2 tables and Breslow-Day tests of homogeneity were used to test for 
differences by physician specialty. 

When evaluating a possible breast mass we found oneologists gave higher 
estimates of the probability of cancer than surgeons (43% v. 33%, p=.009). 
However, surgeons were more likely than oncologists to perform a biopsy (78% v. 
58%o, p=.003), and specifically more likely to perform needle biopsies (56% v. 33%, 
p=.002). When recommending a management plan for a stage IIA breast cancer, 
oncologists were more likely to perform axillary node dissection (75% v. 61%, 
p=.04), and to recommend adjuvant therapy (78% v.66%, p=.07). Oncologists were 
more likely than surgeons to recommend ~hemotberapy (5 I% v. 18%, p<.001), 
while surgeons were marginally more likely to recommend tamoxifen (57% v. 43%, 
p=.07). We also found significant interactions between the physician's specialty and 
their recommendations depending on the patients' age, health status, and mobility. 

Physician specialty influenced the evaluation and treatment of breast cancer. In 
evaluation, oncologists estimate a higher likelihood of breast for the patient, while 
surgeons are more likely to recommend and perform biopsies. In treatment, 
oncologists are more likely to recommend complete staging and chemotherapy than 
surgeons, while surgeons are more likely to recommend the use of tamoxifen. 

RACIAL DIFFERENCES IN BLOOD PRESSURE CONTROL IN THE 
ANTIHYPERTENSIVE AND LIPID LOWERING TREATMENT TO PREVENT 
HEART ATTACK TRIAL (ALLHAT). ~ WC Cushman, JT Wright, RH 
Grimm, CE Ford, JA Caller for the ALLHAT Reseerch Group, Hemw~in County 
Medical Center, Ivfinneapolls, MN. 

Compared with whites, African Americans (AA) have a higher lxevaleace of 
hypertension, higher bloodlm~anre (BP) on anfihypsrteusive Irealment, and an increased 
bet~len of hypertension-related morbidity. ALLHAT is a double-blind randomized 
cona-olled trial in high-risk hypertensives over the age of 55 comparing the effects of 
chlorthalidone, amlodipinc, doxasosin and lisinopsil on ceronmv events. Open label 
trenanent with atenolol, clonidine, reserpine, and hydralazine may be added as nccessmv 
to achieve the BP treaturent goal of <140 systolic (SBP) and <90 diastolic (DBP). There 
ate 42,452 participants in ALLHAT, of whom 28,494 have completed 12 months of 
follow-up. Of these, 34% are non-Hispanic AA, 13% me Hispanic and 53% are Whito or 
other non-Hispanic ethnieity. At the screening exam, mostly on anfihyperteusive drugs, 
BP was 145/84 in non-Hispanic AA, 147/86 in Hispanles and 146/83 in non-Hispanic 
Whites/Others. BP means t cha~ es and control rates at 12 monflts ~ shown: 

SBP Mean T rnm Pig 
SBP Chang% mm Hig 
SBP <140, % 
DBP Mean t rnm H8 
DBP C"han~e, mm Hig 
DBP <90, % 
BP <140/90, % 

AA ~ W h i ~  
f~--9,7o9) ~=3,7o~ (s=15,o79) 
140.5 137.4 137.8 
-4.9 -9.5 -8.1 
51.7 56.7 59.2 
80.9 79.5 78.1 
-3.3 -6.2 -4.6 
80.1 84.0 89.2 
48.4 53.7 57.3 

Because oftbe large sample size, the differences between Whites/Others vs. AA and 
H i ~ i c s  are statistically significant (p<0.001) for each follow-up measure except for 
mean SBP in Hispanics. Although BP was similar at entry, AA had less decrease in 
SBP and DBP, and had substantially lower BP control ratns than whites. While 
I-Iispanics had the highest SBP and DBP at entry, these were offset by greater BP 
changes at 12 months. BP conaol rates in Hispanics were intermediate between AA and 
whites. The higher SBP and DBP in AA were not explained by less intensive drag 
treatmont. In fact AA were more likely than other groups to be receiving the highest 
dose of blinded medication, and we~ equally likely to be receiving a second or third step 
protocol medication. Further analyses, including sWafificafion by treatment at baseline, 
co-morbidity, and blinded medication class, will be needed to explain racial variations in 
BP levels and control in ALLHAT. 

QUALITY OF LIFE IN AMBULATORY VETERANS WITH ALCOHOL 
DISORDERS: DOES ABSTINENCE MATTER?. DL Mansell. A Spiro HI, C I-]ankin, 
A Lee, and L Kazis. Division of General Internal Medicine, University of Alabama at 
Birmingham, Birmingham, AL, and Bedford VA HSR&D Field Program, Bedford, MA. 
Purpose: Although health-related quality of life (HRQOL) is an important outcome in the 
treatment of alcohol disorders (AD), little is known about the role of abstinence in 
HRQOL for primary care patients with AD. We describe the roles of abstinence in 
HRQOL for veterans with AD in ambulatory care. 
Methods: Cross-sectional sample and survey of 6829 males who use VA ambulatory 
services in the greater Boston area. AD was classified as current AD (CAGE>=2 and 
having had a drink in past year), abstinent (CAGE >=2 and no drink in past year) and no 
AD (CAGE score of 0 or 1 and no prior treatment for substance abuse). Treatment was 
defined as any patient report of treatment. HRQOL was measured with the SF-36 from 
the Medical Outcomes Study; two summary scores, PCSCohysical component summary 
scale) and MCS(montal component summary scale) are expressed as linear T scores with 
a mean of S0 and standard deviation of 10 in a normal population. Higher scores denote 
better function. Patients with current AD completed the alcohol section of the QDIS, a 
diagnostic interview for DSM-IH-R. ANCOVA adjusted for multiple comparisons was 
~used to adjust PCS and MCS for age, marital status, education, physical and psychiatric 
comorbidities. 
Results:2425 of 4236 (57%) eligible patients completed the survey. 311 had current 
AD, 193 had former AD, 1454 had no AD (120 gave a history of treatment but CAGE<2, 
and 347 had incomplete data). 81% of those with era'rent AD had alcohol abuse or 
0ependence by QDIS criteria. Patients with current AD were younger and less likely to 
be married than those with no AD. There were no differences with regard to race, 
education, or income between the three groups. Adjusted PCS and MCS scores are 
shown below. 

Current AD Abstinent No AD 
N=311 N=193 N=1454 

PCS 37.4 37.7 36.2 

MCS 43.5 AJs 46.3 46.7 

A p<0.05 compared to abstinent, B p<0.001 compared to those with no AD 
Coaelusion: Patients with AD have physical function similar to that of patients without 
AD. However, patients with current AD have poorer mental health status than do patients 
without AD. Abstinent patients with AD have mental health status comparable to that of 
patients without AD, which suggests that mental health status improves with abstinence. 
More than a third of ambulatory VA patients with a history of AD achieved abstinence. 

E F F E C r S  OF PROVIDING GERIATRICS OVERSIGHT ON 
IMMUNIZATION RATF~ OF OLDER PERSONS IN A T E A C H I N G  
CLINIC. S. Master, M. Lindberg. Department of Medicine~ Hartford Hospital, 
Hartford, CT. 
Purlmae: To study the effects of  providing geriatrics oversight of medical 
residents and APRN's on the rates of immunizations of  older patients in an 
urban teaching clinic. 
Methods: Ninety-six charts of patients older than 70 years were randomly 
Sclectod and audited for documentation of vaccination status (influenza, 
pnvuanococcal, tet~us) prior (November, 1997) to initiation of geriatrics 
oversight. Oversight consisted of  a daily review of charts of okier patients to be 
seen that day with brief written recommendations left on pr©ventive care issues. 
A geriatrician was always available in clinic or by telephone to answer 
questions. One hundred randomly selected charts of  patients older than 70 years 
were audited one year after the inception of  geriatrics oversight (December 
1998). Pre and post rates of vaccination are compared. The outc, omcs measures 
of  total number of influenza, p n e u ~ l  and te~,anus vaccinations 
administered each month were recorded from January 1996 to ~ b e r  1998 
and plotted as control charts to d ~ a f i n e  if geriatrics oversight had an effect on 
the total nunlber of vaccinations administered in the clinic. 
Results: The documentation of influenza vaccination rate rose from 38.5% of 
patients prior to initiation of geriatrics oversight to 55% one year later (p---0.02). 
Pneumocoecal vaccination increased from 31.3% to 67% (V=0.02) over the same 
period. The rato of  documented tetanus vaccination increased from 17.7% to 
45% (g=0.01). Control charts of  the total number of either influenza, 
pneumccocoal, or tetanus vaccinations administered momhly all showed a 
significant (> 3 o above mean) improvement following initiation of geriatrics 
oversight. 
Co ad mio m:  Geriatrics oversight, consisting of approximately 30 minutes 
spent reviewing charts of older patients to be seen each day and writing a brief 
list of  simple rocommendatian for preventive care, can significantly impact in a 
positive manner the rates of influeaza, pneumccoccal and tetanus vaccination of 
older patients. Control charts suggest that the oversight project also increases 
the number of vaccinations given to younger patients at risk as demonstrated by 
the large overall increase in total doses administered. 
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NATIONAL ESTIMATES OF HIV-RELATED SYMPTOMS. W Mathews, JA 
McCutchan, MF Shapiro, SA Bozzette for the HIV Cost and Services 
Utilization Study Consortium. UC San Diego and Los Angeles Departments 
of Medicine, VA San Diego Healthcare System, and RAND Health, Santa 
Monica, California. 

Purpose: To estimate the prevalence, intensity, and variation of HIV-related 
symptoms in a nationally representative of HIV-infected adults receiving 
medical care. 

Methods: During the first 2 months of t996, 76% of a multistage national 
probability sample of 4042 adults (> 18 years) with HIV infection were 
interviewed. Participants endorsed the presence and degree of 
bothersomenass of t4 HIV-related symptoms during the preceding 6 months. 
Gender standardized symptom number and intensity indices (range 0-100) 
were constructed and transformed to decile ranks (1 --fewest symptoms/ 
bother, 10=most symptoms/bother). After incorporating sampling weights, 
clistributions were compared according to selected characteristics using 
ordinal Iogit modeling implemented in Stata software. 

Results: Prevalence of specific symptoms in the reference population of 
231,400, by rank order, was: fever/night sweats (51%), diarrhea (5t %), 
nausea/anorexia (50%), dysaesthesias (49%), severe headache (39%), 
weight loss (37%), vaginal symptoms (36°/,, of women), sinus symptoms 
(35%), eye trouble (33%), cough/dyspnea (30`'/0), thrush (27%), rash (24%), 
oral pain {24%), Kaposi's sarcoma (4%). After adjustment for CD4 count, 
both symptom number and intensity varied significaRtly (p<0.05) by teaching 
status of care setting, exposure/risk group, income, employment status, 
insurance category, year of HIV diagnosis, clinical stage. The most 
symptomatic patients were cared for at teaching hospitals, had histories of 
injection drug use and were of low income. They were also on disability, on 
Medicare, were diagnosed with HIV between 1978-88, and had clinical AIDS. 
Conclusions: The burden of HIV-related symptoms is substantial and 
disproportionately borne by patients who are poor, acquired HIV through 
injection drug use, and are cared for at teaching hospitals. 

ACCULTURATION OF END-OF-LIFE DECISION MAKING A I-I-rIUDES: CROSS- 
CULTURAL SURVEY IN NAGOYA AND LOS ANGELES. ~ S Bite, HH 
Lie, S Fukuhara" K Yamamotu and NS Wenger. University of Califoreia, Los Angelus, 
CA; National Tokyo Medical Center, Tokyo, Japan; University of Tokyo, Japan. 

Background: End of life decisions may ix: difficult for Asian Americans because of 
differences between Western and Asian medical decision making modeLs. Little is knowT: 
about how and to what extent attitudes about end-of-life care change with acculturation. 
We explored these attitudes in Japanese and Japsn~-Americlm cohor~. 

Methods: Based on focus groups conducted in the US and Japan, a self-adminLstered 
questionnaire about end-of*life attitudes was developed and then culturally mmslated. 
This survey was administered to 3 samples: community center members in Nagoya, 
Japan (JJ); Japanese-speaking Japanese-Anlericans (JJA) in Los Angeles derived from a 
Japanese social club, social service center and apartment complex; and English-speaking 
Japanese-American (EJA) members of  Los Angeles Japanese American community 
centers. Using 5-point scales, 0re survey asked about physician-patient relationship, 
preference for autonomy in medical decisions, willingness to live in adverse health states, 
and attitudes toward advance care planning and withdrawing care. A scenario elicited 
attitudes toward information disclosure to a cancer patient. 

Results: Overall, 539 of  589 EJA (91%), 310 of  415 JJA (75%) and 304 of  315 JJ 
(91%) responded. Because groups differed in mean age (JJ 64 years, JJA 74, F_JA 63) 
and gender (JJ 46% male, JJA 35e/o, F_JA 66%), all analyses were adjusted for age and 
gender. JJ respondents were less likely to have a regular doctor (JJ 66%, JJA 93*/0, E,IA 
97%, p--0.00 I), and mLsted this physician less to make decisions (JJ 3.7, JJA 4.1, EJA 
4.4, p--0.00 I). EJA desired greater autonomy in decision making (JJ 2.3, JJA 2.0, EJA 
3. l, p--0.001 ). Few respondents had discussed end-of-life issues with their physician (JJ 
4%, JJA 6%, EJA [2%, p=O.001), and about half of  those who had not had a discussion 
desired one (JJ 59e/o, JJA 59%, EJA 44%, p=0.001). All preferred a group decision 
making model rather than individual decisions (JJ 81%, JJA 7 8 ~  EJA 78%, p,=0.7). 

The disclosure of  a cancer diagnosis to a patient was increasingly acceptable with 
acculturation (JJ 55*/,,, JJA 8(P,4, EJA 96%, p--~).001), whereas disclosure to a family 
member was universaly accepted (JJ 96%, JJA 97%, EJA 97./o, p=0.7). While there was 
no difference in willingness to tolerate adverse outcomes (JJ 1.9, JJA 1.8, EJA 1.9, 
iP0.7), F_JA were more inclined to participate in advanced care phuming (JJ 2.8, JJA 2.5. 
EIA 3.7, p--0.001) and to withdraw care (JJ 3.3, JJA 3.4, EJA 3.9 p=0.001). 

Condusine: Group-oriented decision-making for end.of-life care and unwillingness to 
live in future adverse health states is similar among Japanese Americans and Japanese. 
Autonomy, information disclosure, and acceptance of  advance care planning and care 
withdrawal are modified by acculturation. Physicians should recognize that although the 
group decision model remains intact, disclosure and advance care planning acculturate 

EARLY ADHERENCE PATTERNS AND VIROLOGIC OUTCOMES AFTER 
INITIATION OR CHANGE OF ANTIRETROVIRAL THERAPY. M Mar-Tang, 
C Noonan, C Ballard, B Colwail, K Abulhosn, T Wall, W Mathews. 
University of Califomia, San Diego Medical Center, San Diego, CA 

Objectives: (1)To estimate prevalence, patterns, and predictors of eady 
adherence, (2) to estimate adherence effect on short term virologic outcomes 
in HIV pdmary care setting. 

Methods: Eligibility: HIV-infected adults referred for antiretrovirai therapy 
(ART) initiation or regimen change to ART monitoring clinic. Measures: 
Baseline and 30 day survey, CD4 and HIV viral load (VL); MEMS monitoring 
of 1 component of ART regimen for 4 weeks. 

Results: Between April-August 1998, 70 enrolled patients had analyzable 
MEMS data. Of these, 3 were excluded because of oady adverse drug 
reacti0ns(ADRs), 1 because of voluntary withdrawal. Of the remaining 66, 
30d viral response was available for 60. Baseline charecteeistics: 10% 
female; 40% nonwhite; HIV risk factor: 56% MSM, 11% IDU; median age 37; 
baseline CD4 median= 172; HIV VL median--4.8 log. 19% ware ART naive 
and 81% were referred for regimen change. Adherence(d1-d28): mean 
84.5%, median 91.2%, range 10.7%-100%. Mean adherence was >80% in 44 
(72%) and L>90% in 33 (54%). Mean VL responses (30d - baseline), by 
adherence group were: -0.81 log (adherence 10.7%-79%), -0.98 log 
(adherence 80-89%), -1.30 log (adherence L>90%). Controlling for baseline VL, 
least square mean VL responses ware: -0.66, -1.29, and -1.28 log, 
respectively (Fm=2.36,p--0.10). By week number (1-4), mean adherence was 
90.1%, 85.1%, 82.9%, and 80.4%, respectively, and the proportion with >90% 
adherence was 70.8%, 55.4%, 58.5%, and 55.4~',e l=actors not associated 
with adherence were: age, HIV dsk factor, gender, number of dosing 
events/day, and ART regimen complexity. Prior ART failure (p--O.03) and 
non-white race (p-~.05) were associated with poorer adherence. 

Conclusions: Over first 4 weeks of ART, target adherence levels were not 
achieved in 28% (>80%) to 46%(>90%), and declined each week. VL 
response was better in those with at least 80% adherence. 

ASYMPTOMATIC PERIPHERAL ARTERIAL DISEASE IS 
INDEPENDENTLY ASSOCIATED WITH IMPAIRED LOWER 
EXTREMITY FUNCTIONING: THE WOMEN'S HEALTH AND AGING 
STUDY. MM McDermot~ L Fried, E Simensick, S Ling, JM Gurninik. 
Northwestern Univ Medical School Chicago IL, Johns Hopkins Univ Medical 
School, Baltimore MD, National Institute on Aging, Bethesda MD. 
Background: Lower extremity peripheral arterial disease (PAD) is common 
among older, community dwelling men and women. Available data suggest that 
PAD may frequently be asymptomatic. We report the relationship between 
asymptumatic lower extremity arterial ischemia and lower extremity functioning 
among older, disabled women participating in the Women's Health and Aging 
Study. Methods: The ankle brachial index (ABI), a measure of  PAD severity, 
and measures of  upper and lower extremity functioning were performed among 
participants in the Women's Health and Aging Study (WHAS). The WHAS is a 
prospective observational study of  disabled women age 65 and older living in and 
around Baltimore. Medical record review and a primary care physician 
questionnaire were used to verify patient reported comorbidities. Results: Of  933 
WHAS participants with ABI < 1.50, 328 (35%) had an ABI < 0.90, consistent 
with PAD. Sixty-three percent of  PAD participants and 63% of  participants 
without PAD had no exertional leg pain. A subset of results for WHAS 
participants without exertional leg pain are as follows: 

ABI < 0.40 ABI 0.40- ABI 0.90- Trend 
(n=48) 0.90 (n-150) 1.50 (n-376) p value 

Walking speed 0.76 +0.33 0.84 + 0.40 0.98 +0.42 <0.00 I 
(meters/second) 
Standing balance score 1.77 + 1.22 1.76 + 1.31 2.23 + 1.34 <0.001 
(0-4 scale, 4 = best) 
# times leaving home 5.26 +4.99 5.45 + 4.69 6.80 + 4.96 0.005 
per week 
In multivariable analyses controlling for age, race, and comorbidities, ABI was 
independently associated with walking velocity (0.04 meters/second/0.40 units 
AB[, p=0.016), standing balance score (0.21/0.40 units ABI p=0.016), number c" 
times leaving the neighborhood per week (0.041/0.40 units ABI, p=0.038), and 
other measures of  lower extremity functioning. In contrast, we found no 
significant relationship between ABI and upper extremity functioning. 
Conclusion: Asymptomatic PAD is common and is measurably and 
independently associated with impaired lower extremity functioning among 
community dwelling disabled women. 
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"COUMADIN CARE" (CC): A PRIMARY CARE, MULTI SITE, INNER CITY 
BASED FEASIBILITY STUDY IN A MANAGED CARE SETTING. J McCanley, 
MJ McGuire, A Lu, MW Jenckes, AM Warwick. Department of Performance 
Improvement, Johns Hopkins Medical Service Corporation, Baltimore, MD. 

Background Coumadin (warfarin) is increasingly used in clinical practice to decrease 
potentiaUy fatal thrombcombolin events. Despite clear guidelines for frequency of lab 
checks and goal lab levels (INR 2-3.5), coumadin continues to be frequently associated 
with serious side effects and preventable hospitalizations in the US and in our practices. 
Studies have shown that hospital based or pharmacist run coumadin clinics with 
improved monitoring can decrease hospitalizations. A primary care, multi-site, inner city, 
cost effective, education approach to improve outcomes has not been reported. We 
implemented patient and clinician education programs at six inner city primary care 
practices, with no-show rates up.to 36%, to improve patient knowledge, regular lab visits 
and numbers within goal INR and decrease preventable adverse outcomes. We are 
reporting our preliminary results on feasibility and effectiveness. 

Methods We trained office site nurses and clinicians with guidelines and protocols. 
Patients received individual, 45 minute Coumadin education program by a RN at their 
site. One nurse at each site had primary responsibility for the program at that site; doctors 
and nurse practitioners made dosage changes. We used our regular laboratory (no rapid 
check monitors) to minimize cost. Starting in October 1998, office managers and 
coumadin nurses received feedback as to number of educated patients, number within 
goal INR, number with adverse events. 

Results Of the 278 eligible, inner city patients, 245 (88%) received education in an 
eight month period. Of  these, 47% were male, 57% were > age 65, 62% were African 
American, 49% rated their health as fair or poor. Before education, 24% did not know 
they should come in monthly for lab visits; 61% did not know their goal INR. 

After implementation, 73% of patients came in for lab visits in October, 73% in 
November and 84% in December. Percentages within goal INR were 39%, 36%, and 
44% respectively for the 3 months. Collection of baseline data (before the program) is 
ongoing. In the 8 months of the program, only 1 potentially preventable coumadin 
related hospitalization occurred in-patients enrolled in CC as compared to 10 in the 8 
months before. Nurses were able to carry out the CC in addition to regular 
responsibilities; only one FIE had to be hired. 

Conclusions A primary care, multi-practice, inner city coumadin program run 
primarily by designated, trained nurses is feasible even with little additional staff. The 
program was able to individually educate the majority of patients and appears to decrease 
preventable Coumadin related hospitalizations. However the percentage of patients 
within goal INR is suboptimal which may reflect a deficiency in clinician adherence to 
the INR guidelines. Additional clinician feedback and education is planned to improve 
clinician compliance with guidelines. 

LEFT V E N T R I C U L A R  M A S S  IN T Y P E  H DIABETES.  P._SS 
Mehler  and  SL Biggerstaff ,  Division o f  General  Internal  Medicine,  
Denver  Heal th  and Colorado  Prevent ion Center.  

The relative mortal i ty f rom cardiovascular  disease is markedly  
i n c r ~  in type II diabetic patients.  Compared  wi th  the general  
populat ion,  increases in leR ventr icular  mass  (LVM) m a y  contr ibute 
to  this increased cardiovascular  risk. The purpose  o f  ou r  s tudy was  
to  assess the affect o f  b lood pressure  control ,  in type II diabetic 
patients,  on  the progress ion o f L V M .  A cohor t  o f  199 subjects with 
type H diabetes, part icipating in the prospect ive  Appropr ia te  Blood 
Pressure  Control  (ABCD)  trial, had  serial echoca rd iogram performed 
at  baseline and at  the  five years  post-randomizat ion.  Left  ventricular 
hyper t rophy  (LVII)  w a s  quantified us ing M - m o d e  echocardiographic  
criteria as left ventr icular  mass  (grams)  s tandardized for  height 
(meters).  Chi-square  analyses and two-sample  t-test  were  used. A 
p-value less t l ~  0.05 w a s  considered statistically significant. One 
hundred  subjects (50 .3%) had  L V H  at baseline, and  99 (49 .7%) did 
not. Five years  post- randomizat ion,  despite modera te  o r  intensive 
b lood pressure control ,  124 subjects had  LVH:  80 patients 
maintained their L V H  and  44 developed it. Intensive b lood pressure 
control  (diastolic b lood pressure o f  less than 75 m m  H g )  did not  
predict  less L V H  compared  wi th  modera te  control  (diastolic blood 
pressure  o f  80-89  m m  H g )  (p = 0.656).  The change  in L V M  over  
five years  f rom baseline w a s  17.1 4- 3 .7  g /m 2 in the modera te  g r o u p  
and 14.9 4- 3.59 g /m 2 in the  intensive g r o u p  (p = 0.661).  Similarly, 
the type  o f  anfihypertensive medicat ion utilized (angiotensin 
conver t ing  enzyme [ACE]  inhibitor or  calcium channel b locker  
[CCB])  did not  predict  a more  favorable change  in L V M  (ACE-I  
16.3 ± 3.5 v. CCB 17~0 4- 3.8) (p = 0.888).  O u r  findings suggest  that  
there may  be  a b lood pressure  independent  increase L V M  in type II 
diabetic patients. 

PATIENT DEMOGRAPHICS AND KNOWLEDGE IN AN 18 SITE PRIMARY CARE 
ANTICOAGULATION MONITORING PROGRAM. MJ McGuire. J McCauley, MW 
Jenckes, A Lu, AM Warwick, Department of Performance Improvement, Johns 
Hopkins Medical Services Corporation, Baltimore, MD. 
Background The Johns Hopkins Medical Services Corporation (JHM.SC) is a 
managed care organization with 18 primary care sites staffed by 75 primary care 
physicians and 50 medical residents caring for 115,000 patients. Six inner city 
practices care for 48,000 patients; the missed appointment rate for city practices 
is up to 36%. In 1997 the JHMSC initiated a system-wide nurse-run 
anticoagulation monitoring program (Coumedin Care, CC) designed to (1) 
establish a patient database (2) assess patient and clinician education (3) 
improve quality of care for this population, in response to preliminary studies 
demonstrating need for these:interventions. 
Methods Patients were identified by review of pharmacy, encounter and lab 
databases and by physician-referral; databases could identify only about half of 
patients ultimately enrolled. At baseline, physician satisfaction with delivery of 
care to this population was measured and patient education and demographics 
were assessed. A disease management process, including patient and physician 
guidelines-based education, outreach, and reporting protocols were initiated and 
central data collection for outcomes evaluation was established. 
Results After the first 8 months, 384 patients have been enrolled in CC out of 
422 eligible (91%); 245 (64% of all enrollees) were in the city practices. 
Diagnoses in anticoagulated patients in the city practices were 32% atrial 
fibrillation, 11% cardiomyopathy, 9% DVT, 8% prosthetic valve, 7% PE, and 33% 
other. Baseline demographics were completed for 356 patients (93%): 52 % 

o th o Were i'nale, 21% lived alone, 18 Yo completed less than 8 grade, 42 Yo were 
black, 9% admitted problems getting to appointments (1/5 transportation relfited) 
20% admitted reading problems, 42% rated their health as fair or poor. Baseline 
patient knowledge indicated a significant deficit; 28% did not know how often to 
come in for INR checks and 57% did not know their goal INR. There were 
significant differences in demographics between city & non-city populations in all 
areas except education. Interestingly, 89% of patients rated their anticoagulation 
related care as very good to excellent before initiation of the CC program. 
Conclusion We studied the demographics and knowledge of anticoagulated 
patients from a group practice caring for inner city as well as non-city patients. 
Baseline data revealed more city patients lived alone, were African American, 
had problems keeping appointments, rated health as poor, admitted reading 
problems, and did not know goal INR, than non-city patients. Both groups 
needed more education. Results of patient knowledge after implementation of 
CC are being assessed. 

CARDIOVASCULAR DISEASE PREVENTION PRACTICES IN AN 
ACADEMIC MEDICAL CENTER FOR PATIENTS WITH TYPE 2 DIABETES. 
James B. Meias. Enrico Cagliero, Patricia Murphy-Sheehy, David M. Nathan, Daniel E. 
Singer, Michael J. Barry, Massachusetts General Hospital, Boston, MA 

Background: Cardiovascular disease (CVD) is the primary cause of morbidity and 
mortality among patients with type 2 diabetes, but little is known about primary or 
secondary CVD prevention practices by physicians caring for these patients. 

Methods: Patients visiting a teaching general medicine practice or the diabetes clinic 
at a large urban t ,  aching hospital March 1996-August 1997 were identified with ICD-9 
diagnoses 250.x0. Of 2862 patients, 789 were randomly selected for office chart review; 
of these, 601 met inclusion criteria (type 2 diabetes diagnosed prior to March, 1996). 
Patients were classified with CVD if charts noted coronary heart disease (CHD), 
peripheral vascular disease (PVD), stroke, or TIA. Significance of differences between 
patients with CVD (2 ° prevention) or without (1 ° prevention) were assessed using chi- 
square or t-tests. 

Results: Of  601 patients, 59°,6 had CVD (45%, CHD; 25%, PVD; 11%, stroke or 
TIA). Patients with CVD were older (68 years with CVD vs. 59 years without, 
pffi0.0001), had diabetes longer (9 vs. 6 years, p=0.0001), were more likely to be on 
insulin (48 vs. 31%, p=0.001), to have nepbmpathy (17 vs. 4%, p=0.001), hypertension 
(HI'N; 79 vs. 65%, p=0.00l), or hyperlipidemia (54 vs. 42%, p=0.003), but equal 
proportions were women (40 vs. 44%), current cigarette smokers (11 vs. 10%) or had 
HbAlc levels <7% (32 vs. 31%). Patients with CVD were more likely to be on aspirin 
(49 vs. 21%, p=0.001) or beta-blocker (42 vs. 14%, pffi0.001) therapy. Among patients 
with HI'N, those with CVD were more likely to be on an antthypertensive medication 
(88 vs. 80%, pffi0.02), but of those with HTN on medication, patients with CVD were 
equally likely to have a most recent BP <130/85 mm Hg (20 vs. 18%). Among patients 
with hyperlipidemia, those with CVD were more likely to be on a lipid-lowering 
medication (63 vs. 46%, p=0.004), and of those with hypertipidemia on medication, 
patients with CVD were more likely to l~ave a most recent LDL cholesterol level <100 
mg% (31 vs. I I%, pffi0.01). Among smokers, those with CVD were not significantly 
more likely to have smoking cessation counseling recorded in the chart during the 18 
month sampling frame (28 vs. 17%, p--0.4). 

Conclusion: Patients at this academic medical center with type 2 diabetes and CVD 
were consistently more likely to receive appropriate CVD prevention interventions than 
patients without CVD, but absolute rates of 2 ° prevention practices or achievement of 
recommended treatment goals were lower than anticipated based on their evidence- 
based expected benefit. Because patients with diabetes but without clinical CVD are also 
at very high risk for CVD events, their very low rates of prevention practices or 
achievement of treatment goals also represent an important target of opportunity to 
reduce CVD morbidity and mortality in type 2 diabetes. 



J G I M  Volume 14, April (supplement 2) 1999 5 5  

USE OF A SIMPLE CLAIMS-BASED ALGORITHM TO IDENTIFY TYPE 2 
DIABETES PATIENTS FOR INTENSIVE MANAGEMENT. James B. Mains. 
Enrico Cagliem, Pstricia Murphy-Sbeehy, David M. Nathan, Michael J. Barry, Daniel E. 
Singer, Massachusetts General Hospital, Boston, MA. 

Background: Claims databases are increasingly used to identify and risk-stratify 
patients with chronic disease. We assessed a simple ambulatory claims-based algorithm 
identifying patients with type 2 diabetes who might benefit from more intensive 
management (IM). 

Methods: Patients visiting a teaching general medicine practice (75% of sample) or 
the diabetes clinic (25%) at a large urban teaching hospital March 1996--August 1997 
were identified with ICD-9 diagnoses 250.x0. Of 2862 patients identified, 789 were 
randomly selected for office chart review, and of these, 601 met inclusion criteria (type 
2 diabetes diagnosed prior to March, 1996). An additional 103 randomly selected charts 
without claims for diabetes were reviewed to confirm the absence of diabetes. Patients 
were identified for possible IM if there was a claim for hospitalization for any reason 
and a claim for diabetes with complications (250.10-90) during the sampling period, or 
non-IM otherwise. Significance of differences between groups were assessed with chi- 
square, Wilcoxon rank-sum, or t-tests. 

Results: Sensitivity (97%) and specificity (87%) of ambulatory billing claims for 
chart review-confirmed type 2 diabetes were excellent. Of 601 eligible patients, 16% 
were classified as IM. IM patients were older (66 years IM vs. 64 years non-IM, 
p=0.0001), had diabetes longer (10 vs. 7 years, pc0.0002), were more likely to be white 
(92 vs. 80%, p=0.004), to be on insulin (61 vs. 37%, p=0.00l), to have microvascular 
complications (68 vs. 45%, p=0.001), or cardiovascular complications (81 vs. 54%, 
p=0.001), but equal proportions were women (39 vs. 42%) or current smokers (I 1 vs. 
l 1%). Equal proportions of IM and non-IM patients had a most recent HbAlc <7% (30 
vs. 32%), LDL-C <130 (54 vs. 60%), blood pressure <130/85 (26 vs. 24%), an eye exam 
within 18 months (53 vs. 48%), but more high-risk patients had a foot exam (77 vs. 
48%, pc0.001). IM patients had a greater median number of office visits (6 vs. 4, 
p=0.0001) and blood glucose (7 vs. 3, p=0.0001) and cholesterol (2 vs. 1, p--0.005) tests. 

Conclusion: Ambulatory claims reliably identify patients with type 2 diabetes. 
Patients with claims for diabetic complications and a recent hospitalization comprise a 
reasonably-sized subset of type 2 diabetes patients having a greater burden of all 
diabetes complications and evidence of more intense ambulatory utilization than patients 
with one or none of these conditions. Relatively low absolute rates of recommended 
preventive services or adequate metabolic control among IM patients suggests they are 
likely to benefit from intensive case management to improve risk factors for worsening 
or additional diabetic complications or recurrent hospitalization. However, a substantial 
fraction of non-IM patients also had evidence of complications and poor risk factor 
control, indicating a more global need for improved diabetes care practices. 

A RANDOMIZED CLINICAL TRIAL TO ASSESS THE OUTCOMES AND 
COSTS OF LEVOCABASTINE EYE DROPS VERSUS LORATADINE IN 
THE TREATMENT OF SEASONAL ALLERGIC RHINOCONJUNCTIVITIS. 
J Menzin, M Friedman, R Cavanaugh, L Boulanger, and B Lewis, Boston 
Health Economics, Inc., Billerice, MA; the Fallon Clinic and Focus Managed 
Research, Inc., Worcester, MA. 

Background: Combination therapy with levocabastine eye drops and 
nasal spray has been shown to be as efficacious as systemic therapy. 
However, it is unknown whether a simpler regimen involving levocabastine 
eye drops alone would be as effective as the oral agent Ioratadine in the 
treatment of allergic rhinoconjunctivitis, or how in typical practice these 
agents would compare on broader measures of outcome, such as quality of 
life, satisfaction with treatment, and costs. 

Methods: A randomized, open-label clinical trial was undertaken at the 
Fallon Clinic in Central Massachusetts during the spring and fall allergy 
seasons in 1997 and 1998. A total of 96 adults with self-reported ocular 
symptoms (with or without concomitant nasal symptoms) were randomized 
by their'usual primary-care physicians to receive either levocabastine eye 
drops (n=48) or Ioratadine (n=48) over a period of 14 days. Quality of life 
was assessed using a validated questionnaire that was completed by study 
patients at baseline and again on days 2, 7, and 14. Patient satisfaction also 
was elicited via surveys on days 7 and 14. 

Results: There were no statistically- or clinically-significant differences 
ii.e., of at least 0.5 points on the 7-point scale) in ocular symptoms, nasal 
symptoms, and overall disease-specific quality of life between the 
levocabastine and Ioratadine groups between baseline and follow-up (the 
differences in mean point changes between groups were -0.22, -0.02, and 
-0.04 respectively; a lower score represents improvement). Patients 
randomized to Ioratadine were more likely to be satisfied with the ease and 
convenience of their treatment regimen at day 7 (64% vs 40%; p<0.05), but 
not at day 14 (61% vs 48%; p=0.21). The overall rating of satisfaction with 
treatment was similar in both groups, however. The mean costs of care for 
allergic rhinoconjunctivitis were approximately $7 per patient lower in the 
levocabastine group (p=0.05). 

Conclusions: Both levocabastine eye drops and Ioratadine are 
reasonable choices for monotherapy for allergic rhinoconjunctivitis, 
providing similar relief of symptoms and improvements in quality of life. 
Initial therapy with levocabastine is less expensive than Ioratadine, but is 
also less convenient in the first week of treatment. 

EFFECT OF SILDENAFIL CITRATE ON DEPRESSION SCORES IN MEN 
WITH ERECTILE DYSFUNCTION AND COMORBID DEPRESSION. 
Matthew Menza. Robert Wood Johnson Medical School, Piscataway, NJ; 
Steve0, Roose, New.York State Psychiatric Institute, NY, NY; Stuart Seidman, 
Columbia Presbyterian Hospital, NY, NY; Raymoll t  Rosen, Robert Wood 
Johnson Medical School, Piscataway, NJ; Ridwan Shabsigh, Columbia 
Presbyterian Hosvital, NY, NY;Vera  Stecher, Richard Siegel, Pfizer Inc, NY, 
NY 

Obiectlves: Erectile dysfunction (ED) and depression are highly prevalent 
conditions ~hat are frequently comorbid; however,  the causal relationship is 
unclear. This study assessed symptoms of  depression in men with ED and 
untreated subthreshold major depression in a randbrnized control]edtrial o f  
sildenafil- citrate (ViAGRA ~) versus placebo. 

Methods:-146-men-who presented to  urologists with ED and had 24-item 
Hamilton.DepressionRating Scale(HAM-D) scores ~12 were randomized to 
receive flexible-dose sildenafil (Sild; 25-100 rag; N = 70) or placebo 
(Pbo~N ffi 76)Tot I2  weeks i n a  clouble~bli~d t r ia l :  Patientswere classified as 
responders for ED i f  they a) answered "yes"  to two global efficacy questions 
that asked whether treatment improved erections and the ability to have sexual 
intercourse and b) had erectile function (EF) domain scores o f  22-30 (range 
1-30; higher scores indicate better EF) on the International Index o f  Erectile 
Function questionnaire. Symptoms of  depression were assessed at baseline and 
after 8 and 12 weeks o f  treatment using the HAM-D, Beck Depression 
Inventory (BDI), and Clinical Global Impression (CGI) scales. 

Re~qlt~: Results Iintention-to-treat analysis) at week 12 were: 
Mean Scores (+ SEM) Number (o/0) of Patients t 

HAM-D BDI CGI Total Slid Pbo 
Baseline 16.7 (0.3) 15.6 (0.7) - -  136 66 70 
EDresponders 6.4(0.8)* 6.4(0.9)* 1.8(0.2)* 58 48(83%) 10(17%) 
ED nonresponders 14.2 (0.9) 13.7 (L0) 3.7 (0.2) 78 18 (23%) 60 (77%) 
*P<0.000I vs. ED nonresponders (ANCOVA); tP=0.001 for treatment effect (chi- 
square). 

Conclusions: After 12 weeks o f  treatment~ patients classified as ED 
responders had significant improvements in mean HAM-D, BDI, and CGI 
scores compared with patients classified as ED nonresponders. Among ED 
responders, 83% were treated with sildenafil and 1 7 0  were treated with 
placebo. 

SELF CARE AND HOME BLOOD PRESSURE MONITOR USE. Rd 
Marrick, ICE Olive, C Landy, RC Hamdy, and V Cancellaro. Depamnent 
of  Internal Medicine, East Tennessee State University, Johnson City, 
Tennessee. 

Purpose: To determine how patients used the results of  home blood 
pressure m ~ t s .  Volunteers (N= 91) were solicited from a general 
internal medicine practice and the general public by advertisements. 
Volunteers completed a written survey addressing demographic factors and 
issues related to their use and interpretation of  home blood pressure 
measurements. 

Methods: 73% o f  the volunteers indicated that they purchased their 
monitor to "be involved in their own health care." 55% did so "to improve" 
and 12% to "save money on" their health care. 86% of  the volunteers 
recognized that an acceptable systolic blood pressure was less than 140 
mmHg and that an acceptable diastolic blood pressure was less than 90 
mmHg. The survey gave different options to deal with a high and low blood 
pressure. 92% of  the volunteers indL,~_t_,~_ they would respond with at  least 
one o f  the options to a high blood pressure. The volunteers responded as 
follows: 7% would take an extra pill, 11% would change diet, 24% would 
rest, 73% would recheck the blood pressure, 17% would have someone else 
check the blood pressure. 76% o f  the volunteers noted they would respond 
to at least one option for a low blood pressure. The volunteers responded as 
follows: 1% would stop medication. 5% would hold medication, 22% 
would call doctor, 3% would change diet, 8% would lie down, 61% would 
recheck the blood pressure and 15% would have someone else check the 
blood pressure. 

Rasults: Imply that there is a desire from patients to be involved in their 
own health care. The involvement was done in an effort to partuer with 
theft physician and not to usurp the physicians control or avoid the expense 
o f  medical care. 

Conclusion: Our previous findings fi'om this group of  volunteers that 
34% of  the blood pressure results obtained were inaccurate along with the 
present data indicate that a need exists to educste and monitor those nsing a 
home blood pressure monitor. Undertaken in a positive sense the physician 
could have a most willin~ ally in the battle against hypertension. 
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K N O W L E D G E  A B O U T  C E R V I C A L  C A N C E R  A N D  P R E D I C T O R S  
O F  P A P  S M E A R  U S E  A M O N G  A M E R I C A N  S A M O A N  W O M E N .  SI 

Mi,sJala, P H  Luce -Ace lua ,  F A  Hubbel l ,  Center  fo r  Heal th  Po l icy  a n d  
Research,  Univers i ty  o f  Cal ifornia ,  Irvine, Col i fomia  and  the  Nat iona l  
Off ice o f  S a m o a n  Affairs ,  Carson,  California.  

The site specif ic  incidence for  cervical  cancer  is h igher  a m o n g  A m e r i c a n  
S a m o a n  than  A n g l o  w o m e n .  To  explore  poss ible  reasons  for  this  
observat ion,  w e  assessed  cervical  cancer-related knowledge  and  
preventive pract ices  a m o n g  A m e r i c a n  S a m o a n  w o m e n  res iding in Los  
Angeles ,  CA;  Oahu ,  Hawai i ;  a n d  the US Terr i tory  o f  A m e r i c a n  Samoa .  
We used  a cross-sectional s tudy des ign  and  systematic sampl ing  

procedures  to conduc t  a n  in-person survey o f  986  Engl ish  o r  S a m o a n  
speaking self- identif ied S a m o a n  w o m a n  over  the age  o f  18 years .  W e  
used  the Nat iona l  Heal th  In terview Survey  Cancer  Control  Supplement  

and  f indings  f rom focus  g roups  to deve lop  the survey instrument .  W e  
found that  the  w o m e n  h a d  m a n y  misconcept ions  about the r isk  factors ,  
s igns,  and  s y m p t o m s  o f  cervical  cancer ,  of ten reflecting t radi t ional  
cul tural  bel iefs  about  disease causal i ty .  Use o f  Pap  smears  w a s  also qui te  
low. Overal l ,  on ly  4 6 %  o f  the  w o m e n  repor ted hav ing  received a Pap  
smesx wi th in  the pas t  3 years  (50% in Los  Angeles ,  6 5 %  in  Hawai i ,  a n d  
3 2 %  in A m e r i c a n  Samoa) .  Regress ion  analys is  revealed that  the 
independent  predic tors  o f  Pap  smear  use  inc luded residence in  Hawa i i  
(OR=1.7;  CI=1.1-2.5) ,  <40  years  o f  age  (ORffi2.2; CI=1.6-3.1) ,  > h i g h  

school educa t ion  (OR=2.1 ;  CI=1.5-3.0) ,  mar r iage  (OR=1.9;  (21--1.3-2.6), 
annual  income  ~$30,000 ( O R = I . 1 ;  CI=1.4-2.3) ,  more  accul tura t ion  
(OR=I .9 ;  Ciffil .4-2.6), a n d  hea l th  insurance  ( O R = l . 6 ;  CIffi l . l-2.3).  It is 
l ikely that  the relat ively l o w  rates  o f  Pap  smear  use  a m o n g  A m e r i c a n  
S a m o a n  w o m e n  explains ,  in part ,  the  h igher  site specific incidence for  
cervical  cance r  obse rved  in this  popula t ion .  Because  cervical  cancer  is 
a lmost  entirely a preventable  disease,  it  is impor tan t  to develop  cul tural ly  
sensitive p r o g r a m s  that  address  misconcept ions  about  cervical  cancer  a n d  
that  increase the  regu la r  use  o f  Pap  smears  a m o n g  A m e r i c a n  Samoans .  

COST-EFFECTIVENESS OF ELECTIVE CESAREAN DELIVERY TO REDUCE 
VERTICAL TRANSMISSION OF HIV. JM Mats and J Tsevat, Division of Ganeral 
Internal Medicine, Department of Internal Medicine and Institute for Health Policy 
and Health Services Research, University of Cincinnati Medical Center, Cincinnati, 
OH. 

Context: Cesarean delivery has been shown to reduce vertical transmission of HIV. 
However. its role is unclear because of uncertainties surrounding its efficacy, safety 
and cost. A randomized controlled trial of mode of delivery is underway in Europe, 
but results probably will not be available for several years. 

Objective: The purpose of this analysis was to quantify the risks, benefits, and cost- 
effectiveness of cesarean section performed to reduce vertical transmission of HIV in 
the United States. 

Methods: A decision analytic model was developed comparing the strategy of 
electwe cesarean section (ECS) with the strategy of trial of labor (TOL). In this 
model, transmission rate, maternal death rate, and procedure cost were varied by 
mode of delivery. Base case transmission rates were based on the published results of 
the French Perinatal Cohort and the assumption that all of the mother-child pairs 
received zidovudine. HIV cost esnmates were derived from the national AIDS Cost 
and Service Utilization Survey data. Delivery costs were average variable costs taken 
from an urban hospital's cost accounting system. Life expectancies, utilities, a n d  
maternal death rates were estimated from literature review. Quality adjusted life 
expectancy was calculated as a sum for the mother and child pair. Future costs and 
life expectancy was discounted at a 3% rate. All costs were expressed in 1997 
dollars. 

Results: The strategy of ECS produced a verdcal HIV transmission rate 57/1000 
deliveries lower than TOL. ECS projected 39.91 quality adjusted life years (QALYs) 
at a cost of $3,517 per delivery while TOL resulted in 38.86 QALYs at a cost of 
$17,088 per delivery; therefore, ECS was the dominant strategy. With about 7000 
HIV-infected mothers delivering per year, a strategy of ECS could yield 400 fewer 
cases of pediatric HIV and save about $95 million per year. However, ECS would 
increase maternal mortality by 3.4 per 100,000 deliveries or 1 additional death about 
every 4 yeats. Sensitivity analysis showed that ECS was the dominant strategy for a 
wide range of the variables. Threshold analysis showed that ECS is cost saving for 
baseline transmission rates greater than 0.2% (base case was 6.6%). 

Conclusions: A strategy of ECS for delivering HIV-infected women would result in 
reduced costs and increased quality adjusted life expectancy overall for the mother 
and child pair, albeit at a slightly increased risk of death to the mother. 

TEEN DATING VIOLENCE: INITIAL ATTITUDES AND IMPACT OF A SCHOOL- 
BASED INTERVENTION DS Morse. E deLahunta, L Bean, D Mathiason, N Ruddy, 
General Medicine Unit, Rochester General Hospital, Dept of Medicine, University of 
Rochester School of Medicine and Dentistry, Rochester, NY 

Introduction: Teen dating violence (TDV) has a prevalence between 9-57% and ma~, 
precede later life domestic violence in males and females. 

Objective: We sought to evaluate a TDV curriculum and its effect on associated 
iattitudes among participants. 
i Design: The curriculum was implemented for all study participants, who served as 
!their own controls, using immediately pre and post measures to evaluate Efficacy. 
[ Intervention: The curriculum takes 80 minutes, is interactive, utilizes videotapes, 
~ole plays, and discussion relating to 5 core points: power and control, violence as learned 
,,~havior, early warning signs for violence, actions to take, and healthy relationships. 

Setting: Intervention done in 9 Schools: Urban (4) suburban (5) and middle (4) and 
high (5) from 1997-1998 in Rochester, NY. 

Participants: There were 577 participants, ages 11-18, girls (52.3%), high 
~choolers (59.7%). All students in selected grade levels received the intervention. 

Main Outcome Measures: Participants completed an 8-item TDV attitude survey 
)efore and after the curriculum indicating agreement or disagreement 

Results: Significant changes occurred for 5 of the items 
Statement Pro : Post P value 

%afTee %al~e 
It's a sign of true love when your boy/girlfriend 31.0% 22.0% <.001 
wants to spend all their time with you 
Telling your boy/girl friend to dress in a certain 60.4% 69.8% <.001 
way is a form of control in a relationship 
Calling your boy/girlfriend names in public is a 76.9% 83% .001 
form of emotional abuse 
If you have witnessed family violence as a child it 19.2% 38.8% <.(301 
is likely that your dating relationships will be 
like },our family relationships 
If you arrive at a club and see your boy/girlfriend 29.9% 23.0% <.1301 
dancing with someone you don't know, it's OK 
to feel jealous and accuse them of "playing 
around' on you 
~oncluslons: The pilot curriculum demonstrated success in effecting TDV attitudes in 
tigh school students in a direction suggestive of greater awareness. Future studies should 
Lddress the relationship between attitudinal and behavioral chan~es. 

REGULAR EXERTION AND THE RISK OF COMPLICATIONS OF ACUTE 
MYOCARDIAL INFARCTION. KJ Mukamal and MA Mittleman, Department of 
Medicine, Beth Israel Deaconess Medical Center, Boston, MA. 

Regular exertion prevents acute myocardial infarction (AMI) and may lower 
its case-fatslity rate. How regular exertion modifies the severity Of AMI is 
unknown. We studied the associations of regular exertion with infarct size (as 
measured by peak CK) and the risks of Q-wave infarction, congestive heart 
failure (CHF), and ventriouiar arrhythmias (VTNF) among patients hospitalized 
with AMI. 

Between 1989 and 1996, we performed standardized face-to-face interviews 
and chart reviews on 3,625 subjects with AMI enrolled in the Determinants of 
Myocardial Infarction Onset Study a median of four days after admission. 
Trained interviewers recorded detailed medical histories (including regular 
frequency of exertion greater than 5 MET), serial CK values (for the first 1,623 
subjects), electrocardiographic interpretations, and the presence of CHF or 
V'I'NF. We used linear and logistic regression to model continuous and binary 
outcomes, respectively. The table shows peak CK levels and odds ratios for Q- 
wave infarction, CHF, and VTNF, according to regular frequency of exertion 
and adjusted for age, gender, history of previous angina or MI, history of 
hypertension or diabetes, obesity, current smoking, use of cardiac medica- 
tions, time of day, use of thrombolytic therapy, and recent exertion. 

Weekly Exertion >5 MET <1 1-4 >5 p for trend 
Number of Subjects 2796 424 405 

Peak CK Level 1033 1026 1002 0.71 
+SEM :1:24 ±71 +76 

Q-wave MI 1.0 1.1 1.0 0.92 
95% CI 0.8,1.5 0.7,1.3 

CHF 1.0 0.5 0.7 0.003 
95% CI 0.3,0.7 0.5,1.0 

VTNF 1.0 0.9 1.4 0.11 
95% CI 0.6,1.3 1.0,1.9 

In conclusion, we found that regular exertion is associated with a 
substantially lower risk of CHF but possibly a slightly higher risk of VTNF 
among patients hospitalized with AMI. This may represent another important 
clinical benefit of regular physical activity. 
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THE IMPACT OF F A M I L Y  HISTORY OF BREAST CANCER ON 
M A M M O G R A P H Y :  THE F R A M I N G H A M  OFFSPRING STUDY. 
JM M ~ i ~ ,  JC Evans,  M G  ~ ,  BE  Kreger,  G L  Spland~y, KM 
Freund, MA Moskowitz ,  P W F  Wilson.  NHLBI ' s  Fraeningham Heart  
Study and Section of Cameral Internal Medicine, Boston Medical 
Center, Boston. 

Purpose: To examine mammography use in women according to 
family history (FHx) of  breast  cancer  (BRCA).  

Methods: Breast health questionnaires were  mai led  to 929 women 
with 76% response. Respondents aged  40  to 79 years included 1) 141 
with a first  degree relat ive with BRCA,  2) 211 with a mother or sister 
wi th  other cancers, and  3) 331 wi th  mother  and  sister(s) f lee  of  
cancer. Women with a F H x  of  BRCA were  compared with age- 
matched referent groups 2 and 3 above.  Referents were pooled in 
analysis  as mammography was similar .  

Results: Ever  use of  mammography  was  h igh  in al l  women. In 
women with a FI-Lx o f  BRCA 98% reported mamntography use 
compared with 95 % of  referent  women.  Recent  mammography use (~< 
2 years) was higher in women with a FHx of BRCA (93%) compared 
with referent women (83%)(p=0.002). This difference was observed 
in all age-groups and was greatest in younger women. In women with 
a FHx of BRCA 27% perceived their BRCA risk as none to very 
small compared with 61% of referent women. Increased self-pereei~,ed 
risk in FHx negative women was associated with increased 
mammography use (p=0.02). Recent  cl inical  breast  exam use was 
similar  in women wi th  (92%) and wi thout  (89%) a FHx of BRCA. 
Women with a FHx  of  BRCA were  more l ikely to do self  breast exam 
at least  once a year (87% vs 77%,  p = 0 . 0 1 5 ) .  

Conclusions:  Mammography use was  very  h igh  in women with a 
family BRCA history. Cl inicians should assess family BRCA history 
and educate women on their  true BRCA r isk  to improve use in al l  
women.  

CLINICAL PREDICTORS OF HYPOTHYROIDISM IN WOMEN OVER 
THE AGE OF FIFTY. J. Myers, S. Mun, and A.S. Vasiliades, Deparanent of 
Medicine, Mount Sinai Hospital, New York, NY. 

Purpose: To determine if there is a clinical sign or symptom that is a sensitive 
indicator of hypothyroidism in women over fiRy. 
Methods: We reviewed all TSH (Thyroid Stimulating Hormone) tests sent from 
our Primary Care clinic over a five-month period. We examined the chatqs of 
those women over fifty with a TSH > 4.0 (Upper limit of normal for our Tab). 
The charts were reviewed to determine why the TSH was ordered, if noted, as 
well as if the patient had any other medical problems. Multiple signs and 
symptoms may have been charted as the indication for the TSH testing. 
Results: 1720 TSH samples were sent between June 8, 1998 and November 14, 
1998, 834 were sent in women 50 and over. Of the 834 samples sent in women 
50 and older, 107 patients had a TSH > 4.0. Of those 107, 52 were known to be 
hypothyroid on presentation to our clinic and 7 charts were unavailable. The 
remaining 48 women, without prior history of hypothyroidism, are our sample 
population. Results are noted in table 1. 
Table 1: Clinical Signs and Symptoms for which TSH was sent 
Depression/Psych 41.6% Fatigue 29.2% 
None 27.1% Dementia 22.9% 
Weight Gain 14.6% Hair changes 12.5% 
All others* < 1/P/o each 
*Arrthymias, Constipation, Palpable thyroid, Edema, Skin changes, Arthralgias 
Discussion: As there is no consensus regarding screening for hypothyroidism in 

this high-risk population, we set out to determine if certain clinical signs or 
symptoms had greater power in the identification of women with the disease. 
Due to the small number in our sample size we did not demonstrate statistical 
significance for any specific sign or symptom, however we did make some 
important observations. Of note, the most cited clinical reason for sending a 
TSH in our sample population was depression or other psychiatric illness 
(41.6%). The second most commonly noted were tbe "Fatigue" and "None 
Cited" categories at 29.2% and 27.1%, respectively. Given the controversy with 
regards to TSH screening, our observations lead us to a number of conclusions. 
The strongest predictor in our small sample size was the "Depression/Psychosis" 
category. However in 27% of patients in our study, no" sign or symptom was 
noted. These observations warrant timber study with a larger sample to 
ascertain if psychiatric illnesses are the strongest clinical predictors for 
hypothyroidism in a high-risk population, or if women over the age of fifty 
should be routinely screened as there is no one strong clinical indicator. 

PREDICTORS OF R E C E N T  M A M M O G R A P H Y  U S E :  THE 
F R A M I N G H A M  O F F S P R I N G  STUDY.  ~ ,  JC Evans,  MG 
I.arson, BE Kreger,  G L  Sp lansky , 'KM Freond,  M A  Moskowitz ,  PW~F 
Wilson.  NHI.,BI's F ramingham Hear t  Study and Section of  General  
Internal Medicine,  Boston Medical Center,  Boston. 

Purpose: TO identify predictors of  recent mammography use. 
Methods: 683 women  part icipat ing in  the Framingham Offspring 

Study, aged 40  to 79 years ,  completed a breast  health questionnaire 
including 141 women wi th  a f irst  degree relat ive wi th  breast  cancer 
(BRCA). Age-adjusted analyses  were  performed to identify factors 
associated with recent  mammography  use (use in past  2 years) .  
Logistic regression analysis was used to identify wedic togs  of use. 

Results: Recent mammography use was significantly higher in 
women with a family BRCA history (93%) than in women without 
(83%) (p=0 .002) .  Recent  cl inical  breast  exam (CBE) (p=0 .001 ) ,  
CBE ever  (p=0 .002) ,  increased perce ived r i sk  o f  BRCA ( p = 0 . 0 4 ) ,  
current smoking ( p = 0 . 0 0 1 ) ,  alcohol use (0.03),  breast  disorder  
(p=0.03), and use of routine check-ups (p=0.001) were significantly 
associated with wammography  whi le  self  breast  exam,  l i fet ime oral 
contraceptive use, _~_~_~on, mari tal  status, subject ive health,  breast  
surgery, and ill  physician vis i ts  were  not. Odds  ratios and 95% 
confidence intervals from mult ivar iable  analyses predict ing 
mammography use are as fol lows:  family his tory o f  BRCA. 3.23 
(1.36, 7.66),  CBE in past  2 years  17.36 (9.20, 32.77),  and  current  
smoking 0 .39  (0.21, 0.71).  No other factors were  statistically 
signi~cant. 

Conclusions:  Women at  h igh  r i sk  for BRCA due to family  history 
are more l ikely to undergo mammography.  CBE represents  an 
opportunity to ~ahJnce a d h a e a ~  to mammogra~y. Women who 
smoke undertaillye mammography and should be targeted for 
interventions. 

DEPRESSION, SELF-CARE, AND GLYCEMIC CONTROL IN PATIENTS 
WITH DIABETES MELLITUS. ~ and MA Whooley for the 
Ambulatory Care Quality Improvement Project. San Francisco VA Medical Center 
and the University of California, San Francisco. 

Objective: Previous studies have suggested that depression leads to poor " 
glycemic control in diabetic patients, but the reasons for this association have not 
been determined. This study examined whether depressed patients have reduced 
self-case, and whether lack of self-care is responsible for poor glycemic control 
among patients who have diabetes mellitus. 

Methods: We evaluated 24,671 patients who were recruited from 7 Veterans 
Affairs Medical Centers for the Ambulatory Care Qunlity Improvement Project. 
All participants completed the Mental Health Inventory (MHI-5) and were 
considered depressed if they scored at least 17 on a 30-point scale. Those with self- 
reported diabetes mellitus were asked to complete an additional questionnaire 
regarding frequency of self-care (how often they checked their blood sugar, 
checked their feet, and followed a meal plan) and frequency of elevated blood 
sugar (>240 rng/dL) within the past 4 weeks. Results are reported as odds ratios 
(OR) with 95 % confidence intervals (C1) based on logistic regression models. 

Results: Of the 3184 participants who completed the diabetes questionnaire, 759 
(24%) were depressed (MHI-5 > 17). Compared with nondepressed patients, 
depressed patients were equally likely to check their blood sugar (OR 1.0, 95% CI, 
0.8-1.2; p=0.96), but less likely to follow a meal plan (OR 0.7, 95% CI, 0.6-0.9; 
p < 0.001), and somewhat less likely to check their feet on a daffy basis (OR 0.9, 
95% Ci, 0.7-1.0; p=0.12). These results were not affected by adjusting for age, 
sex, ethnicity, marital status, education, income, employment, smoking, alcohol, 
or comorbid illnesses. Among participants who tested their blood sugar at least 
once per week (n=2189), those who were depressed were more likely to report 
having a blood sugar > 240 mg/dL within the past 4 weeks (OR 1.5, 95% CI, 1.2- 
1.9; p<0.001) than nondepressed patients. This association was unchanged by 
adjusting for not following a meal plan. 

Conclusion: Depression is associated with reduced self-care, and with poorer self 
reported glycemic control. However, lack of self-care does not appear to explain 
why depression leads to poor metabolic control in patients with diabetes mellitus. 
Better recognition and treatment of depression may intprove both self-care and 
glycemi¢ control in diabetic patients. 
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U S E  O F  H O R M O N E  R E P L A C E M E N T  T H E R A P Y  : 
C O M P A R A I S O N  B E T W E E N  A N  A C A D E M I C  P R I M A R Y  C A R E  
C E N T R E  A N D  T H E  G E N E R A L  P O P U L A T I O N .  
A. Rieder  Nakh~ .  A Morabia ,  JP Humai r ,  S Antonini ,  and  H Stalder,  
D iv i~on  d 'Epid~miologie  Cliniqne, M(:decine Communauta i re ,  HOpitanx 
Universitaires de  Gen~ve, Geneva ,  Switzerland.  

Context : Ho rmone  replacement  the rapy  (HRT)  is well  recognised  for  
t rea tment  o f  menopausal  symptoms  a n d  prevention o f  osteoporosis .  
Prevalence o f  use  varies widely be tween  populat ions  and is influenced b y  
social  factors.  W e  show how epidemiological  da ta  can  be  used  by  the 
cl inician to analyse H R T  use  observed in an  outpatient clinic setting 

Objectives:l°Study H R T  use  in pat ients  at tending an  academic  
pr imary  care  centre with a high p ropor t ion  o f  recent  immigrants.  
2 °Compare  the s tudy results with H R T  use  in the general  popula t ion  o f  

the same  region. 
Methods : 138 per imenopausal  or  menopausa l  w o m e n  aged  45-65  who 

consul ted the outpat ient  clinic answered  a quest ionnaire o n  H R T  use  
(89% response rate). Da t a  f rom a yearly popula t ion-based cross-  
sectional  questionnaire survey provided prevalence o f  H R T  use  in 202  
representat ive w o m e n  of  the s ame  age  and  menopausa l  status. 

Results : In the outpat ient  clinic, prevalence o f  current  H R T  use  was  
40% among Geneva residents (72% of all patients), which is almost 
identical to the prevalence observed in the population survey (41%). In 
contrast, there were only 9% of current HRT users among recent 
immigrants who consulted the outpatient clinic. 

Conclusion : Comparison of HRT use between perimenopausal and 
menopausal women seen at the primary care centre and in the 
epidemiological study shows no difference of prevalence for the majority 
of women. However, use appears very insufficient among recent 
immigrants when compared with the general population. This population 
perspective enables the clinician to see how his patients compare with 
the standard set by the population as a whole. 

TRENDS IN SCREENING,  AWARENESS,  AND T R E A T M E N T  O F  
C O R O N A R Y  H E A R T  DISEASE R I S K  FACTORS.  S Nataraian. 
MD Silverstein, PJ Nietert, JS Zoller, Center for Health Care Research and 
Division o f  General Internal Medicine, Medical University o f  South Carolina, 
Charleston, SC. 

Aim: To evaluate national U'ends in the screening, awareness and treatment o f  
established risk factors for coronary heart disease (CHD). 

Methods: Data were analyzed from the 1984-1996 Behavioral Risk Factor 
Surveillance System (BRFSS), an ongoing telephone survey o f  the US adult, 
non-institutionalized civilian population. Screening (proportion reporting test 
or exams), awareness (self-reported prevalence), and treatment for hypertension 
(HTN), high cholesterol, smoking, and diabetes were estimated for years in 
which data were available. Time trends were examined across age, gender, and 
race strata. 

ResuRs: Between 1988-1996, >95% of  adults reported being screened for 
hypertension, with a prevalence ranging from 2 I% to 24%; however, data from 
1984-1992 indicated that  approximately half  were not receiving treatment. 
From 1987-1996, cholesterol screening increased from 43% to 65%, with 
greater proportions of  women and whites having been screened than men and 
blacks, respectively. Awareness of  high cholesterol increased substantially 
from 8% in 1987 to 30% in 1996. Cholesterol treatment increased from 7% to 
9% during the years 1988-1990. Smoking prevalence decreased from 28% in 
1984 to 23% in 1996, with the largest decrease among older adults and the 
smallest decrease among black males. However, self-reported attempts at 
quitting smoking decreased from 15% in 1990 to 11% in 1996. Awareness of  
diabetes ranged from 4% to 5% during the years 1988-1996. From 1994-1996, 
the proportion o f  diabetic adults who had eye exams ranged from 57% to 63% 
and the proportion with foot exams from 60% to 63%. 

Conclnsions: Substantial success in screening for HTN has been achieved, 
while more modest success in screening for high cholesterol was observed. 
Challenges for CHD prevention appear to be related to initiation o f  anti- 
hypertensive treatment, identification of  subjects with elevated cholesterol, 
initiation of  lipid-lowering interventions, and reduction in smoking prevalence. 
Due to variation in screening, awareness, and treatment o f  CHD risk factors, 
CHD prevention strategies should be targeted to specific age, gender, and race 
groups for maximal effectiveness. 

RESPIRATORY ILLNE88 HEALTH 8TATU8 BEFORE AND DURING 
EMPLOYMENT AT AN F3~I~Iw~'~NTARY 8CHOOL. ME Nazdone a n d  
D_AA N a t d o n e .  A m b u l a t o : y  Care  P r o g r a m ,  VHA Medica l  C e n t e r ,  
P o r t l a n d ,  O r e g o n .  

Objec t ive :  D e t e r m i n e  i f  s c h o o l - b u i l d i n g  e n v i r o n m e n t  (dus t  a n d  
v e n t i l a t i o n )  i s  c o n t r i b u t i n g  t o  r e s p i r a t o r y  i l l nes ses  o f  otaff .  
. . .Design:  T h e  s u r v e y  w a s  d e v e l o p e d  r e q u e s t i n g  c o m p a r i s o n  o f  
s t a t u s  be fo re  a n d  d u r i n g  e m p l o y m e n t  w i t h  q u e s t i o n 8  r e g a r d i n g  
ove ra l l  h e a l t h  (HE), n u m b e r  u p p e r  r e s p i r a t o r y  i l lneasas  p e r  y e a r  
(URI), s o u g h t  a t t e n t i o n  f r o m  px4, -~ ,y  p r o v i d e r  (PCP) o r  s p e c i a l i s t  
(8PEC), a n d  t r e a t m e n t  w i t h  a n t i b i o t i c s  (ABX), e o r t i e o s t e r e l d e  
(CONT), o r  ~ , h a l e r s  (MEDI). F o r t y  (40) c l a s s i f i ed  a n d  ce r t i f i ed  s t a f f  
m e m b e r s  in  a l a r g e  s u b u r b a n  d i s t r i c t  e l e m e n t a r y  (k-S) s c h o o l  were  
r e q u e s t e d  t o  c o m p l e t e  t h e  s u r v e y  a n o n y m o u s l y .  The  a u t h o r s  w e r e  
b l i n d e d  to  , n i n e ,  g e n d e r ,  a n d  age .  T h e r e  w a s  n o  i n t e r v e n t i o n .  
. . . P r i m a r y  O u t c o m e  Measures :  T h i r t y - t w o  o f  4 0  (80%) s t a f f  
c o m p l e t e d  t h e  s u r v e y .  We i n c l u d e d  r e s p o n s e s  t h a t  c o u l d  n o t  be  
i n t e r p r e t e d  a s  we l l  a s  al l  n o n - r e s p o n d e n t s  a s  n o - e h a a g o  so  as  n o t  
to  o v e r e s t i m a t e  our f ind ings .  T e n  r e s p o n d e n t s  w o r k e d  a t  i n d e x  
s c h o o l  0 -2  y e a s ,  9 for 3 -5  years ,  8 for 6 -9  y e a t s ,  a n d  5 g r e a t e r  
t h a n  9 y e a s .  W o r s e n i n g  s t a t u s  d u r i n g  wersus  be fo re  e m p l o y m e n t  
w a s  o b s e l ~ e d  i n  a l l  c a t e g o r i e s :  HE ( 1 6 / 4 0 ,  40%),  U]RI (45%), PCP 
(20%), 8PEC (13%), ABX (18%), CORT (8%), and MEDI (15%). 
T w e n t y  e m p l o y e e s  i n d i c a t e d  a ©b~nwe i n  h e a l t h  s ta tus  in  a t  l e a s t  
1 o f  7 c a t e g o r i e s ;  5 i n d i c a t e d  w o r e e . i n w  in  1 ~ategoxy;  4 w o r s e n e d  
in  2; 2 w o r s e n e d  in  3; 5 in 4 ca tegor ie s ;  2 in  5 e a t e g o t i e s ;  a n d  2 
w o r s e n e d  in  al l  7 ca t ego t i e s .  
. . .ConeAusions: S t a f f  m e m b e r s  p e r c e i v e  t h e i r  h e a l t h  s t a t u s  to  be  
w o r c e n e d  s i n c e  e m p l o y m e n t .  8 t a f t  m a y  s u f f e r  f r o m  " a l e k - b u f l d i n ~  
u p p e r  r e s p i r a t o r y  l l ineasas ,  p e r h a p s  f r o m  p o o r  v e n t i l a t i o n  a n d  
b i o c o n t n m i - a n t a  in  c a r p e t s  a n d  d r a p e r i e s .  T h i s  is  a sub jec t ive  
r e t r o s p e c t i v e  a a s e a s m e n t .  Mid - schoo l  y e a r  is  t h e  h e i g h t  o f  
i n f e c t i o u s  d i s e a s e  f l ineasee.  Y o u n g  c h i l d r e n  a r e  c a r r i e r s  o f  
p a t h o g e n s .  T h e r e  is  a n  i n c r e a s e  in  a l l e rg ic  s y m p t o m s  d u r i n g  fall  
a n d  s p r i n g  s e a s o n s .  We r e c o m m e n d  s u r v e y i n g  o t h e r  p o p u l a t i o n s  
in  t h e  s c h o o l  d i s t r i c t  a n d  b n s i n e a s  c o m m u n i t i e s ,  p e r i o d i c  
e v a l u a t i o n s  a n d  i n s p e c t i o n s  o f  air-flow, and m o r e  f r e q u e n t  
c l e l n i a g  o f  c a r p e t s  a n d  d rape r / e8  t o  d e c r e a s e  b / o c o n t a m i n a n t s .  

DECREASE IN APPROPRIATENESS OF BREAST CANCER CARE ASSOCIATED 
WITH INCREASED USE OF BREAST-CONSERVING SURGERY. AB Natlin~er. 
RG Hoffmann, RT Knensel, MM Schapira, Division of GIM, Department of Medicine, 
Medical College of Wisconsin, Milwaukee, WI. 

Compared to mastectomy, breast-conserving surgery (BCS) is an appropriate, but 
more complex, therapy for early stage breast cancer, in that axillary lymph node 
dissection (through a separate incision) and postoperative radiotherapy are required. To 
determine whether the percent of women receiving appropriate care has remained stable 
as BCS has been adopted more widely into practice, we studied 145,490 women 
included in the national Surveillance, Epidemiology, and End Results (SEER) tumor 
registry who were aged 30 or more at the time of diagnosis of local or regional breast 
cancer between 1983 end 1995, and who underwent BCS or mastectomy treatment. The 
minimum requirements for appropriate primary therapy were considered to be total 
mastectomy with lymph node dissection or BCS with lymph node dissection and 
radiotherapy, and the percent receiving appropriate care was calculated for each 
calendar quarter. The rate of appropriate care remained at about 88% from 1983 until 
mid-1990, fi'om which point it fell steadily to about 78% in 1995 (p<0.001). The 
decrease in rate of appropriate care was observed in women of all age ~'oups, in white 
and non-white women, and in women with both local and regional stage disease. The 
decrease in appropriate care was more prominent in women residing in more urban 
areas, compared to women residing in more rural areas (p<0.001, Figure). Changing 
demographics over time did not account for the decrease in appropriateness. 

Investigation of the type of inappropriate care revealed that the percent of women 
undergoing an inappropriate form of mastectomy was stable at about 3% over the 
period of observation, but the percent undergoing inappropriate BCS therapy (is, no 
radiotherapy or no lymph node dissection) rose from about 9% to almost 19% by 1995, 
concomitant with an increase in use of BCS rather than mastectomy (Figure). The type 
of inappropriate BCS therapy was about equally omission of radiation and omission of 
lymph node dissection. We conclude that the appropriateness of breast cancer primary 
therapy has decreased since 1990. The decrease is mostly attributable to BCS therapy 
which does not meet consensus standards for radiotherapy or lymph node dissection. 
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HEALTH BENEFITS OF MODERATE DRINKING MAY BE OVERSTATED. 
HD Nstson. JH Rlzzo, EL Hards for the Study of Osteopomtlc Rraolurse 
Research Group. Oregon Health Sciences University and Kaiser Pmmmente 
Center for Health Fleseerch, Portland, Oregon.  

Moderate alcohol use has bean seeodated with beneftclal hesith outcomse 
in obf,~-,,'atlonal studle~ N~ough thls protectlve offest le simngest for 
currant usem, it is unolesr whathor it c*m be mTuTudted to sicobel itself anling 
through blologis mechanisms, or bias leading to use by healthier individuals. 

To datemdne the exhlnt to whlch moderste alcohol use serves as a rnerker 
of health status, we recomed alcohol use and pedommnce and hseith 
memures of 8 cohert of 9704 oldur woman at baseline ond agsin 
aplxoxlmatsiy 6 years later. We glen compared pedommnce and health 
meseurse from the t01ow-up visit of woman who ingested 2 or fewer 
ddnks/day at both points in time (onntlnuoue=3118) with those who ingested 
similar levels at beseline but quit during follow-up (quitters=1410). Adjusted 
odds raitue were dater~ed by muitlple IogtsUc reTsesim mod~ that 
controlled for age, follow-up time, clinic, smoldng status (con~nuous, 
Intemlittent, never), history of stroke, and besallne measures of body mass 
index (kg/m2) end physical aollvlty (kcais/wsek). Activities of Daily Living 
(ADI.s), use of alds In walking, and ond~ support models also included 
baseline 8uessmants of these measures. Results indicated better health 
(odds ratine <1.00) for onntinuoue drinkers for al outcome measures 
(P<O.O@. 
H=,mlth Outcome* Odds Ratio ¢CB 
Dtfitcuity with more than 3 ADLs 0.49 (0.35, 0.70) 
Uses 8Jd in walking 0.61 (0.49, 0.75) 
Socisi suppod scale (lowest thkd) 0.81 (0.70, 0.98) 
Frailty Index ( ~  by extort) 0.71 (0.58, 0.88) 
Lives in nursing home 0.16 (0.06, 0.42) 
Death 0.75 (0.60, 0.92) 
*All outcomes were assessed at follow-up visits epproxilnatsiy 6 years after 
the bsseline visits except for death which wse 8sseseerl st 10 years.  

A number of studies have concluded that moderste drinking is benef¢ial 
compared to non-drinking. This analysis seggsets that these conclusions 
may be overstated as some non-ddnke~ quit due to illness or declining 
health. 

CORRELATES O F  COUNSELING ON H O R M O N E  REPLACEMENT THERAPY 
J M  Neuner, EP McCarthy,  RB Davis, RS Phillips. Division of General Medicine, 
Beth Israel Deaconess Medicnl Center,  Harvard  Medical School, Boston, MA 

Background Women's use of  hormone replacement therapy (HRT) is influenced by 
many factors, including education, income, and race. However, little is known about the 
influence of  such factors on physician counseling about HRT. 

Methods We examined factors associated with preventive counseling on HRT 
reported by 3464 women aged 40-60 in the "Year 2000" supplement to the 1994 
National Health Interview Survey. The response rate of  this section of  the population- 
based household survey was 80°,4. Data were collected for all women on.demographics 
(age, race, education, marital status, income, insurance type, and area of  residence), 
number of  doctor visits in the previous year, self-reported health status, body mass index, 
and history of  smoking, hypertension, hysterectomy, or disability. For those women who 
had a usual provider of  medical care, data were also collected on physician specialty 
(gynecology, another specialty, or primary care). We used multivariable logistic 
regression to identify factors independently associated with HRT counseling. All results 
were weighted and adjusted for the probability sampling design of  the NHIS. 

Results O f  the 3464 women (78% white, 22% college graduates, 10% uninsured, 30% 
with prior hysterectomy), 43% reported HRT counseling. Women were significantly 
more likely to be counseled i f  they were older (61% for ages 55-60 vs. 22% for ages 40- 
44), had a hysterectomy (67% vs 33%), had more education (48% of  college graduates 
vs. 34% of those with <12 years) or were white (47% of  white women vs. 26% of  black 
women). After adjustment for age, marital status, hysterectomy, and number of doct0r 
visits, we found that uninsured women and those with Medicaid were less likely to report 
counseling (adjusted odds ratio .60, 95% confidence interval .40-.91, and .41 [.23-.73], 
respectively) as were black (.45 [.33-.62]) and other non-hispanic non-white women (.44 
[25-.77]). College (2.99 [2.07-4.33]) and high school (I.93 [1.38-2.71]) graduates were 
more likely to be counseled than those without a high school degree. While smoking was 
positively associated with counseling (1.46 [1.16-1.84]), we found no association 
between counseling and hypertension or body mass index. Women in the northeast (.70 
[.55-.89]) were less likely to be counseled than those in all other regions. Results of the 
adjusted analysis o.f women with a usual provider (n=2637) were similar, and women 
with a gynecologist were more likely to be counseled (1.81 [ 1.23-1.65]). 

Conclusion We found that socioeconomic status was associated with HRT counseling, 
and women were less likely to be counseled if  they were less educated, were not white, 
were uninsured or had Medicaid. The further variation of HRT counseling by region and 
physician specialty suggests some variation in counseling may be due to physician 
practices; whether it is also related to differences in patient preferences remains unclear. 

MODERATE ALCOHOL USE IS PROSPECTIVELY ASSOCIATED WITH 
BETTER PHYSICAL AND FUNCTIONAL MEASURES. HD Nelson. JH 
RIzzo, EL Harris foe the Study of Ostanporolic Fractures Research Group. 
Oregon Hesith Sciences University and Kaiser Permanante Center for Health 
Research, Portland, Oregon. 

Moderate almhol use hse bean assecisted with bettor heaith and inngevlty 
In observstionsi studies. Most of these rseults are besed on crose-sectinnal 
8smmsments comparing currant users with non-ueem and have not been 
teated prmpecevety. 

To determine whstber associations between moderate alcohol use (2 or 
fewer drlnks/day) and better physical and functional outonmse observed at 
bseeline am durable over lime, we compared perinnnance and besith 
measures of 9704 older women over a 6 year podod. Moderate drinke~ at 
baseline and throughout the study (conenuou$, n=3118), were compared to 
those who drank in the past and/or Intermittently during the study (intemdttant, 
n=2884), and to those who never drank alcohol (never, n=2111 ) using 
multiple lineer and logistic regreselon models. Models included: age, clinic, 
follow-up time, smoking status, history of stroke, and baseline measures of 
body m a .  index (kg/m2) and physical activity (kca~wsek). B=m~e 

of physical and funclionel measures were included in models for 
thuee outcomse. Results Indisated better performanue measurse for 
continuous drinkers for nearly all outcomes (Tables I and 2). 

Continuous intmndttent Never 
Grip simngth (kg) 18.24 18.02 18.03 
Q u ~  seengm (kg) 57.78* se.05* 54.66 
wsiMng speed (n~ec) 0.92" o.e9 o.es 
Digit symbol tset (# correct) 40.54* 39.78 39.97 
Table 2- tk-m,re lOFt (Clll Con~rmous Intermittent 
Tandem stand (hekl <10 sec) 0.04 (0.S0, 0.83)* 0.82 (0.SS, 1.05) 
Uses atom to stand 0.69 (0.55, 0.88)" 1.00 (0.81, 1.23) 
Difficulty with >--3 ADLs 0.36 (0.26, 0.49)" 0.87 (0.69, 1.11 ) 
Cognitive test (within 8 rain.) 1.51 (1.24, 1.84)* 1.26 (1.05, 1.52)* 
• P<0.05 compared to never ddnkers. 
ConUnuoeu moderate use of siaohd was  seseols ted  with better physical 

and functional measures than intemlttmt or non-use when evaluated 
ixsepant~vely in this lerge sehod of dder women. 

TRANSVAGINAL ULTRASOUND VS. ENDOMETRIAL BIOPSY AS THE INITIAL 
STEP IN THE EVALUATION OF POSTMENOPAUSAL BLEEDING: A DECISION 
ANALYSIS. ~ T  Koepsell, Robert Wood Johnson Clinical Scholars 
Program, University of Washington, Seattle, WA. 

Primary care physicians are increasingly faced with decisions regarding the evaluation 
of po~tmertop~lsal bleeding (PMB). Though recent evidence has supported the use of 
u'ansvaginal ultrasound (TVUS) as a reliable tool in the evaluation of PMB, debate 
continues regarding its merits relative to those of endomeUial biopsy (EMB), the current 
standard of care. We used decision analysis to compare the use of TVUS to EMB as the 
initial step in the evaluation of endomelrial pathology in women presenimg with PMB. 

We modeled 3 hypothetical cohorts of 100,000 women presenting with PMB: a low- 
risk cohort (disease prevalence .01), a high-risk cohort (prevalence .6) and an aggregate 
cohort (prevalence .25). We def'med endomntrial pathology as endometrial cancer, 
atypical hype~lasia, or polyp; a secondary analysis considered cancer alone. We 
modeled the use of  tither TVUS or EMB as an initial test to guide the decision to refer 
for a definitive b m costly and invaalve diagnostic procedure such as hysteroscopy with 
biopsy or dilation and curettage. We used endometrial thickness cut-off thresholds of 3- 
ram, 5-into, and 7-ram for TVUS, and assumed that endometrial biopsies yielding 
insufficient tissue would be followed up by an invasive procedure. Our main outcomes 
were numbers of women with pathology detected (true positives), with a negative 
invasive prncedore (false positives), with pathology missed (false negatives) and with an 
invasive lXucedtm: averted (true negatives). We obtained estimates for the accuracy of 
TVUS from a recent mete-analysis and conducted a systematic review of the literature foz 
Other estimates and ranges. We considered a strategy to be dominant if true positives 
and negatives were maximized and false positives and negatives minimized. We 
performed sensitivity analyses on all estimates. 

In the base-case scenario, TVUS with a cut-off of 5-mm was dominant over EMB for 
all 3 cohorts of women (e.g., in all comers with PMB, pathology detected: 23,000 vs. 
18,900; negatuve invasive procedure 14,200 vs 20,100; pathology missed: 2,000 vs 
4,000; invasive procedures averted: 60,800 vs 57,000 for TVUS vs EMB, respectively). 
It remained dominant throughout pre-specified ranges of prevalence, EMB specificity, 
lnedictive value of ina~ specimens, TVUS sensitivity, and TVUS specificity. 
TVUS was also dominant over EMB in the analysis which defined pathology only as 
eedomelrial cancer, but the optimal cut-off threshold changed to 7mm. The results were 
sensitive to percent of inadequate specimens on EMB and sensitivity of EMB, but even at 
the extremes favoring EMB, the two strategies were roughly comparable, without EMB 
becoming dominant over TVUS. 

TVUS appears to be more accurate than EMB as a first step in the evaluation of PMB 
in 3 hypothetical cohorts of women of varying risk. Prospective trials directly comparing 
the two methods individually and in combination are needed. 
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BARRIERS TO GLYCEMIC CONTROL IN PATIENTS WiTH DIABETES. 
MA Nvman, SS Bjornsan, ME Murphy, SL Small, PG Schtyver, GE 
Panopoulos, JM Naaseans, SF Dinnean and SA Smith. Mayo Clinic, 
Rochester, MN. 

Objective: Case management (CM) has been suggested as a method to 
improve compliance, adherence, and unacceptable glycemic control in 
patients who are at the greatest dsk of the complications of diabetes and are 
responsible for a disproportionate amount of health care expenditure. 
Because CM is resource intensive and expensive, health care systems and 
insurers have sought atemetive stretegias thet have included patient profiling 
from telephone interviews and proactive follow-up based on the risk 
stratification from this patient repoded information. To better understand the 
value of patient-repealed information in CM, we sought to characterize 
differences between patients who improve glycemic control and those who do 
not improve. 

Methods: 46 individuals in a general intemal medicine practice were 
identified as having Glycated Hemoglobins (GH) greater than 9.7% (normal 4- 
6%) during the summer of 1997. From this cohod. 44 individuals had follow- 
up GH within a mean of 6 months of which 22 were less than 9.7% (Grpl). In 
order to better understand the differences between these individuals and the 
22 who did not improve (GrpNI), patients from each group were given a 
structured interview as well as questionnaires to assess their attitudes. 
knowledge, skills, health status, and satisfaction as it relates to glycemic 
control. 

Results: There were no statistical differences between Grpl and GrpNI with 
regards to age, educational level, gender, weight, number of years with 
diabetes, heath cam supped, or number of health care visits. Baseline 
median glycated hemoglobin for Grpl (10.95%) and GrpNI (10.8%) were not 
statistically different. Despite a significant difference in follow-up median 
glyceted hemoglobin (Grpl: 8.2% vs. GrpNl: 11.0%, p<0.001), there were no 
differences in serf-sported utilization of home blood glucose monitoring, self- 
management, health status, laboratory knowledge, or laboratory 
understanding between the two groups. Adherence with arranged follow-up 
and completion of study questionnaires was significantly worse in the GrpNL 
There was a trend toward less satisfaction with diabetes treatment in the Grpl. 

Concluston: Patients with improved glycemic control did not differ 
significantly in self-reported measures from patients who did not improve. 
Although serf-repealed profiles may be important in the global assessment of 
the patient, they were not sufficient in determining improvement in glycemic 
control in this patient population. 

EFFICACY OF ANTIDgPRESSANTS FOR PHYSICAL SYMPTOMS: A 
CRITICAL REVI]gW ~ JL Jackson, G Tomkln~, J Santoro, E Baldon, 
K Kroanke. Department of Medicine, Walter Reed Army Medical Center 
(PGO, GT, JS,EB), Washington D.C., Uniformed Services University (JLJ), Betbeada, 
MD, and the Regenstrief Institute for Health Care (KK), Indianapolis, IN. 

Purpose: While antidepressants have proven efiScacious in alleviating 
neurepathic pain, their efficacy for physical symptoms is less certain. We 
systematically reviewed the efficacy of antidepressants for treating physical 
symptoms and symptom syndromes, and whether it was independent of depression. 

Methods: Studies were identified through searching MEDLINE, EMBASE, and 
PSYCL1T from 1966 through 1998; and by searching FEDRIP,. the Cochrane 
Libra, ,  and bibliographies of primazy and review articles. Independent, duplicate 
review of 380 articles identified 98 English language randomized trials of 21 
antidepressants and 6 symptom syndromes. We also made independent, duplicute 
assessment of the methodoiogi¢ quality, population, intelvention, co-morbid 
psychiatric illness, and o ~ m e s  of cach included trial (kappa: .55 to .80). 

Results: A majority of the trials (69°/0) showed beneficial effect with either 
tricyclic antidepressants (TCA), anti-scrotonin antidepr~'~uts, or selective serntodin 
reuptake inhibitors (SSRI) in the following syndromes: h~el.~.he (migraine, 35; 
tension, 18); fibremyalgia (18); functional gastrointestinal (GO syndromes (13); 
idiopathic pain (II); tinnitus (2); and chi'onie fatigue (2). Trials were small 
(median = 50 patients), largely involved female participants (76% of all 
participants), and were mostly from referral clinics (8P/0). Most ~re  performed 
after 1980 (82%), and almost hnlf were industry-sponsored (45%). Though 74% of 
the trials had a median duration of symptoms >3 years, the median duration of 
therapy was only 9 weeks. Overall, the quality of the studies was fair (mean score of 
4.3, on scale of 1-8) ranging fi'om 4.1 m GI syndromes to 5.8 in fibromyaigia. Forty 
percent of the trials had a >20% dropout rate. Symptom improvement typically did 
not correlate with depression outcome in the few studies where psychiatric disorders 
were systematically assessed (4/23 or 16%). Mete-analysis was possible for 3 
syndromes and showed substantial benefit for antidepressants (on the dichotomous 
outcome of "improvement"): b,"~elacbe (OR: 3.4, 95%CI 2.7-4.4) , fibromyalgia 
(OR: 5.2, 95%CI 3.1-8.5), and fimctional GI disorders (OR: 4.4, 95%CI 2.5-7.7). 
There was no significant publication bias. Of the following variables: indust~ 
sponsorship, design, study quality, US study, year of publication, class of agent, and 
sample size, only class of agent (TCA > SSRD was associated with a greater 
likelihood of efficacy (p=.02). 

Conclusions: Though a majority of studies found benefit associated with 
antidepressant therapy for physical symptoms, there is a need for better quality, 
randomized, placebo-controlled trials which 1) adequately control for psychiatric 
disorders, and 2) compare the relative efficacy of different classes of antidepreasants. 

IS MILD RENAL FAILURE ASSOCIATED WITH ADVERSE OUTCOMES 
AFTER CARDIAC VALVE SURGERY7 ~ Laurie Shroyer, 
Samantha MaWhinney, Catherine VillaNueva, Tom Moritz, Guishan Sethi, 
William G. Henderson, Karl Hammermeister, Fred Grover, and Robert J. Anderson, 
Denver VA and the Univ. of Colo., Denver, CO. 

Background: General medical assessment of operutive risk traditionally focuses 
on the cardiopulmonary systems. The incidence of renal failure (RF) is increasing 
and severe RF is associated with significant physiologic abnormalities. We recently 
found that mild renal failure is significantly and independently associated with 
adverse outcome after coronary artery bypass grafting (CAB(}). 

Objective: To determine if RF is a risk factor for adverse outcome after cardiac 
valve surgery. 

Methods: We analyzed a large Veterans Administration database obtained from 
1992 through 1996 at 14 of 43 centers performing open heart surgery. We compared 
outcomes after valve surgery in patients with normal renal function (defined as 
ereatinine serum <1.5 mg/dl, mean 1.1 mg/dl, n=637) and in patients with mild RF 
(defined as serum creatinine 1.5 to 3.0 mg/dl, mean 1.8 mg/dl, n=183). 

Results: Univariate analyses found that patients with mild RF had significantly 
higher 30 day mortality (16 versus 6%, p--0.001), two selected cardiac complications 
(18 versus 7%, p=0.002), three selected bleeding complications (16 versus 8%, 
p<0.001), prolonged ventilation or reintubation (29 versus 16%, p--0.001), and five 
selected postoperative infections (19 versus 11%, p=0.039) than patients with normal 
renal function. Multiple logistic regression analysis found that patients with mild RF 
had significantly higher 30 day mortality ~ . 0 0 1 ,  adds ratio, OR, of 2.45, 
confidence interval, CI, of 1.43-4.19), incidence of postoperative bleeding 
(gastrointestinal bleeding, disseminated intravascolar coagulation and/or thoracic 
bleeding necessitating re-operation, p=0.023, OR 1.81, CI 1.09-3.03), respiratory 
complications (need for >48 hours ventilatory support and/ur reintobation, 
p=0.0196, OR=1.62, CI=1.08-2.44), and cardiac complications (cardiac arrest and/or 
CHF symptoms, p=0.002, OR=2.25, CI=1.34-3.77), than patients with normal renal 
function, conU'olling for multiple other risk factors. Postoperative length of stay was 
also significantly greater (p<0.001, risk ratio 1.237) in patients with mild RF. 

Conclusion: These results show that mild RF is an independent risk factor for 
increased mortality and independently predisposes to significant postoperative 
bleeding, cardiac complications and the need for prolonged mechanical ventilation 
for patients undergoing valve surgery. A preoperative serum creatinine of 1.5 mg/di 
or greater thus appears to provide a readily available identifier for adverse outcomes 
after not only CABG but also cardiac valve surgery. 

UNREALISTIC PUBLIC EXPECTATIONS FOR. AN ANNUAL PHYSICAL: 
HOW WIDESPREAD AND HOW PRICE SENSITIVE? SK Oboler. AV Prochazka, 
RI Anderson, Denver VA and University of Colorado Health Sciences Center, 
Denver, CO. 

Context: An annual physical examination (PE) has not been advocated by 
profession medical organizations for more than 20 years. Previously We reported 
that 69°/0 of respondents in the Denver area felt they needed an mmunl PE and many 
also desired comprehensive lab, x-ray and cardiologie testing. 

Objective: To test if these expectations me generalizable in other parts of the 
country and to examine the influence of chargas for testing on patient's responses. 

Methods: A random digit dialing telephone survey of subjects in Denver 
(n=205), Boston (n=186) and San Diego (n=209). Questions included desire for 
each test and desire if charged for the test Tests and charges included an annual PE 
($150), cholesterol ($20), urinalysis (UA) ($10), blood glucose ($20), fecal occult 
blood (FOB) ($20), chest x-my ($125), mammogram ($150), pap smear ($150), and 
prostate specific antigen (PSA) ($50). 

Results: Fifty nine percent O51/597) of respondents were female, 80% 
(482/600) were Caucasian, 67% (385/581) had an income >= $30,000 per year, only 
24% (141/600) had high school education or less, 52% 014/600) had HMO 
insurance coverage, 79% (471/600) had seen a doctor in the last year and there were 
no significant differences between the three cities. Subjects were healthy with only 
4% (26/600) reporting lung disease, 7% (43/600) hem disease, 4% (25/600) 
diabetes and 15% (87/600) hypertension. Most patients wanted an annual PE (63%, 
380/600), but there was a significant difference between the cities (Denver 62%, 
Boston 71% and San Diego 58%, p=0.024). Only 52% (198/380) of those who 
wanted a PE still wanted it if they would be charged $150 (I 3= 0.001) with no 
significant difference between the cities (Denver 56%, Boston 49° ,  San Diego 
51%), p =0.547. Many subjects also wanted other tests: cholesterol 65% (390/600), 
UA 49% (293/600), blood sugar 41% (245/600), FOB 38% (226/600), CXR 36% 
(215/600), mammogrephy 71% (250/351), pap 75% (263/351), PSA 66% (161/246). 
When charges were included, desire for testing dropped among those who initially 
wanted the test: cholesterol 73% (283/390), urinalysis 84% (245/293), blood sugar 
80% (197/245), FOB 80% (182/226), x-ray 37% (79/215), mammogram 53% 
(132/250), pap 51% (134/263) and PSA 66% (106/161). 

Conclusions: Desire for an annual PE is high across the country and is sensitive 
m charges. Public education on the value of the annual PE and use of charges/ 
co-pays to influence demand for non-recommended tests should be considered. 
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COMMUNICATION ABOUT SAFER SEX BETWEEN 
PARTNERS, B. OImr. D. Harem, D. Stone. Deparlment of Internat 
IH~ticine, TheCambridge Hmpital~ -~mbridge, MA. 

Ptkpcoe: The pmposo Of the Study wss to better ~ the 
practli:e of sefe end unsufe sex among thoso at risk for HIV 
infection, including the cognitive, affectlve, situational, and 
motivational aspects of thsse sexual practices. 
Methods: 15 in-depth, semi-structured, opon-onded interviews 
were.conductod with patients from the investlgatms' clinical 
practices with self-report of An STD, multiple semud padners, or 
unwanted p~sancy  in.the.past 5 ]~ms, ~ "~,~z.coaceraz ahouz 
consequences of recent mmfe sexual activity. Interviews were 
audin-taped, transuribed end analyzed independently by each co- 
itlve~i~V.or. Majof~e~aes were identified by ~q~tive ~onsensus 
coding; 
Results: In almost every instance, subjects placed the use of 
condoms in+die context of their understanding 0fthe relationship 
with the sexual partner. It was pnss~le to articulate a hierarchy of 
relationships, with condom use having different meanings end 
requiring different styles of negntlatiun in different types of 
relationships. In relationships "just for sex", talking about safer sex 
was perceived as more interpersonally intlmefe than having 
intercourse, requiring special "rule-based", or, alternatively, more 
"playful" forms of communication. In more committed 
relationships, the notion of '  minting' the partner freqoently took 
the place of careful risk asas~ment, resulting in unsafe behavior. 
Conclusions: Counseling focused only on behavioral aspects of 
sexual risk-taking may ignore the major significance ofthe 
meaning of the interpersonal interaction in which sexual behavior 
occurs. Helping patients to understand their own fi-amework of 
interpersonatmcening end how they construct condom use within 
relationships, and assisting them in anticipatory communication 
appropriate to the relationships may be necessary to help patients 
reduce their unsafe practices. 

UTILIZATION OF CURANDERISMO IN A PUBLIC HEALTH CARE 
SYSTEM. R Padill& V Gomez, S Biggerstaff, P Mehler. Division of General 
Imernal Medicine, Dunver Health, Denver, CO. 

Culande~isino, which ~ ~ ht~din~." iS a ~ old 
syntbe~ of Mexkan T-,S~- cultere and belie.  Quunckn~ are tho practitlunen 
of this form of husling. CUrnndm~0S ty~catly uso prayer, massasc, and hobos to 
treat their patients. Variotm small studies have estimated that 2°70% (mean 
24%) of Hisponlus in the Unitod Statns have utilized curanderismo at some time 
in their fives for various problems. As Hispenics are cuncntly the single largest 
and fn~eJ:t gsowing minority r,~up in the US, and thcy make up 23.3% of the 
polmlatinn of Donwr, we evalumed tho rate of milizatlon of ~ among 
Hispanic mbjects in Deny= 
Methods: 405 I4i~anic subjec~ age 18 ~ above compeleted all adm/lfi..qered 
survey while at an _o,~_r~at care cfinic. 358 subjects (88.4%) were patients or 
associated with patients and 47 subjects (11.6%) were clinic employees. 
Univafiatc and multlvariatc analyses to calculate odds ratios (OR) were 
l~f~med. 
Results: The meau age of tho subjects was 35.71 yenrs, 82.8% of the subjects 
were female, the mcan level of formal educatiun was 9.51 years and thoir mean 
amoum of time livin8 in tho US was 20.1 years. 118 of tbe 405 subjects 
(29.14%, 95% confidence interval [CI], 20.94-37.33) had been to a curandem at 
some time in their lives. 91.3% of all tho subjects knew what a ctwanderu was, 
Univarinte analysis of those subjects who had beun to a curundero revealed the 
following to be statistically dgnificant: 46.6% (w--O.O01) only spoke Spanish 
with their physician, 22.88% ((p=O.001) had at least soma college or technical 
Irainin~ and 38.98~ (p~0.003) considm'ed tllemsclves to be bilingual. 
Multivariate analysis revealed that being older (OR=1.174 [1.027-1.342], 
p=0.018), having a high school ~h~,-~tlun (OR=2.346 [1.00-5.507]; p~0.050), 
berg  bilingual (Ol!=1.790 [L006-3.186], p~0.0478), and of high income 
(OR=2.442 {1.234-4.834]; p~0.010) pt~ictcd nfiliT~tion of curanderismo. 
Conclu.~un: A vast majority of Hisponics know what a curandcro is, and a 
significant n u m ~  of Hispenics use cumnderos concurrently with more 
conventional medical care. Providers who care for significant numbezs of 
Hispanic patients should take this into comedderatlun when dealing with their 
medical issuas+ 

OFFICE VERSUS PHONE MANAGEMENT OF ACUTE SINUSITIS: 
PRELIMINARY RESULTS FROM AN OBSERVATIONAL STUDY. 
ICE Olive. G Davis, and LM Harvill. Department o f  Iutemal Medicine 
& Section o f  Medicel Education, James H. Quillen College o f  Medicine~ 
East Tennessee State University, Johnson City, TN. 

Purpose :  To determine whether symptom resolution and patient 
satisfaction differ for patients with acute sinusitis treated in the medical 
office compared to those treated by phone. 

Method=: A case definition for acute sinusitis, which could be 
determined by phone interviews, was developed based on published 
literature. Computerized phone logs and billing records from an 
academic internal medicine practice were reviewed to screen for patients 
with possible acute sinusitis. Medical record review= and phone 
interviews were conducted to determine whether patients met the case 
definition, their treatment, their symptoms (scored as 0-10), days to 
symptom resolution, and satisfaction with treatment (scored as 1-10). 
Categorical data were analyzed using Chi square and continuous dam 
were analTzed using Student'= t. 

Results: 35 patients met the definition and were treated by phone, 18 
were treated in the office. There were no significant differences in the 
two group= regarding gender, age, or  number o f  chronic medications 
taken. Elevated temperatures occurred more often in the office treatment 
group (p=.002). No  significant differences were noted in the symptom 
scores at day 0 (6.9 phone vs 7.5 office) and day 10 (1.1 vs 1.9). At day 
3 patients treated by phone had a significandy lower symptom score (3.6 
vs 5.1, F=.04). Number o f  day= to resolution o f  symptoms (9.0 vs 11.6) 
and patient satisfaction (9.1 vs 8.2) tended to favor treatment by phone 
but were not significant. 

Condusinnz:  In this =mall observational study, patients treated for 
acute sinusitis by phone did as well as those evaluated and treated in the 
medical office. Phone management for patients meeting the case 
definition used in this study is a reasonable alternative to office treatment. 

RETROSPECTIVE EVALUATION OF THE iMPACT OF A GUIDELINE FOR EVALUATION OF 
PATIENTS AGE 50 AND OLDER SEEN IN THE EMERGENCY DEPARTMENT ~qTH NON- 
TRAUMATIC AgDOMINAL PAIN. JMP ,afJalr KMKerr, and SZPanlilat. Depodmentof 
Medicine, University of California, San Francisco, San Frandsoo, CA 

Abdominal pain is a serious and frequent complaint among elderly paUents who present 
to the Emergency Ouporlment (ED). A large percentage of these ~ t s  will have a 
condition requiring admission or surgery. Because of the significant risk of morbidity and 
the large number of patients seen, an efficient, uniform approach to the work-up of these 
patients might improve the qu~ity of care 

A group consisting of representa~ves from surgery, emergency medidne, radiology, 
internal medicine and nursing developed a guideline for the evaluation of patients age 
50 and over who present to the ED with non-traumatic abdominal pain based on review of 
the literature. We retrospectively examined the potential impact of such a guideline on the 
evaluation of patients seen in our ED between 6/97 and 9/97 by comping care received 
to care recommended by the guideline. 

Over the three month study period, 5439 patients visited the ED of whom 1935 (35%) 
were age 50 or older and 143 (7%) had non-traumatic abdominal pain. We reviewed 
charts on 118 (83%) patients. The average age for patients was 66.8 years and 56% 
were women. A total of~5 patients (29%) were admitted to the following sennces: 21 to 
general surgery, 11 to medicine, 2 to liver b'ansplant, 1 to 9ynecology. The guideline 
recommended that 100 palJents receive surgical consults of whom only 34 received 
consults. Convemeiy, only 2 patients received a surgical consult not recommended by the 
guideline. Though the guideline did not directly address indica~ons for abdominal CT 
scans it did recommend that a~y pa~ent deemed sick enough to require a CT scan of the 
abdomen should receive a surgical consult Of the 20 patients who received a CT scan of 
the abdomen, only 13 (65%) alse had a surgical consult. Our guideline does address 
indicabons for a KUB that are limited to suspected bowel obslzuc'don or free peritoneal air. 
By these cdtsna over half of the KUBs done (23/42) were not nee~¢l end nearly a 
quarter of patients in whom a KUB would not be recommended received one. Rnally, the 
guideline also recommended that padents receive pain medications early in their ED visit. 
Only 41 (34%) pat~tts received any pain rrtedinations in the ED. 

Based on review of current pracitce, intptsmantatton of our guideline for the evaluation 
of patients age 50 and older with non-~umatic abdominal pain in the ED might increase 
the number of sun~cei consuits and abdominal CT scans and dramatically decrease the 
number of KUBs. A ~ review of the guideline is needed to assess its impact on 
quality of care. 
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REACH OUT AND TOUCH SOMEONE: PRIMARY CARE PHYSICIAN EXPERIENCES AND 
COMMUNICATION WITH HOSPITALIST$. SZ PantilaL PK Lindenauer, PP Katz and RM 
Wanhter, University of California, San Franciano, San Francisco, CA. 

Hospitalist systems impose a discool~nuily that may decrease pallent satisfaction and lead 
to a loss of important dinical and poychesocial information. Despite concerns over these 
potantial harms liBe empirical data exist regarding primal/care physician (PCP) exponencas 
or communication with hospitalists. 

We surveyed, by mail. ~ members of the California Academy of Family Phyaidans and 
PCP members of the Brown and Toland Medical Group. Respondents needed to a) be 
clinically active and b) have personal experience using a hospitalist for inpatient care, 

Of 4300 eligible subjects we received respohsos from 1416 (33%), of whom 669 (56%) 
had ever used a hospitalist. Respondents were predominantly male family physicians with an 
average age of 47 years. Overall, 63% agreed that hospitalists were "a good idea," On 
average, PCPs reported that hospltalists cared for 14 of their patients in the last year, 
representing 21% of all of their hospitalized paints. Only 40% of PCPs usually or always 
visited their inpatlents cared for by hospitalists and just 22% usually or always called. 
Overall; 59% of PCPs were salJsfied with communication with hospitalists. When asked about 
their patients admitted to the care of hospitalists, only 30% of PCPs said that they are always 
notified of the admission and 89% agreed that they were not notified often enough. This 
notification is usually or always done by the hospitalist 59% of the time, by the patlant 22% 
and by the nurse 20%. Regarding timing, 63% of PCPs said that they are usually or always 
contacted at admission, 52% at discharge, 29% for changes in clinical status and only 26% 
for major therapeutic decisions. Phone contact is most common with 66% of PCPs reporting 
that they are usually or always contacted by telephone compared with 20% by fax and only 
5% by ernail. Regarding communication about discharge, PCPs reported that they are 
usually or always notified by a discharge summary in 62% of cases and by phone in 36%. 
They also reported that only half of discharge summaries arrive within one week of discharge, 
that 15% arrive more than 2 weeks after discharge end only 35% said that it usually or 
always amves before they see the patient in follow-up. Over 83% of PCPs reported that 
discharge summaries are too detailed. 

Most PCPs in our sample had expenence with hospitalists and most thought hospitalists 
were a good idea. Many PCPs had no inpatient contact with their patients admitted to 
hospitalials, yet only half of the PCPs were satisfied with their communicat':on with hospitalists. 
Discharge summaries are felt to be too detailed and arrive too late to be maximally useful. 
Finding ways to increose the contact between PCPs and their hospitalized patients and 
improve communication between hospitalists and PCPs may mitigate the potentiaJ harms of 
discontinuity, 

THE PATIENT WITH A LIST: LA MALADIE DU PETIT PAPIER 
By Clyde Partin MD and Praead Reddy 

The patient who presents their physician with a written list of 
complaints is usually viewed with a jaundiced eye by time-strapped 
doctors. In their numua] BEDSIDE DIAGNSOTIC EXAMINATION 
DeGowin & DeGowin refer to this phenomenon as "In maledie du petit 
papier" - the malady of the small piece of poper. More formally they write, 
"Occasionally, when a patient is asked for his symptoms, he or she 
produces a piece of paper upon which are written a list of notes. The 
French label this is maladie du petit papier; it is almost a sure sign of 
psychoneurosis. The patient with organic disease does not require reference 
to written notes to give the essence of his story." While this interpretation 
of list-making behavior has been passed along from one generation of 
physicians to the next, there is a paucity of data in the medical literature 
that supports or refutes the notion that list-hearing patients are likely to he 
psychosomatic. A computer search of the world's standard medical 
databases using various permutations of la maladie du petit papier yielded 
only five references. Only one of these was a formal study, which involved 
sixteen patients presenting to an oral surgery clinic and concluded there was 
no evidence for an organic complaint in any of the subjects. 

In an era when cost conscious medicine is at a peak, many HMO plans 
have limited or no mental health coverage and primary care doctors are 
delivering much tfftheir patients' psychiatric care, it would behoove 
us to know if our patients with a long written list of complaints are really 
suffering from anxiety disorders. Perhaps such knowledge would help 
minimize costly diagnostic evaluations. In my study, 1 prospectively 
reviewed 108 patient lists and compared them to a control group of patients 
without lists, in the experimental group 76% of patients presenting a 
written list of symtoms were felt to have a psychiatric diagnosis. In the 
control group 42% of the patients were felt to have mental health disorders. 
Depression and anxiety were the two most common psychiatric diagnoses 
among both groups. There was an average of 7.73 complaints per petit 
papier, with an average paper size of 221 sq. cm Females had a slightly 
higher average of complaints per list (8. l) than males (6.9). 60% of the lists 
were presented by females and 40% by males. The nature of the complaints 
was also categorized by organ system. 

The historical origins of this phenomena are obscure. Possible early 
descriptions from the French medical literature will he discussed. 

FAMILIAL CANCER SYNDROMES IN PATIENTS WITH ACUTE 
LEUKEMIA. C. Papageor~o .  K. Seiter, S.J. Peterson. New York 
Medical  College, Valhalla,  N Y  

Background :  Cancer has  long been recognized to have a familial 
component. However,  only a few pedigrees of  familial  leukemia 
obviously transmitting leukemia  have been reported. This suggests that 
the fraction of  leukemia attributable to heritable factors could be 
markedly under appreciated. 

Purpose:  The aim of  this prospective study was to determine the 
percentage of  patients wi th  newly  diagnosed acute leukemia who have 
a family member  with mal ignancy  and/or evidence o f  familial cancer 
syndrome. 

Methods:  All  patients admit ted to Westchester Medical  Center with a 
diagnosis o f  acute leukemia  between 1/1/98 and 11/30/98 were 
included in this study. The patients were interviewed by the 
investigator using a standardized questionnaire and had a complete 
physical examination. 

Resul ts :  1. 28/36 patients had at least one relative with cancer and 
18/36 patients had at least one first degree relative with cancer. 2. 
12/36 patients had a family history consistent with a possible familial 
cancer syndrome. 3. Three patients had relatives with retinoblastoma 
and one patient had a first-degree relative with sarcoma. 

Conclus ions :  The majori ty (78%) of  adults with newly diagnosed 
acute leukemia had a family member  with cancer and many (33%) had 
evidence of  a familial  cancer  syndrome. Genetic factors may play an 
important role in the et iology of  acute leukemia. 

POSITIVE EFFECTS OF A WORKBOOK-CENTERED ADVANCE CARE 
PLANNING INTERVENTION. RA Pesrlman, HE Starks, KC Cain, WG Cole. 
VA Puget Sound Health Care System, University of Weshington & Patient 
Decision Support, Seattle, WA. 

We evaluated the effectiveness of a comprehensive advance care planning 
(ACP) intervention in clinical practice by meesuring whether it increased ACP 
discussions, and completion and documentation of edvanco directives. In this 
randomized controlled trial, the intervention group received an ACP workbook 
(YourLife, Your Choices), social work counseling, and cues to primary care 
providers (PCPs) to discuss ACP with their patients. The control group 
received the VA brochure on advance directives. Twenty-two PCPs were 
recruited from the Puget Sound VA. For each PCP, 14 patients were 
randomized to the control or intervention groups. Eligibility criteria included 
having a PCP whom the patient had seen at least once, age >_ 55 with at least 
one chronic condition, and no advance directive in the medical record. The 
intervention was structured around an existing appointment with the PCP. 

Thirty-five percent of subjects that were approached for the study agreed to 
participate. At enrollment these patients generally endorsed the importance 
of ACP and were ready to engage in it. Preliminary data are available for 159 
patients (75 and 84 patients were in the intervention and control arms, 
respectively). The intervention patients demonstrated greater ACP activities 
than the control patients, They self-reported having more ACP discussions 
with their PCPs (64% versus 43%, p=.01), instructional directives (68% 
versus 47%, p=.01 ), and appointments of durable power of attomey for health 
care (55% versus 43%, p=.2). The intervention patients also soft-reported that 
the directives were in their VA medical records more often: instructional 
directives (44% versus 25%) and appointments of durable power of attomey 
(39% versus 20%, both comparisons, p<O.02). Elantronio flags of advance 
directives In the medical records of intervention paUents demonstrated three- 
fold improvements in documentation: 37% versus 13% for instructional 
diRctives, and 36% versus 10% for power of attorney (both p<0.O01). 

A multifaceted intervention centered around a nawiy-created ACP workbook 
promoted discussions about this topic with PCPs and resulted in a substantial 
increase in the documentation of directives in the medical records. The 
control patients exhibited mere ACP-related activibes than the general 
population, not surprising given that most patients who are unwilling to think 
about ACP will not consent to participate in such a study. The large keatment 
effect among our relatively receptive sample suggests that being willing to 
consider ACP is not enough: a multi-faceted intervention aimed at educating, 
motivating and facilitating is necessary to substantially increase ACP activity. 
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THE ~ OF PROPRANOLOL TREATMENT OF DIASTOLIC 
HYPERTENSION ON TESTS OF CY)GNITIVE FUNCTION AND MEASURES OF 
QUALITY OF LIFE: RANDOlV'~zR,) PLACEBO CONTROL TRIAL. ~ ,  
R Halfiday, PS Gardiner, RB Baron, WW Hauck, M Aerco, TJ Coates. Division of 
General Internal Medicine, Department of Medicine, University of California, San 
Francisco. 

Purpose: To evaluate if beta blockers worsen cognitive function, depressive 
symptoms and sexus] function in persons treated for diastofic hypertansion. 
Subjects and Methods: A randomized placobo-contmlled c "lmical trial was conducted 
in • university-based ambulatory care center in 312 mea and women, 22 to 59 years of 
age, with untreated diastolic hypertension (average 90 to 104 mm Hg). Participants 
received propranolol (80 to 400 rag/day) or matching placebo tablets for up to 12 
months. Thirteen measures of cognitive function were assessed at baseline, 3 and 12 
months. Five measured reaction time to and accuracy in interpreting predetermined 
visual stimuli, one measured the ability to acquire, reproduce and change a set of 
arbitrary stimulas-response sets, and seven measured memory and learning of verbal 
information. Depressive symptoms and sexual function were assessed by questionnaires 
at baseline and 12 months. 
Results. There were no significant differences by treatment assignment on I I of 13 
cognitive function measures at either 3 or 12 months of follow-up. Compared to 
placebo, participants assigned to propranolol had significantly fewer correct responses 
(32.9 vs 33.6, p=0.02) and more errors of commision (3.9 vs 2.9, p--0.04) at 3 months 
and more errors of commision (3.5 vs 2.6, p=0.05) at 12 months. Depressive symptoms 
and sexual function and desire did not differ by u'eatment assignment. 
Conclusions: Treatment of hypertension with pmpranolol has limited adverse effects 
on cognitive function of questionable clinical relevance, and there were no documented 
adverse effects on depressive symptoms or sexual function. Selection of beta blockers 
for treatment of hyperteasion should be base0 on other clinical factors. 

IMPACT OF ALCOHOL CONSUMPTION ON QUALITY OF LIFE IN 
OUTPATIENT PROBLEM DRINKERS. C Perrotta. K Kraemer, S Maisto, J 
Conigliaro, M McNeil and M Kelley, University of Buenos Aires, Buenos Aires, 
Argentina, University of Pittsburgh, Pittsburgh, PA, and Syracuse University, 
Syracuse, NY. 

Purpose: To determine whether longitudinal changes in alcohol consumption 
are associated with changes in health-related quality of life (HRQL) as measured 
by a generic instrument and an alcohol-specific instrument. Methods: We 
screened 13,439 adult patients (pts) for alcohol problems using the Alcohol Use 
Disorders Identification Test in 12 primary care clinics. Consenting pts who 
screened positive completed baseline (BL) and 6 month (6M) follow-up 
assessments, which included the RAND 36--item Health Survey (SF-36), and the 
15-item version of the Drinkers Inventor)' of Consequences (DrlnC). Alcohol 
consumption variables were assessed with the Time Line Follow Back (TLFB) 
method. Results: Of 301 enrolled problem drinkers, 21 l(mean age 46, 79% 
white, 71% male, 61% hazardous alcohol use, 39% alcohol abuse/dependence) 
and 164 (mean age 44, 87% white, 70% male, 60% hazardous alcohol use, 40% 
alcohol abuse/dependence) had complete DrInC and SF-36 data, respectively. 
Using repeated measures analysis of variance to compare pts who decrease, 
increase, or maintain alcohol use over the 6M study period, we found that a 
reduction in total monthly alcohol intake was associated with a significant 
decrease in number of alcohol-related consequences (ARC) (mean DrinC 
[BL,6M]: 4.2, 3.7; p=.007) but without a significant increase in total SF-36 score 
(mean SF-36 [BL,6M]: 70, 73; p=.35). Likewise, an increase in number of 
abstinent days per month was associated with fewer ARC (mean DrInC [BL,6M]: 
3.8, 3.2; p=.02) and a non-significant change in total SF-36 score (mean SF-36 
[BL,6M]: 71, 75; p=.74). Pts who decreased the number of monthly binge days 
(> 5 drinks/day) had no significant decrease in ARC (mean DrinC [BL,6M]: 4.3, 
4.0; p=.35) but did have a non-significant trend toward improved SF-36 (mean 
SF-36 [BL,6M]: 71, 77; p=.02). Conclusions: In a primary care sample of 
predominantly hazardous drinkers, reduction of alcohol consumption was 
associated with a reduction in alcohol related consequences. The generic HRQL 
instrument possibly lacked sensitivity to identify such changes. Nevertheless, 
these findings provide additional motivation for primary care physicians to 
identify alcohol problems and to initiate intervention. 

CULTURAL VIEWS MAY HINDER THE USE OF ADVANCE 
DIRECTIVES. HS Perkins. A Gonzales, CMA Geppen, JD Supik, HP 
Hazuda, University of Texas Health Science Center at San Antonio. 

Despite the publicity about advance directives (ADs), few Americans 
sign them. Because cultural views may hinder the use of  ADs, we asked 
Mexican Americans (MA), Euroamericens (EA), and African Americans 
(AA) their views on dying and ADs. We conducted a structured interview 
on a purposive sample of 26 MA, 18 EA, and 14 AA internal medicine 
inpatients, aged 50 to 79. Only three subjects had ADs. Four blinded 
reviewers content-analyzed responses and crosschecked each other's 
interpretations. The analysis identified 82 views pertaining to ADs. 

The three cultural groups shared certain views that might hinder the 
use of ADs. For example, after a simple explanation of ADs, 50% of MA, 
44% of EA, and 50% of AA said they did not like the idea. In addition, 
73% of MA, 61% of EA, and 64% of AA had major misconceptions about 
ADs (e.g., ADs are testamentary wills or consents for medical care), and 
35% of MA, 50% of EA, and 50% of AA believed having an AD means 
the patient is imminently dying. Further, 69°,6 of MA, 67% of EA, and 
100% of AA cited obstacles to their learning about, signing, or using ADs. 

Yet MA and EA differed from AA on other views that might hinder the 
use of ADs. For example, 85% of MA and 72% of EA, but only 57% of 
AA, believed medicine would honor their wishes about terminal care; and 
54% of MA and 67% of EA, but only 29°,6 of AA, believed ADs would 
help medical professionals know and implement those wishes. Moreover, 
77% of MA and 89% of EA, but only 57% of AA, imagined situations 
when ADs might be usethl. And 58% of MA and 72% of EA, but only 
36% of AA, believed ADs would prevent unwanted life support. 

Thus, we hypothesize that cultural views--some shared and others 
differing across groups--may hinder the use of  ADs. AA appear especially 
skeptical about the value of ADs. Widespread use of  ADs and other 
advance care planning methods may require overcoming cultural barriers. 

USE OF LIPID LOWERING AGENTS AT DISCHARGE IN MALES WITH 
HYPERCHOLESTEROLEMIA AND ACUTE MYOCARDIAL 
INFARCTION. LA Pctersan. S Wright, NR Every, C Brown. Houston VAMC 
Center for Quality of Care and Utilization Studies, Houston, TX; Center for the 
Study of Practice Patterns in AMI, Brockton/West Roxbury VAMC, Boston, 
MA; VA Puget Sound Health Care System, Seattle, WA. 

As part of a national effort to improve care for ischemic heart disease, the VA 
is targeting treatment of hypercholesterolemia. The purpose of tlds study was to 
determine the baseline rates of use of lipid lowering agents in a cohort of 
patients with •cute myocardial infarction (AMI) and known 
hypercholesterolemia. 

We collected clinical data by chart review from a national random sample of 
male veterans discharged with the primary diagnosis ofAMI (ICD-9-CM-410) 
in 1994-95 from nonpsychiatric VAMCs with a length of stay >2 days. Ideal 
candidates for lipid lowering agents were defined as those discharged alive with 
any of the following: use of lipid lowering medications on admission, history of 
hypercholesterolemia listed in the past medical history, or a low density 
lipoprotein (LDL) cholesterol level > 130. 

A sample of 5503 veterans from 81 VAMCs was identified. Of these, 2377 
(43.2%) have been reviewed. 214 (9.0%) were admitted on a lipid lowering 
agent, 635 (26.8%) had a history of hypercholesterolemia, and 325 (13.7%) had 
LDL cholesterol levels documented in the chart. The mean LDL level was 
131.0 (~.40.5). Overall, 203 (3.9%) were prescribed statins and 103 (4.5%) 
were prescribed other lipid lowering agents on discharge. Of 945 (39.8%) ideal 
candidates for therapy, 175 (19.2%) were prescribed statius and 93 (10.2%) 
were prescribed other lipid lowering agents on discharge. Of those admitted on 
these agents, or with a history of hypercholesterolemia, or with an LDL > 130, 
164 (76.6%), 217 (34.2%), and 51 (34.9%) respectively were prescribed lipid 
lowering agents on discharge. Hospitals providing catheterization and bypass 
surgery services on-site were slightly more likely than other hospital types to 
discharge ideal candidates on these medications (29.8% vs 24.9%;p<0.10). 

We conclude that, in the •cute setting, significant opportunity for 
improvement in secondary prevention ofischemic heart disease exists. Further 
studies should establish prescription rates and patient compliance with use of 
lipid lowering agents in the non-acute setting. 
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POTENTIAL APPLICABILITY OF A NONINVASIVE DIAGNOSTIC 
STRATEGY IN NON-Q-WAVE MYOCARDIAL INFARCTION. LA 
Petersen. S Wright, C Brown. Houston VAMC Center for Quality of  Care 
and Utilization Studies, Houston, TX; Center for the Study of Practice 
Patterns in AMI, Brocktun/West Roxbury VAMC, Boston, MA. 

The goal of  this study was to determine the applicability of  the Veterans 
Affairs Non-Q-Wave Infarction Strategies In-Hospital (VANQWISH) 
noninvasive diagnostic testing strategy to non-trial patients. 

We collected clinical data by chart review frorn a national random sample 
of 5503 male veterans discharged with the primary diagnosis of  acute 
myocardial infarction (AMI) (ICD-9-CM-410) with a length of  stay >2 days 
in 1994-95 from 81 nonpsychiatric VAMCs. We selected a random 
subsample of  3500 from within this AMI cohort. Patients who died within 
48 hours of  admission were excluded. As in the trial, non-Q-wave MI 
(NQWMI) was defined as: absence of  new Q or R waves on ECG 2-7 days 
alter admission AND elevation in cardiac enzymes. ECGs from the 
prescribed period could be obtained for 2643 (75.5%). 

Of those with ECGs, 1238 (46.8%) underwent catheterization prior to 
discharge and 1743 (65.9%) met the definition for NQWMI. 796 (45.7%) of 
those with NQWIvlI underwent catheterization before discharge vs 442 
(49.1%) without NQWMI (p<0.10). As in the VANQWISH trial, patients 
with terminal illness (n=190), who refused catheterization (n=107), or who 
developed any of the following were excluded: cardiogenic shock (n=128), 
cardiac arrest (n----97), recurrent infarction (n=298), persistent angina 
(n=299), congestive heart failure (n=601), positive stress test (nffi35), or 
severe complications (n=24), leaving 652 07.4%) "VANQWISH-type" 
patients. Of these, 338 (51.8% of  all VANQWISH-type patients) underwent 
catheterization prior to discharge (27.3% of all catheterizations.) 

In clinical practice, complications such as shock or ischemia limit the 
applicability of  the VANQWISH noninvasive diagnostic testing strategy to 
approximately one-third of  veterans with NQWMI. Yet, over one-quarter of  
all catheterizations done after AMI may be avoided by using the 
VANQWISH strategy. Further studies should confirm these findings and 
assess their applicability to non-veteran populations. 

ELECTROCARDIOGRAM (ECG) LEFT VENTRICULAR HYPERTROPHY 
(LVHq AND BUNDLE BRANCH BLOCK IN THE TRIAGE AND OUTCOME 
OF EMERGENCY DEPARTMENT (ED) PATIENT S WITH SUSPECTED 
ACUTE CARDIA C ISCHEMIA (ACI): A MULTICENTER STUDY JH Pope, 
R Ruthazer, JR Beshansky, JL Griffith, HP Selker; Division of Clinical Care Research, 
Dept. of Medicine, New England Medical Center, Dept. of Emergency Medicine, 
Baystate Medical Center, Tufts University School of Medicine, Boston/Springfield, MA 

Purpose: To determine the triage and outcome significance ofECG LVH and BBB in 
ED patients (pts) with ACI. Methods: Analysis of data from a multicenter prospective 
clinical trial in EDs of 6 hospitals of varying types across the United States including pts 
presenting with symptoms consistent with ACI. Confirmed diagnosis was determined by 
initial and follow-up ECGs and cardiac enzymes with a 99% follow-up rate for AC1. 
Results: Clinical and ECG data from the 5,389 pts: 
ECG ST-T Abnormality: LVH L B B B  RBBB Primary Variant None 

n 156 157 144 2,396 349 2,187 
(2.9%) (2.9%) (2.7%) (44.5%) (6.5%) (40.5%) 

Mean Age (yrs) 69** 70** 70** 59** 56** 53 
Chief Complaint-CP (%) 61" 57** 56** 66** 68 72 

-SOB (%) 22* 31"* 19" 18"* 15 13 
Ist Systolic BP (mm Hg) 152"* 142 140 143 151"* 141 
History-High BP (%) 78** 67** 61"* 58** 63** 42 

-Diabetes (%) 26* 34** 32** 24** 19 16 
-Angina (%) 55** 60** 53** 41"* 31 28 
-MI (%) 42** 47** 45** 31"* 18 14 

Confirmed Diagnosis-High BP(%) 3 1 0 2 3 '  1 
-CHF (%) 19"* 28** 20** 11"* 5* 3 
-UAP(%) 16"* 13" 11 11"* 8 7 
-AMI (%) 8** 13"* 6* 12"* 3 2 
-ACI(%) 24** 26** 17" 23** 11 9 

Triaged-Admit, No ACI (%) 77* 84 71 62* 49 47 
With ACI (%) 100* 93 i00 97* 95 90 

30-day Mortality (%) 4.7* 2.6 2.8* 3.5** 0.3 0.9 
* p<0.05, ** p<0.001 compared to the None group (AMl-acute myocardial infarction, 
BP-blood pressure, CCU-coronary care unit, CHF-congestive heart failure, MI- 
myocardial infarction, UAP-unstable angina pectoris) Conclusions: Of pts with 
symptoms suggestive of ACl, the 10% with ECG LVH or BBB were older and as likely 
to have ACI as pts with primary ST-T wave abnormalities. Of note to the clinician, 
compared to pts without ST-T wave abnormalities, these pts had more false positive 
admissions, yet more confirmed diagnoses of ACI or CHF, and had higher 30-day 
mortality rates possibly related to greater age and rates of CHF. 

RANDOMIZRD CONTROI.I.RD TRIAL OF A PATIENT EDUCATION VIDEO TO 
PROMOTE COLORECTAL CANCER SCREENING IN COMMUNFFY PRIMARY 
CARE PRACTICE. M Pi[none, L Kin~int~r, R Harris, UNC-Chapel Hill, Division of 
General Internal Medicine, Chapel Hill, NC. 

Background: Screening has been shown to reduce colorectsl cancer (CRC) mortatity 
in adults over agn 50, but actoal screening levels are low We pafformed a randomized 
controlled trial to test ff aon educational video and brochure directed to patients could 
improve performance of screening in primary care practices. 

Methods: Adults 50-75 years of age who were scheduled to attend a physician 
appointment at 3 community primmy care practices in Central North Carolina were 
c o ~  by phone and asked to participate in a stedy of preventive care. Those 
agreeing to participate were asked to come in 30 minutes prior to their ragnlar appoint- 
ment to be assessed for etig~ility. Patients were eligible ff they had no previous 
personal or family histoxy of celon cancer, and fithey had not received a fecal occult 
blood test (FOBT) within 1 year or a flem~ole sigmoidoscopy (flex sig), colenescepy or 
barimn enema within 5 years. Eligible subjects were randomized to view an 11 minute 
video about colon cancer screening (intervention group) or a video on automobile 
safety (control group). After viewing the video, intervention group subjects chose a 
color-ceded brochure to indicate their level of interest in screening, while control 
subjects received a generic auto safety brochure. All subjects then proceeded to see their 
provider, intent to ask for screening (measured on a 4-paint Likert scale: 4= vely likely 
to ask, 1 ~.¢ex3' unlikely to ask) was usseased before and after the video. After seeing 
their provider, patients were asked if a flex sig, FOBT, barium enema, or colonoscopy 
were ordered. Other research assistants, ma~ked to intervention statos, performed chart 
audits to measure the proportion of subjects who completed a test within 3 months of 
the'visit. 

Results: 1240 patients were contacted and 651 (52%) participated; 254 participants 
(39%) were determined to be eligible and were randomized. Mean age was 63 years; 
61% of subjects were female; 86% were White and 14% African-American. At 
baseline, mean intent to ask for screening was 2.23 in the inUnvention group and 2.20 
in the control group. (p=.76) After the video, intent was greater in the intervention 
group (3.10) than in the control group (2.48). (p < .0001) FOBT or flex sig were 
ordered in 47% of intervention subjects and 26% of the control group. (p-.002) Chart 
reviews have been completed for the first 170 subjects: 37% in the intetv~tion group 
have completed a scraening test vs. 13% in the cantrol group. (p< .0001) 

Conclusions: A patient-focused intarvention using ion educational video and br~hura 
significantly improved ordering and performance of colon cancer screening among 
¢ligibk adult pafiants from community-bused primary care p r ~ d ~ .  

RISK FACTOR MODIFICATION IN PATIENTS WITH AN ABNORMAL 
ANKLE-BRACHIAL INDEX. R Portaova, TL Carman, and BB Fernandez, Jr., 
Section of Vascular Medicine, Cleveland Clinic Florida, Fort Lauderdale, FL. 

Purpose: To evaluate risk factor modification by primary care physicians in 
patients with documented peripheral arterial occlusive disease (FAOD). 

Methods: Patient charts were retrospectively reviewed for all individuals in whom 
an abnormal ankle-brachial index (ABi) was obtained between July 1996 and 
August 1997. For each patient, with a documented primary care physician, data was 
collected with respect to common risk factors for PAOD. Cholesterol management, 
blood pressure control, the use of anti-platelet agents, smoking status and 
recommendation for smoking cessation, and participation in an exercise program 
and the recommendation to begin a walking/exercise program were recorded. 
Results: Of 258 charts reviewed, 96 individuals had a documented primary care 

physician and were followed for a mean of 20.3 months (range 14-29 months) after 
the ABI result. Overall, 60.4% of the patients were male and 39.4% female. 96.9% 
of patients had moderate or severe PAOD as documented by an ABI < 0.75 at rest. 
The mean cholesterol level was 203, mean LDL 123. NCEP criteria had been met 
in 25%. Of the 96 patients, 53 (55%) were on cholesterol lowering agents and 14/53 
(26.4%) met target LDL. Blood pressure control, documented as 2 of 3 recorded 
values < 140/90, was sufficient in 43.8 % of patients. A total of 78.1% of the 
patients were using an anti-hypertensive agent and 41.3% of these individuals had 
documented acceptable pressure control. Use of an anti-platelet agent was 
documented in 87.5% of petients. Only 19/96 (19.8%) patients were actively 
smoking and documented smoking cessation had been recommended to each. Active 
participation in an exercise program was documented in 50/96 (52.1%) and a 
documented recommendation for exercise by the primary care physician was made 
in 52.1% of the charts. 

A subgroup analysis of 52 patients with documented atherosclemtic heart disease 
yielded similar results. Only 57.7% (30/52) were on lipid lowering therapy and 8/30 
(26.7%) had met goal, 46.2% had documented control of blood pressure, 15.4% 
were still smoking, 51.9% were actively exercising and 86.5°/@ were on an anti- 
platelat agent. 

Conclusion: While risk factors for many patients with PAOD are treated 
medically, most are not meeting established goals for lipid and blood pressure 
numagnment. The primary care physician must be alert to the fastidious treatment of 
common, modifiable risk factors such as hyperlipidemia, hypertension and smoking. 
In addition, the use of anti-platelat agents and a walking program in this population 
is strongly recommended. 
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ADVANCED ACTWITIES OF DALLY LIVING IN HIGH FUNCTIONING 
OLDER WOMEN. WS Oueale and LP Fried. Welch C.mater for Prevention, 
Epidemiology and Clinical Research, Johns Hopkins Medical fustitntions, 
Baltimore, MD 

BACKGROUND: Current ~ e n t s  that measure functional ability in 
activities of  daily living (ADLs) and iusmz~antal ADLs do not capture the full 
spectrum of  function in older adults. By not inquiring about more advanced 
physical and social activities, an-called advanced ADI, s, clinicians may set an 
inappropriately low limit on functional expoctatiom and rchabgitation goals. 
The objectives of  this study were to describe the variety of  physical and social 
activities engaged in by a cohort of  high functioning older women and the 
frequency of  pmlicipotion in those activities which were comidared physically 
and socially advanced. 

METHODS: 436 women ages 70 to 80 years old from the Women's Health 
and Aging Study I1 (WHAS lI) were studied. This relxesented the two-thirds 
least disabled commun/W dwelling women in the population based previous 
self reported levels of  funetinn. Questious regarding self reported functional 
abilities and participation in physical and social activities were selected to 
describe the physical and an¢ial activities of  the cohort. 

RESULTS: Of the 436 participants, 93.4% reported no difficulty in the 
traditional basic ADI..s of  bathing, eating, using the toilet and dressing, 
Similarly, 81.0% reported no difficulty in the traditional insmunontst ADLs of 
preparing meals, doing light housework or shopping. Evaluation of  more 
advanced functional activities revealed the following: during the 2 weeks prior 
to answering the survey, 56.1% of the participants walked for exercise, 29.3% 
engaged in strennoua outdoor chores, 14.8% went dancing and 5.5°,6 went 
bowling. During the I year prior to the study, 72.0% reported participated in 
gardening, 60.3% spent time at either a movie, a play or a concert, 46.3°,6 
participated in volunteer work and 14.7% worked for pay. Latent class analysis 
of  the grouping of  edvsucod activities and correlates between the participation 
in advanced ADLs and self reported difficnlty in performance will also be 
presented. 

CONCLUSIONS: Community dwelling women betwenn 70 and 80 years of  
age report a high level of  functional ability and frequently participate in 
complex physical and social activities. These advanced activities are not 
addressed in functional status indices which emphasize only basic and 
instrumental ADLs. These activities appear to require the integration of  high 
physical and cognitive capacities and may be a more sensitive baseline from 
which to define functional decline and set rehabilitation goals. 

FACTORS ASSOCIATED WITH DEPRESSION IN PRE-OPERATIVE 
PATIENTS UNDERGOING ELECTIVE JOINT REPLACEMENT. JL 
Ramsey, RM Lubitz, RL Robinson, VL Dacey, Department of Internal 
Medicine and Musculoskeletal Service Line, St. Vincent Hospitals and 
Health Services, Indianapolis, IN 

Depressive symptoms are common among elderly patients with 
arthritis, due in part to declining function and increasing pain. Elective 
joint replacement improves mobility, decreases pain and improves quality 
of life, but pre-operative emotional distress negatively impacts these 
outcomes. Identifying modifiable factors associated with preoperative 
depression could improve surgical outcomes. To identify these factors, 
we surveyed 588 consecutive patients undergoing elective total joint 
replacement surgery at two suburban!ndianapolis hospitals. The survey 
included reliable and valid measures of sociodemographic factors, co- 
morbid conditions, alcohol abuse(CAGE > 2), social support (MOS-20), 
general physical health and emotional function (SF-12 PCS and MCS), 
and lower extremity joint-specific pain and function (WOMAC). Mean 
age of the cohort was 67.6 years (range 27-100), 64.8% were women, 
and 90.3% were Caucasian. Elective knee replacement was performed 
on 58.3% and hip replacement on 41.7%. The incidence of depressive 
symptoms (MCS <42, range 0-100) was 18.2%. Logistic regression was 
used to estimate the probability of depressive symptoms and their 
covariates. Variables associated with depressive symptoms include 
education less than high school (OR=0.396, p<0.001), higher number of 
total comorbidities (OR=0.83, p<0.0001), worse lower extremity joint- 
specific function (OR=0.95, p<0.0001), increased general physical 
function (OR=0.92, p<0.O001) and daily pain medication use (OR=0.38, 
p<0.001). Depressive symptoms trended towards association with 
alcohol abuse (OR=0.43, p=0.13), but not with smoking, joint pain or 
social support. Along with evaluating for potential medical conditions that 
would preclude surgery, physicians should screen for depression in pre- 
operative patients with lower education levels, greater joint dysfunction 
and daily medication use. Whether interventions targeted to treat 
depressive symptoms, decrease pain medication use and curb alcohol 
abuse will positively impact surgical outcomes requires further study. 

FACTORS UNDERMINING THE THERAPEUTIC RELATIONSHIP WHEN 
THE PATIENT IS A PHYSICIAN. M Qureshl. MG Hewson, 13(3 Utaker, JH 
Iseacson, Department of General Internal Medicine, Cleveland Clinic 
Foundation, Cleveland, OH. 

Background: A good doctor-patient relationship may improve patient 
outcomes and satisfaction. However, anecdotal evidence suggests that it m~y 
be difficult to achieve a good relationship when the patient is a physician, To 
identify factors that compromise the relationship, we qualitatively analyzed 
published nan'atives about physicians who became patients. 
Methods: We identified articles about physician-patients from 1974 to 1997, in 
the English language, paer-reviewed and general periodical literature through a 
search of Medline using key words physicien-patient, physician illness, and 
doctor-patient relationship. The narratives wore analyzed and coded to identify 
factors affecting physician-patients' dissatisfaction with their therapeutic 
relationship. 
Result=: We identified 26 articles through this process and found 6 negative 
factors unique to the relationship between physicians and physician-patients. 1) 
Many physician-patients fear loss of control and intrude into their own care. 2) 
Some physician-patients, tnlsting in their own training, fail to request 
infomlation about their conditions. 3) Physicians treating physician-patients are 
more anxious about mistakes and bed outcomes because they fear criticism 
"from a peer. 4) Physicians may believe that they are immune to disease and 
perceive illness as failure. 5) Trusting a physician may be difficult for 
physician-patients, especially when the physician-providers do not admit the 
limits of their knowledge. 6) Physlcien-patients may fear loss of confidentiality 
because their colleagues have access to their medical information. In addition, 
we identified 4 concerns that physician-patients share with other patients, but 
that may be particularly disconcerting for physician-patients. 1) Physician- 
patients are surprised at the indignities and lack of pdvecy that patients 
endure. 2) Physician-patients feel fearful, anxious, end vulnerable, especially 
about pain, morbidity, and mortality. 3) Physician-patients often cope with the 
anxiety of illness by denying their disease. 4) Physicien-patients need 
compassion and emotional support, which are not always provided. 
Conclusion: The doctor-patient relationship may be compromised by at least 
6 identifiable factors when the patient is a physician. Educating physicians to 
be sensitive to these factora and others common to all patients may improve 
outcomes end satisfaction for physinian-patients. We acknowledge that 
published narratives may have selection bias towards negative encounters, so 
further rigorous investigation is warranted to fully characterize the experience 
of physioien-patients. 

DISCHARGE TO HOME AFTER ACUTE MYOCARDIAL INFARCTION: 
THE ROLE OF PATIENT RACE, GENDER AND SOCIOECONOMIC 
STATUS. SS Rathnre, KP Weinfurt, AK Berger, WJ Oetgen, BJ Gersh, KA 
Schulman, Clinical Economics Research Unit, Georgetown University Medical Center, 
Washington, DC and Delmarva Foundation for Medical Care, Easton, MD. 

BACKGROUND: Differences in acute myocardial infarction (AMI) discharge 
planning suggest non-clinical characteristics may influence a patient's discharge 
destination after AMI. METHODS: We evaluated data from the Cooperative 
Cardiovascular Project, a sample of  Medicare patients who sought treatment for AMI in 
1994 and 1995. Patients age 65 years and older with a confirmed AMI admitted 
directly from home and alive at discharge (n--97,286) were evaluated for factors 
influencing discharge to home. Medical history, in-huspital event, and functional status 
variables identified by bivariate analysis were used in a regression model to determine 
patients' clinical probability (0-I.0) for home discharge. The effect of  patient race, sex 
and socioeconomic status (SES, based on residential ZIP code) was fwst evaluated in 
the full cohort using a multiple logistic regression model adjusting for clinical 
probability for home discharge. Patients were then grouped into quintiles based on 
clinical probability of  home discharge (I - least likely, 5 - most likely) and multiple 
logistic regression analyses were repeated to evaluate the influence of  race, sex, and 
SES on home discharge within each quintile. RESULTS: Blacks (OR:I.88, 95% 
CI: 1.75,2.01 ) and women (OR: 1.03, 95% CI: 1.00,1.06) were more likely to be 
discharged home; discharge home did not vary for low SES patients. However, there 
was a four-way interaction between race, sex, SES and clinical probability of  home 
discharge. Thus, t-mdings are presented as odds ratios (95% CI) for race/geoder/SES 
combinations in the low, mid and high clinical probability home discharge quintiles. 

W / M / N o n  
W / M / L o w  
W / F / N o n  
W / F / L o w  
B / M / N o n  
B / M / L o w  
B / F / N o n  
B / F / L o w  

1.00 (referent) 
0.95 (NS) 

1.19 (1.11,1.28) 
1.32 (1.15,1.50) 
1.59 (1.27,1.99) 
1.88 (1.42,2.49) 
2.72 (2.27,3.27) 
2.79 (2.22,3.50) 

1.00 (referent) 
0.85 (0.74,0.98) 

0.97 (NS) 
0.93 (NS) 

1.72 (1.29,2.30) 
1.53 (1.08,2.16) 
1.56 (].22,1.98) 
1.89 (1.38,2.59) 

1.00 (referent) 
1.10 (NS) 

0.58 (O.52,0.64) 
0.57 (0.46,0.71) 

0.Sl C~S) 
0.97 (NS) 
0.87 (NS) 
0,78 (Ns) 

B=Black, W=White, M=Male, F=Female, Non=non-low SES Low-=low SES 
CONCLUSIONS: Discharge to home is influenced by patient race, gender and SES. 
These effects vary based on patients' clinical probability of  home discharge and are 
strongest among patients with the lowest clinical probability of  home discharge. 
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LONG-TERM OPIOID USE FOR CHRONIC PAIN SYNDROMES IN 
PRIMARY CARE. MC Reid, EL Rogers, LL Engles-Horton, M Weber, 
PG O'Connor, VA Connecticut Healthcare System & Yale University. 

Opioid medications are often used to treat chronic pain syndromes, however, 
the epideminlogy of this practice in primary care (PC) is not well defined. We 
sought to: (1) define the spectrum of  chronic pain syndromes among PC 
patients who receive opioid therapies; (2) determine their psychiatric 
comorbidity; and (3) describe the types of  other pharmacologic and 
nonpharmacologic interventions received by these patients. To identify 
potential subjects, we reviewed all opioid prescriptions during a 1 year period 
from 2 sites: an urban university-based clinic and a VA PC practice. Subjects 
were eligihle if  they received > 6 months of  opioid therapy for a nonmalignant 
condition and were not on methadone maintenance. We reviewed the medical 
records of all subjects who met these criteria from the university clinic 
(n = 42), and a random sample of  subjects (n = 50) from the VA practice. 

Participants (n = 92) had a mean age of 55 years (26-84), and were mostly 
male (66%) and caucasian (80%). The mean duration of pain was 14 years 
(1-38), and the types of  chronic pain syndromes present included: low back 
(31%); degenerative joint disease (22%); injury-related (16%); diabetic 
neuropathy (10%); spinal stenosis (8%); and other (13%). Most patients (52%) 
received oxycodone; 28% were on long-acting morphine, 11% received 
methadone; and 9% were prescribed other agents, e.g., codeine. A history of 
alcohol abuse or dependence was present among 39%; prior opiate or drug 
abuse was noted in 31%; and 46% and 14%, respectively, had histories of 
depressive or anxiety disorders. Most patients (83%) had been previously 
evaluated by > 1 specialists including pain management, orthopedics, or 
neurology, 60% were concomitantly prescribed > 1 adjuvant medications, 
e.g., non-steroidal or tricyclic drugs, and 47% had previously received 
nonpharmacelogic interventions including physical therapy or behavioral 
modification. 

Our results indicate that a broad spectrum of chronic pain syndromes are 
treated by opioid therapies in primary care, psychiatric comorbidity is 
prevalent in this population, and a significant number of co-interventinns 
are received by these patients. Prospective studies are needed to determine 
the efficacy of opioid therapy for chronic pain syndromes in primary care. 

DO DENTURES COMPROMISE NUTRITIONAL STATUS IN FRAIL OLDER 
ADULTS? CS Ritchie. RA Silliman, BE Millen, RI Garcia, D Copenhafer, C Wehler. 
University of Louisville Division of General Internal Medicine and Geriatrics, 
Louisville, KY and Boston University Schools of Medicine, Public Health, and 
Dental Medicine, Boston, MA. 

Background. Studies of hospita!ized and institutionalized older adults suggest a 
relationship between oral health and poor nutritional status. Decreasing numbers of 
teeth and edentulousness have been associated with poor dietary quality. We 
evaluated the oral health status of urban, homebound older adults, and determined 
whether denture use or denture unacceptability was associated with suboptimal 
nutritional status. 

Methods. Detailed in-bome assessments of diet, anthropometry, and oral health 
were completed by trained and calibrated researchers. Nutritional status was defined 
in two ways: whether or not the patient had had a 10 lb weight gain or loss in the 
previous 6 months, and their current body mass index. Lean body weight was def'med 
by a BMI of<24 kg/m2; excessive body weight was defmed by a BMI of>30 kg/m 2. 
Oral health parameters of interest included a subjective index of chewing function, 
whether the patient wore dentures, whether dentures were used for eating, and denture 
"acceptability." Denture "acceptability" was based on denture stability and retention. 

Results. 210 patients underwent baseline assessment (age 65-102 years). 73% were 
from a minority group. 62 % of patients were edentulous. 67% had dentures; 2/3 of 
those who had dentures wore their dentures to eat. Dentures were considered 
"'acceptable" in only halfofaU denture wearers. Individuals who had dentures and 
wore their dentures to eat were more likely to complain of chewing problems than 
individuals who did not wear their dentures to eat (p=0.01). Those who wore their 
dentures to eat were more likely to be lean or of a normal body weight compared to 
those who did not wear their dentures to eat (p=0.04), and were more likely to 
complain of weight loss (p=0.01). Among patients who wore their dentwes to eat, 
those who had "unacceptable" dentures were more likely to complain of recent weight 
gain (p<0.01); but they were not more likely to have a high BMI (1>=.9). Chewing 
complaints and denture "acceptability" were not related to each other. 

Conclusion. In homebound, urban older adults, a large proportion have dentures. 
Many who have dentures do not wear them to eat. Those who wear them to eat 
complain most about chewing difficulty and weight loss and are more likely to have a 
lean or normal body weight. These fmdings suggest that denture wearers have a 
significant chewing handicap, that may contribute to weight loss and low body 
weight. Among homebound older adults, denture status and use should be evaluated 
as part of a preventive clinical evaluation. 

A B D O M I N A L  ADIPOSITY AND RISK OF STROKE IN MEN. KK 
Rexrode, JE Manson, CH Hennekens. Division of  Preventive 
Medicine, Brigham and Women ' s  Hospital, Harvard Medical School, 
Boston,  MA. 

Abdominal  adiposity has been associated with risk of  coronary heart 
disease, but the relationship with stroke is less certain. We examined 
the relationship o f  waist  circumference and waist-hip ratio (WHR) to 
risk of i schemic  and total  stroke among men in the Physicians'  Health 
Study, a randomized trial o f  aspirin and beta-carotene among 22,071 
US male physicians, aged 40 to 84 at baseline in 1982. Men reported 
their  wais t  and hip measurements on the 9-year questionnaire. Among 
15,789 men who were free from prior heart disease, cancer or stroke 
and had complete covariate information, 124 ischemic and 146 total 
strokes occurred during an average of  3.7 years of  follow-up. Men 
with large waist  circumference or high WHR were less likely to 
exercise regularly and more likely to smoke, have hypertension, 
elevated serum cholesterol and diabetes. After adjusting for age, 
smoking, physical activity, family history of  myocardial infarction, 
alcohol intake, aspirin and multivitamin use, men in the highest quintile 
o f  W H R  (> 0.99) had a relative risk (RR) of  1.02 (95% confidence 
interval [CI], 0.58-1.79) for ischemic and 1.08 (CI, 0.64-1.82) for 
total stroke, compared with men in the lowest WHR quintile (<0.90). 
Men in the highest waist  circumference quintile (> 40.7 inches) had a 
RR o f  1.18 (CI, 0.67-2.09) for ischemic and 1.25 (CI, 0.73-2.13) for 
total  stroke, compared with men in the lowest quintile (<34.8 inches). 
Further adjustment for body mass index modestly attenuated the 
observed associations: men in the highest WHR quintile had a RR o f  
0.94 (CI, 0.55-1.61) for total  stroke, and those in the highest waist 
quintile had a RR of  0.95 (CI, 0.51-1.78). No significant differences 
were observed when men were stratified by age, using 60 years as a 
cutpoint. These data suggest  no significant relationship between 
abdominal adiposity and ischemic or total stroke in middle aged men. 

SCREENING ADULTS FOR LATENT M¥COBACT£RIUM TUBERCULOSIS 
INFECTION; ESTIMATING THE BENEFITS OF TESTING AND TREATING 
INDIVIDUALS AND POPULATIONS. David N Rose. Division of Gancral Internal 
Medicine & Primary Care. Long Island Jewish Medical Center, New Hyde Park. NY, 
and Department of Mcdicinc. Albert Einslcin College of Medicine. Bt, m ~  NY 

Background and Purpose: The benefits of M.vcobacterium tuberculosis .¢¢xoaning 
arc unknown for most people bccansc screening has not been tested in clinical trials 
and Wcvctuivc tbempy has not been tested in most risk granps for whom it is recom- 
mended This stud)., was performed to estimate the benefits of screening and preventive 
thorn W for individuals and population groups. 

Metl~ul: "MaAov model and literature review. 
Patients: Persons in 10 population groups ranging from highest to lowest risk. 
lnterventhm: Screening with the tuberculin skin test and preventive therapy for tu- 

berculin rcactogs. Three preventive therapy regimens ~ r e  analyzed: 6-manth and 12- 
month isoniazid regimens and a 2-month rifampin and p)'razinamidc regimen. 

Outcome meaxures: IO-ycar and lifetime tuberculosis risks, c.~cnsicm in life ex- 
pectancy as a result of taking preventive therapy, number ~ to screen and to treat 
to prevcnt one case and one death over 10 years. 

Results: Pcgsons with human immunndcficicec)" vires (HIV) infection can expecl 
high lO-ycar 'and lifetime tuberculnsis ralcs: among tuberculin rcaclors, the number 
needed to treal to pr~,ent anc caso is 4 to IO and to prevent onu death it is 8 to 20: 
among all HIV-infccted persons, the number ~ to ~ to pt, cvenl one case is 
104 to 502 and to prevent one death it is 191 to 977. Other risk groups that bencfit 
substantially from screening ate clnsc contacts of active cases, intravceons drug abuso 
cgs. and persons with end-stage renal disease, treated with dialysis or transldantation. 
Foreign-bum pegsons and prisoncgs and prison emldoyces have substantial benefits of 
screening but small or moderate benefits of p~'cntive tberapy: 30-year old tuberculin 
rant'togs have 0:2 to 0.8 month extensions in life c.xpeclanc7 and the number ~ to 
screen to pr~'cnt one case is 202 to 1,660. Studies have reported a wide ran$c oftu- 
berculnsis risks among persons ,aith silicosis and therefore tho range of benefits of 
scrocning "and Wcvcntive lhcmpy is wide. Persons with diabetes mallitns and the gen- 
eral population have minimal benefits from screening and pecvcntiv¢ thcrspy. Tho 
three relpmcns result in simi 'lar benefits for all but the highest risk groups, for whom 
the (,-month regimen has somewhat smaller benefits than the other two regimens. 

Conclusions: Clnsc contacts of a c t ~  cases, intravcnons d~g ahoscgs, and persons 
with HIV infection or end-stage renal disca~ have the greatest benefit of screening 
and preventive therapy. The benefits of screening or ixoventive therapy are minimal or 
uncertain for persons with diabetes mcllitus or silicosis and for foreign-horn persons 
and prisoncgs and prison omldoyces. Recommendations regarding these risk groups 
should be r¢conside~d. 
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INTF.RELATEK RELIABILITY IN DETERMINATION OF ADVERSE DRUG 
EVENTS. /M ~ LA Petemm, F_J Thomas, TK ~ DW l~es. Brigham 
and Women's Hcepitsl, Boston, Ms, and Veteran's Affai~ Medical Omter, Houston, 
"IX. 

Purpose: injmies caused by drugs ere common in hospitalized patients, and have 
important ~ for patients and hospitals. Routine identification of these 
events requires developing approaches to reliably determine whether an event is 
caused by medical therapy such m a drug. Therefore, we performed a study to 
assess the reliability of the determination of an adverse drug event (ADE) among 
incidents which might or might not beADEs. 
Methods: Descriptive case summaries were selected from previous hospitalized 

cohorts in which ADEs were identified. Patients with non-drug related incidents 
were either excMsions from prior ADE studies or derived from an unrelated study 
of non-drug events. Incidents were classified by blinded independent physician 
reviewers according to previously defined criteria. The study sample (399) 
consisted of 57% (nffi227) ADE's and 43% (n=172) incidents unrelated to an ADE. 
The case summaries were randomly combined and had similar fommts to reduce 
biased distinctions of the sotw~ populations. Two physicians independently judged 
the case summaries for the probability that an ADE was present. We used a 6-poim 
rating scale for the likelihood of a relationship between an incident and medication 
use (l-little or none; 2-slight to moderate; 3-not likely, < 50/50; 4-more than 
likely,> 50/50; 5-atreng; 6-virtunlly certain). 
Results: Tim scot~ were compared individually and collapsed into 2 sub-groups 

for the estimated presence (1,2,3) or absence (4,5,6) of an ADE. Agreement between 
the reviewers was 90%. The intra-class level of vgresm~t, using kappa (k) to 
correct for chance agreement, was .70. Among the 41 cases (10%) of disagreement 
were 2 subgroups difficult to cisssify by the summary format: 6 patients whose new 
symptoms could have been caused by drugs or the underlying illness and 6 patients 
whose complications were related to IV infusions or catheters for drug access. 

Conclusions: Using a large collection of incidents in hospitalized patients, we 
found excellent later-rater agreement in distinguishing ADEs. To further improve 
classification, more detailed guidelines for reviewers are needed. With the 
development of electronic medical records, the capacity for scanning large quantities 
of charts will be facilitated by the automated creation of case summaries or outlines 
from different components (admit note, discharge summary, medication 
administration record, procedure notes, and eventually free text). Therefore, it is 
important to initially validate the reliability of independent reviews of manually 
summarized records for determination of presence of an ADE. 

RACE AND THE USE OF CORONARY ARTERY BYPASS SURGERY: 
INSIGHT FROM PATIENT NARRATWES. 
S Saha, M Robertson, LA Rhodes, NJ Chrisman, RA Deyo. VA Puget Sound 
Health Care System and University of Washington, Seattle, WA. 

Racial differences in the use of coronary procedures appear to represent both 
over~tse among whites and underuse among blacks, but remain largely 
unexplained. We ~ought to describe white and African-American patients' 
experience and perspectives regarding coronary heart disease (CHD) treatment 
in an effort to explore potential causes of racial disparities in the use of 
coronary artery bypass graft (CABG) surgery. 

We conducted in-depth, audiotaped interviews with 15 white and 15 African- 
American men admitted to the Seattle VAMC for CHD. Interviews elicited 
patients' narratives of their experience with CHD, focusing on decisions 
regarding CABG. Transcribed audiotapes and field notes were reviewed and 
analyzed using grounded theory methods. 

White and African-American patients differed in their levels of trust in 
physicians and in medical care, which in turn gave rise to differences in 1) 
perceptions of the benefits and risks of CABG and 2) reliance on physician 
recommendations when making medical decisions. White patients expressed 
high levels of trust in medical care and were often enthusiastic about CABG, 
describing it as providing "a permanent fix" or "a brand new heart." Many 
feared catastrophic consequences if they declined CABG when recommended. 
They downplayed risks of surgery and based decisions regarding CABG almost 
entirely on physician recommendations. African-American patients were less 
optimistic about the likely benefits of CABG, citing the potential for adverse 
outcomes and for being subjects of medical experimentation. They considered 
CABG appropriate only when there were "no other alternatives." They usually 
followed physician recommendations but were wary of inconsistency and 
uncertainty in recommendations for invasive care. They reported greater trust 
when physicians spoke comprehensibly and paid attention to their concerns. 

Disparities in the use of CABG for white and African-American patients may 
be attributable in part to white patients' greater trust of physicians and medical 
care, more optimistic perceptions of the benefits and risks of CABG, and greater 
reliance on physician recommendations. Future studies should examine the 
effect of improving patient-physician communication, informed consent 
practices, and shared decision-making techniques on improving equity as 
well as appropriateness in the use of medical technology. 

DOES THE RELATIONSHIP OF ADL FUNCTION TO 1-YEAR 
MORTALITY DIFFER IN HOSPITALIT~.n OLDER PATIENTS 
WITH AND WITHOUT DEMENTIA? N Sacks, KE Covinsky, K 
Yaffe, S Landefeld. UCSF & San Francisco VAMC, San Francisco, CA. 

Dependence in Activit ies o f  Dal ly  Living (ADL) predicts shorter 
survival in hospitalized older patients, even after controlling for severity 
of  acute and chronic illness. I t  is  unknown, however, whether this 
relationship exists in patients wi th  dementia, a common cause o f  ADL 
dependence. Therefore, we  studied 1583 patients age 70 years or older 
admitted to the general medical  service o f  a university hospital. 
Capacity to perform 5 ADL was  assessed on admission: bathing, 
dressing, Wansfmring, using the toilet, and eating. 

The mean age o f  the 1583 patients was 80 yrs (range, 69-110 yrs) and 
67 % were womtm. In all 1583 patients, the 1-year mortal i ty rate was 
28% and was associated (P<0.001) wi th  the number o f  dependent ADL: 
18%, 27%, 27°,6, 30%, 34%, and 4 0 0  for patients wi th  0, 1, 2, 3, 4, and 
5 dependent ADL, respectively. The 294 patients with a clinical 
diagnosis o f  dementia had more dependent ADL (mean, 3.8 vs. 1.9 for 
the 1289 patients without dementia;  P<0.01), and patients wi th  dementia 
wm'e more l ikely (P<0.01) to be dependent in  each ADL (e.g., 70% 
dependent in  dressing vs. 30°,6 o f  patients without dementia). Among  
patients without dementia, the 1-year mortali ty rate was associated 
(P<0.001) with the number o f  dependent ADL: 16%, 26%, 25%, 29%, 
30%, and 39% for patients wi th  0, 1, 2, 3, 4, and 5 dependent ADL, 
respectively. Among  patients wi th  dementia, however, the 1-year 
mortali ty rate was not associated (P-~.7)  with the number o f  dependent 
ADL: 29%, 33°/0, 46%, 39%, 44%, and 41% for patients with 0, 1, 2~3, 
4, and 5 dependent ADL, respectively. Similarly, among patients 
without dementia, 1-year mortal i ty  was not associated (P>0.1) wi th  
dependence in any individual ADL. 

ADL dependence was associated with 1-year mortality in hospitalized 
elders, and patients wi th  dementia were  more dependent i n  ADL. 
Nonethelem, among patients with' dementia, ADL dependence did not 
predict 1-year mortality. Th~ findings may indicate that death among 
patients wi th  dementia is mediated by  processes that are independent o f  
ADL functio~ 

CHOOSING A PHYSICIAN: DOES RACE MATI'ER? S Saha, M Komaromy, 
and AB Bindman, VA Puget Sound Health Care System, Seattle, WA, and 
Primary Care Research Center, Department of Medicine, University of 
California, San Francisco. 

Black and Hispanic physicians serve as primary care providers for large 
numbers of black arid Hispanic patients. Racial and ethnic pairing of patients 
and physicians may be attributable to greater accessibility of minority 
physicians within minority communities. Pairing may also result from 
patients' preferring to see physicians of their own race or ethnicity, for reasons 
related to language, culture, or discrimination. We sought to determine the 
degree to which racial and ethnic matching between patients and physicians is 
attributable to the geographic accessibility of physicians vs. patients' choice. 

We analyzed data from a national telephone survey conducted in 1994. 
Among2045 white, black, and Hispanic respondents, we assessed predictors of 
racial pairing between patients and physicians, including patients' ratings of 
the convenience of their physicians' office location, and their ability to choose 
their physicians. 

Black respondents chose black physicians more often than non-black 
physicians (adjusted OR 3.37, 95% CI 1.54-7.36), even after controlling for 
sociodemographic factors and convenience of physician's office location. 
Among Hispanics, primary language (Spanish) was associated with having a 
Hispanic physician (adjusted OR 2.16, 95% CI 1.17-3.99). Convenience of 
physician's office location was associated with having a racially concordant 
physician for whites (adjusted OR 3.04, 95% CI 1.22-7.61), but not for blacks or 
Hispanics. 

Blacks and Hispanics may obtain care from physicians of their own race and 
ethnicity more because of personal preference and language than because of 
geographic accessibility. Efforts to increase the supply of underrepresented 
minority physicians and to enhance cultural and linguistic competence among 
health care providers will be necessary to meet the needs and demands of an 
increasingly diverse population of health care consumers. 
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THE CLINICAL AND ECONOMIC EFFECTS OF SILVER ALLOY 
URINARY CATHETERS TO PREVENT URINARY TRACT 
INFECTION. Sania ¥ Saint, David  L. Veenstra, Scan D. Sullivan, 
Carol Chenoweth,  A. Mark Fendrick, Universi ty of  Michigan Health 
System, Ann Arbor, Michigan 

Catheter-associated urinary tract infection (UTI) is associated with 
increased morbidity, mortality,  and costs. A recent meta-analysis  
concluded that si lver alloy catheters reduce the incidence of  UTI by 
three-fold; however,  providers must  decide whether  the efficacy of  
such catheters is  worth the extra per  unit  cost of  $5.30. We  used 
decision analysis  to assess the cl inical  and economic impact  o f  using 
silver al loy urinary catheters in hospital ized patients requiring 
catheterization. 

The decision model,  performed from the healthcare payer ' s  
perspective, was based on a s imulated cohort  of  1000 hospital ized 
patients requiring urethral catheterization for three to seven days. We  
compared two catheterization strategies: si lver al loy catheters and 
standard (non-coated) urinary catheters. Outcomes included the 
incidence of  symptomatic  UTI and bacteremia, and direct medical  
Costs. 

Use of  silver-coated catheters led to a 45% relative decrease in the 
incidence of  symptomatic  UTI from 21.5 to 12 cases per 1000 
patients and a 51% relative decrease in the incidence of  bacteremia 
from 3.8 to 2 cases per 1000 patients compared to standard catheters. 
In addition to these clinical advantages,  use of  si lver catheters resulted 
in an est imated cost savings of  $6.27 per  patient. 

Routine use of  s i lver  catheters in hospital ized patients requiring 
catheterization for three to seven days reduces the incidence of  
symptomatic UTI and bacteremia, and reduces costs, and thus should 
he strongly considered in these patient populations. The appropriate 
use of  silver catheters in patients requiring catheterization for less 
than three or more than seven days remains unclear. 

META-ANALYSIS OF REHABILITATION FOR PATIENTS WITH CHRONIC 
OBSTRUCTIVE PULMONARY DISEASE. OF Salman. BW Beasley, MC Mceier, 
DR Calkias. The University of Kanses School of Medicine, Kansas City, KS. 

The objective of this study was to conduct a mere-analysis to assess if rehabilitatian 
improves the exercise capacity of patients with chronic obstructive pulmomey disease 
(COPD). 

We searched the MEDLINE to identify randomized ,controlled trials of 
rehabilitation for patients with COPD published between 1966 to 1998. We reviewed 
the abstracts presented in national meetings and the reference lists of published 
micles. We also searched the Cochrane library and contacted authors of published 
articles. Studies were included if they mat the following criteria: patieats were 
symptomatic with FEVI< 70% predicted; rehabilitation group received at least 4 
weeks of rehabilitation (upper extremity, lower extremity or respiratory muscles); 
control group received no rehabilitation; outcome assessment included exercise 
capacity. We identified 48 studies that were assessed by two independent reviewers 
for inclusion criteria. Twelve studies were included in the final analysis. The effect of 
rehabilitation on exercise capacity (effect size) was calculated as the improvement in 
walking test and adjusted for the sample size and the methodological quality of each 
study. 

The 12 trials that assessed exercise capacity have effect sizes that differ 
significantly from each other (heterogeneity p = 0.006). Sensitivity analysis showed 
that trials that included lower extremity rehabilitation (i ! trials, 319 patients) have 
move homogeneous effect sizes (p >0.05). In patients with severe COPD (FEVI<35% 
.or < 0.8 L), only comprehensive rehabilitation (upper, lower and respiratory) . for 
longer duration (more than 6 months) showed statistically significant improvemeat in 
the walking test (p = 0.042). In patients with mild to moderate COPD, less 
comprehmsive rehabilitation for shorter duration showed ststisticelly significant 
improvement in the walking test (p = 0.001). 

Any rehabilitation program for patieats with COPD should include lower extremity 
exercise. Patients with severe COPD need comprehensive rehabilitation for a longer 
period of time to show a significant improvement in their exercise capacity. 

ASSESSING THE QUALITY OF PRIMARY CARE IN THE GENERAL 
MEDICINE CLINIC OF AN URBAN PUBLIC HOSPITAL. M Saleem, T Conway, 
TC Hu, Department of Medicine, Cook County Hospital; Ambulatory and 
Community Health Network, Cook County Bureau of Health Services, Chicago, IL. 

The purpose of this study was to evaluate the quality of primary care perceived by 
inner city patient populations. A previously validated tool, the Component of Primary 
Care Instrument (CPCI), was used to measure the quality of primary care from the 
perspective of patieats visiting their physicians. Descriptive analysis was performed. 

The study, which was carried out in the General Medicine Clinic of an urban public 
hospital, involved patients' answering a 51-item self-administered questionnaire. 
Each question was givea a 1 to 6 rating scale (l=strongiy disagree, 6=strongly 
agree). The 51 questions were developed based on l0 components of primary care as 
defined by the Institute of Medicine. A convenient sample of 1,451 patients (443 
males, 1,008 females) comoleted the uuestionnaire. 
Components Mean Std Dee 
1. Family context 2.38 1.52 
2. Community context 2.42 1.71 
3. Coordination of care 4.02 1.52 
4. Advocacy 4.64 1.00 
5. Accumulated knowledge 4.66 1.21 
6. Interpersonal communication 4.93 1.05 
7. Comprehensiveness of care 4.96 1.13 
8. Preference for regular physician 5.26 1.01 
9. Longitudinality with physician ~ 1.98 1.20 
10.Longitudinality with practice n 3.57 1.91 
Ustlal provider continuity (UPC) index 2 0.55 0.28 
t Longitudinality in years: < 1, 1-2, 3-5, 6-10, 11-15, 16-20, >20 
2 UPC index = number of visits to index MD / number of visits to (Index MD + 

Other MDs in the same clinic + MDs in other clinics) 
Six of the ten components in the above table had a mean score of greater than 4, 

suggesting that these areas of primary care were perceived by patients as well served. 
The longitudinality with physician and practice were low, reflecting the unavoidable 
discontinuity of services provided by residents in this teaching clinic. The family and 
community context components also had low mean scores, indicating most primary 
care physicians still focus on a biomedical model for their practice. 

Our study reveals deficiencies in continuity of care as well as in the family and 
community dynamics in patient care. Educational and structural intervention and 
continued monitoring need to be addressed in outpatient internal medicine training 
settings. 

WARFARIN AND ASPIRIN USE AND THE PREDICTORS OF MAJOR 
BLEEDING COMPLICATIONS OF SUBJECTS ON 
ANTlCOAGULATION FOR ATRIAL FIBRILLATION IN THE 
FRAMINGHAM HEART STUDY. 
C Sam, D Levy, PA Wolf, laB D'Agostino, H Silbershatz, JM Massaro, 
EJ Benjamin. NHLBI's Framing, ham Heart Study and Section of General 
Internal Medicine, Boston Medical Center, Boston University School of 
Medicine, Boston, MA. 

Background: In response to published randomized clinical trials of 
anticoagulation in atrial fibrillation (AF), there has been an increase in 
utilization of warfarin and aspirin. Predictors of bleeding complications in 
subjects with AF in a population based setting, such as the Framingham Heart 
Study, may be different than that reported in clinical trials. 

Methods: PaRicipants with AF, in the Framingham Heart Study cohort 
(1980 to 1994), were studied. The risk factors for bleeding complications in 
AF were examined. Predictor variables such as age, sex, congestive heart 
failure and myocardial infarction were analyzed by Cox's proportional hazard 
model. 

Results: We examined 370 subjects with AF. 75 subjects (20%) were on 
aspirin and 39 (12%) were on warfarin at some point on follow-up. The mean 
age oftbe subjects was 80 years. 45% were men, 6% had a history of 
congestive heart failure and 8% had a history of myocardial infarction. Of 
those that bled, the mean time to first bleed on aspirin was 2.5 years, whereas 
those subjects on warfarin, the mean time to first bleed was 1.9 years. Using 
Cox's  proportional hazard model, we found that female sex, myocardial 
infarction, aspirin and warfarin (all p-values <0.05) were predictors of 
bleeding. Age was not significant, but the age distribution in the sample was 
nalTow. 

Conclusion: Warfarin and aspirin were relatively infrequently used in the 
community, in the time period studied. Female sex, myocardial infarction, 
aspirin and warfarin are predictors of bleeding in subjects with AF. 
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CLINICAL PREDICTORS OF MENTAL DISORDEI~ IN A GROUP OF 
GULF WAR VETERANS EVALUATED THROUGH THE 
COMPREIlgNSIVE CIANICAL EVALUATION PROGRAM (CCEP) JA 
Saatoro. MP Noomm, B McOmhy, M Roy. ~ t  of Medidne., Walt~ Reed 
Army Medical Cttlt~, Waahinmnn, DC. 

l ~ r p o ~  Primmy care r e ~  un civilian p0tmlatiom m$$ms t lm ~ t s o m  
count, recent m~ss, symptom severity and self-treed health (S4 model) are 
indopeadmt la~l ic tm of m a t a  disoniem Our ubje~ve wos to determine whml~ 
any clinical iaformatinn coH¢c~ dining the ¢om~ of CCEP evalnmiom could be 
used to la~lict memal disorders among a g,~,~ of Gulf War veterans. 

Method: We r e t r y  extracted data on 417 patieats who umdmwent 
CCEP Phase II evaluations at the Walter ~ Gulf War l-lmlth C e v ~  
1994 and 1996. Predictor variublas v ~  abstracted from the PRIME-MD 
c o v ~ ,  se, lf-rqamed combat capct'ures and disability m~m~s.  All 
reo~qv~l up to five final di%~,n~CS d~ided by a multi-di~plinmy panel. U "mvaria~ 
analysis and Iogislic regression were used to lock for independent ~ with 
the primary dia mtoeis of a rmmtal disorder as the didmtomoes outc~ne vafiuble. 

Result,: The stody group was older (median age 31 Vs. 25), 'and had higher 
percomages of females (19 vs. 7%), African-Americans 0 4  vs. 23%), officers (17 vs. 

confirming selection bias. Subjects reported a mean symptom count of 9.1 (i.d. + 
3.6) on a checklist of 17 symptoms. Fully 55% em:lomed "serions illness w o r ~ ,  and 
42% repotted ~ work daya due to illness in the previous 90 days. The 
prevalenoe of a laiamy mental disorder was 60%, and mental disorders w~e evealy 
distributed between mood, anxiety, mmatofoem and other m,~ta! dimrdem 
Univariate laedictors that decreased the Ksk of a lainmy mental disorde~ included 
being older, roamed, or a collegn graduate. Being in tho Army, reporting any days 
lost tO work, sym~om count >10, serious illness rainy, aym~om severity >4.5.and 
"fair" or "lmor" ovsrafi health incaeased the risk A multivarime regrtmiou model 
contained 6 varinblas and 4 irdepenckmt predictors: etflisted rank (OR .6~, 95%CI 
.42 - 1.0), symptom ommt >10 (OR 1.9, 95%CI 1.2 - 3.1), symptom severity >4.5 
(OR 1.9, 95%CI 1.2 - 3.1) and serious illness worry (OR 1.6, 95%CI .98 - 2.5). 
Thus, 3 of the 4 variables from the original $4 model were valideted in oer damte& 

Couchaduna: A group of Gulf War veterans demonstrated h i #  mean symptom 
counts, high self-rcpomd disability and a high latwalmce of m e a ~  disor&as. 
Three clinical predlctom of an increased risk for mental disorders were idm~ified: 
symptom count, symptom severity and serious ~l!m.s¢ wony. However, ova" final 
model was only weakly predictive. Othor, as yet undetermined, factors may predict 
mental disorders among patients presenting with war symimmes. 

COMPANIONS ACCOMPANYING PATIENTS TO INTERNAL MEDICINE 
AMBULATORY VISITS: CHARACTERISTICS AND RATIONALES. 
Lisa Scatena. Lisa Schilling, C. T. Lin, Gall Alhertson, Lisa Cyrnn, Lindsay Ware 
and Robert J. Anderson, University of CO Health Sciences Center, Denver, CO. 

Background:" There is limited information on the frequency and rationales for 
companions accompanying patients to internal medicine ambulatOry visits. 

Objective: To determine the characteristics and roles of companions 
accompanying patients to internal medicine ambulatory visits. 

Methods: Phase 1: Prospective observational study of 1,285 ambulatory visits 
tO general internists in an academic practice (AP, n=834) and to internal medicine 
residents in a honsestaffpractice (HP, n--451). Phase If: 199 patient-oompanion 
pairs independently completed post-visit questionnaires. 

Results: Phese 1: Companions accompanied patients tO 23 and 39% of AP and 
HP visits respectively (p=.0005). In both AP and HP, 43% of companions 
accompanied the patient to the examination room. Phase II: Patient characteristics 
significantly associated with increased likelihood of companion accompaniment tO 
the examination room were male sex and age greater than 65. Companions were 
usually female (59%) and family members (83%) including spouse/parmer (47%), 
adult child (15°,6) or other family members (21%). When companions stayed in 
the waiting room, both patients and companions agreed that help with 
transportation (70% of visits), keeping the patient company (50",6) and provision of 
emotional support (25%) were the main reasons for accompaniment. When 
companions accompanied the patient to the examination room, both patients and 
companions agreed that help with transportation (65%), keeping the patient 
company (50%), and provision of emotional support (50%) were important reasons 
for accompaniment. Companions accompanying patients to the exam room played 
additional roles: helping to communicate patients' concerns to the physician 
(50%), helping patients to remember physician recommendations (50%), 
expressing concerns regarding the patient (40%) and assisting patients in making 
decisions (35%). Patients felt that assisting with language harriers was a reason for 
accompaniment in 28% of HP visits vs. 3% of FP visits (P=0.0005). Exam room 
companions and patients felt a companion's presence aided physician 
understanding of the patient (60%), increased the patients' understanding of 
diagnosis and treatment (60%) and led to more aggressive treatment (23%) and 
increased testing (1 I%). Patients and companions rated the companion's presence 
in the exam room as helpful or very helpful for 93% of the visits. 

Conclusion: These results demonstrate the frequent presence, significant roles 
and positive impact the companion has on the ambulatory medical encounter. 

EXPECTATIONS AND BELIEFS REGARDING AGING AND CARE-SEEKING: 
HOW DO OLDER ADULTS AND PHYSICIANS COMPARE? CA Sarkisian, RD 
Hays, CM Man4gione. UCLA School of Medicine, Dept. of Medicine, Los Angeles, CA. 
Background: Little is known about the expectations and beliefs of older adults 
regarding aging, whether older adults' expectations and beliefs differ from those of their 
physicians, or how these expectations and beliefs influence cere-seaking behavior. 
! ~ :  To identify appropriate content area for a survey to measure expectations of 
aging among older adults and physician.s; and to compare older adults' and physicians' 
beliefs regarding expectations of aging and care-seeking for age-associated conditions. 
Methods: Using a standardized, previously pilot-tested script designed to elicit beliefs 
regarding expectations of aging, we conducted 5 single-sex focus groups of older adults 
recruited ~om 4 diverse community settings (n=38, mean age=78), and 2 focus groups 
of physicians who care for older adults (n=ll, mean age=37). Focus groups were 
audiotaped and transcribed; all comments were linked to individual participants. 
Qualitative content analysis using a masked c o m u s  process identified domains of 
exlmetafio~ regarding aging. A corresponding coding scheme was construed, and a 
trmed dam specialist applied the code to each line of tim transcripts, lnterrater 
reliability was measured on 5% of the coded statements; there was 83% agreement 
between coders. Content and frequency of expectations and beliefs regarding aging and 
¢are-~,~ki~ were examined and compared between groups of older adults and 
physicians. Remits: Content analysis identified 26 domains of expectations regarding 
aging. Of 840 unique statements coded, the most frequently addressed domaing were 
physical function, cognitive function, social function, pain. and sexual function. Older 
adults and physicians both regarded decline in physical function, energy level, and 
appearance, but not personal autonomy, as expected parts of aging. Older adults 
identified 4 mental domains - anxiety, emotional well being, happiness and death - 
which were not addressed by the physician-groups. Older adults also differed from 
p h y s i ~  by regarding falling as an expected part of aging, and by more frequently 
attributing medical conditions t o  a f f ln~  Wh~r~k~ physicians believed that patients 
should inform their doctor of almost any decline or change, older adults were more 
mixed in their opinions regarding care-seeking: many reported not believing it 
i ~ '  tO seek care for memory loss, declines in enerSy level, or falls. Coadnslou: 
In these focus groups, older adults differed from physicians by: 1) describing domains 
of aging related to mental health; 2) more frequently attributing medical conditions to 
aging; and 3) being lass likely to believe one should seek care for age-associated 
c ~  Fmlh~ study should determine whether physicians fail to ~ mnntal 
health aspects of aging valued by many older persons, and vA~.ther oldes adults who 
attribute age-associated but potentially eddreseable medical problems to *~ng are at 
greater risk for under-treatment and avoidable fimctional decline. 

DIFFERENCES IN QUALITY OF LIFE OVER TIME IN MEN TREATED WITH 
SURGERY, RADIATION, OR EXPECTANT MANAGEMENT FOR EARLY STAGE 
PROSTATE CANCER. MM Schapira, WF Lawrence, DA Katz, AB Nattinger. 
Divisions of General Internal Medicine, Medical College of Wisconsin, Milwaukee, WI, 
University of Wisconsin, Madison, WI, and Georgetown University, Washington, D.C. 

The purpose of this study was to describe health related quality of life (HRQoL) over 
time in men receiving different treatments for clinically localized prostate cancer. A 
prospective observational study was conducted of men newly diagnosed with prostate 
cancer. Subjects were recruited from 4 hospitals located in 2 cities in Wisconsin 
between 2/95 and 6/97, and interviewed at baseline (BL) and 3 and 12 months after initial 
treatment was received. Quality of life was measured with the General Health 
Perceptions (GHP), Physical Functioning (PF), and Mental Health (MH) scales of the 
Short Form-36 Health Survey (SF-36) and the University of California Prostate Cancer 
Quality of Life Index (UCLA Index). The UCLA Index measures urinary function and 
bother (UF, LIB), sexual function and bother (SF, SB), and bowel function and bother 
(BF, BB) domains. Quality of life was compared between patients treated with radical 
prostatectomy (RP), radiation therapy (RT), and expectant management (EM) using 
analysis of covasiance to control for age and comorbidity at the time of diagnosis. 

Of the 123 subjects recruited to the study, 43 were treated with RP (35%), 50 with 
RT (41%), 29 with EM (24%), and 1 lost to follow-up with treatment unknown. 

Univasiate Mean HRQoL Scores at 12 Months By Treatment Group 

IRTI .H RP 70.5 83.8 77.7 67.6 62.1 32.4 21.1 88.8 88.7 
59. I 58.1 75.8 82.7 89.1 62.2 24.1 76.3 78.6 
69.4 66.8 82.4 83.0 90.8 63.0 37.6 82.0 • 86.4 

• p value of < 0.05 

In univariate analysis, RP patients had higher PF scores than RT or EM patients, 
hOWever there was no significant differences found in multivariate analysis after 
controlling for age and comorbidity. The UCLA Index found that UF and SF were 
lower in RP patients than other groups in both univariate and multivariate analysis 
(p<O.05). No significant differences in UB or SB were found. We conclude that urinary 
and sexual function HRQoL domains differ one year after initial therapy between RP, 
RT, and EM patients. However, overall HRQoL as measured by the SF-36 scales does 
not differ between treatment groups. 
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DYSPEPSIA IN THE INNER CITY: PATIENTS'  BELIEFS AND 
EXPECTATIONS.  MD Schwartz, MJ Yedidia,  and M Pierre. Divis ion 
of  Pr imary Care,  Department  of  Medicine,  Gouverneur Hospital,  and 
Wagner  Graduate School of  Public  Service, New York  Universi ty,  NY. 

Purpose :  Most  patients wi th  dyspepsia have a normal upper  gastro- 
intestinal x-ray (UGI) and many physicians do not test low r isk patients. 
We sought to understand patients '  beliefs and concerns about their  
symptoms,  and their  expectations of  the UGI to assist physicians in 
effectively reassuring patients in  whom OGI ' s  are not ordered. 

Methods :  We  interviewed 216 consecutive patients just  prior  to their  
UGI at  an inner city clinic. Interviews were audiotaped, transcribed, and 
translated into English.  We  independently read the ~transcripts, and 
categorized the passages by major  themes. 

Resul t s :  The sample was 58% female, 56% Latino, 32% Asian, and 
61% uningured. Overall ,  93 % felt the UGI  was very important  and only 
31% felt the doctor  could find the right treatment without a test. The 
most  common attributions of  their  symptoms were a medical  label (36 %, 
most ly  ulcers),  diet  (25%) and stress (18%). Most common worries were 
a specific disease (38%, ½ cancer), a specific symptom (26%), and a 
particular organ (12%). I f  the doctor had not ordered the UGI, 53% 
would disagree and 70% would go elsewhere for the test. Compar ing  the 
concerns of  those who would go elsewhere to those who would not, the 
former tended more  often to worry  about particular symptoms,  bel ieve 
they needed medicine,  want  to know the cause of  their  symptoms,  and 
use western (as opposed to alternative) medicine.  I f  the test were 
normal,  only 23 % would be reassured. Fully 75 % had a normal UGI,  
and this group was part icularly l ikely to report, before the test, that they 
would react negat ively to not having the test. 
Conc lus ions :  Most  patients highly valued the UGI test and would be 
disappointed i f  i t  was not done 'or i f  it was normal. Reassurance of  low 
r isk patients, to be effective, should address their SPeCific attributions, 
worries,  and ideas about what  they need to feel better. 

~PIDI~MIOLOGY OF BEHAVIORAL IMPROVEMENTS IN ADULTS WITH 
MULTIPLE ADVERSE CARDIAC RISK BEHAVIORS: THE ATHEROSCLEROSIS 
RISK IN COMMUNITIES (ARIC) STUDY. CN Sciem~nna, DR Young, M Szkio, SB 
Wyatt, G Howard, FL Brancati. Johns Hopkins Medical Institutions, Baltimore, MD, The 
Miriam Hospital, Providence, RI, University of Mississippi, Jackson, MI, Wake Forest 
University School of Medicine, Winston Salem, NC. 

Although the need to counsel adults with multiple adverse cardiac risk behaviors 
(MACRB) is widely acknowledged, little is known about their patterns of behavinr 
change. We therefore conducted a prospective study of a cohort of adults with MACRB 
to measure the occurrence of behaviorel improvements, and to determine whether 
improvements tend to cluster. 

The population was the on-going ARIC study, a community-hased longitudinal 
observational cohort study of 15,000 adults aged 45.64. We studied the I 113 
participants with MACRB, defined by the presence of all the following behaviors at 
baseline: cigarette smoking, above the median for percent of total dietary calories from 
saturated fat, and below the median of the baseline Baecke Physical Activity Sports 
index. Of these, 108 died and 220 missed the 6-year follow-up, leaving 745 individuals 
for analysis. Behavioral improvements at year 6 were defined as: quit smoking, 
decreased saturated fat intake by 25%, increased physical activity by 25% from baseline. 

The 745 adults were 43% male, 67% Caucasian, and had a mean age (SD) of 54.2 
(5.8) years. At year 6, 29.4% (95%CI: 26.1-30.7) quit smoking, 30.1% (95% Ci: 26.8- 
33.4) increased their physical activity and 22.6% (95% CI: 19.6-25.6) decreased their 
saturated fat intake. At year 6, 41.5% (95%CI: 38.0-45.0) improved zero, 38.1% (95% 
CI: 34.6-41.6) improved one, 17.3% (95%CI: 14.9-20.0) improved two and 3.1% (1.9- 
4.3) improved all 3 behaviors. Woman were more likely then man to decrease saturated 
fat intake (27.0% v. 15.9%, p<.01), but quitting smoking (29.1% v. 29.9%) and 
increasing physical activity (29.5% v. 30.9%) did not differ by gender. Chi-squere 
analyses showed that behavior changes clustered together in all gender and race groups 
except for Caucasian men. For example, based on the observed rates of individual 
behavior change, it was expected that 2.3% of Caucasian women would improve all 3 
behaviors; actual rates were significantly higher 4.8% (95% CI: 3.4-6.5). Afinr adjusting 
for age, gender, race, and education level, neither body mass index nor comorbidities at 
baseline (e.g., diabetes history) predicted behavioral change. In multivariate analysis, 
quitting smoking [Odds Ratio (OR): 1.8; 95% CI 1.2-2.3] and increasing physical affivit3 
level (OR=1.6; 95% CI 1.2-2.2) were associated with modifying a second CRB. 

Among individuals with MACRB, positive changes in those risk behaviors are 
common and tend to cluster. These findings have implications for prioritizing behavioral 
interventions for these individuals. 

THE NEED FOR PHARMACY AND LABORATORY TO TALK TO EACH 
OTHER: THE CASE OF K ÷ GD Schiff, HC Aggarwal, S Kumar, R McNutt 
Cook County Hospital Dept. of Medicine Collaborative Research Unit Chicago. 

Background: Although pharmacy and laboratory functions are intimately related, 
few laboratory computers are linked to pharmacy systems. This disconnection 
may lead to errors potentially preventable fflab data interacted with 
prescriptions. One example of such a preventable error is prescribing potassium 
despite a concurrent elevated level. We sought to evaluate the magnitude and 
patterns of this problem by evaluating potassium prescribing in relationship to 
data simultaneously residing in our laboratory information system 
Methods: Retrospective computerized linkage of large outpatient clinic's oral 
potassium prescriptions with the laboratory database of all potassium levels > 
5.1 meq/L for a one year period. Prescriptions flagged as being for patients 
who had K ~ 5.1 during that calendar year were subjected to detailed review of 
temporal relationships between all potassium levels and prescriptions for the 
study period. Problem prescriptions were classified into one of three categories 
(below) based on timing of prescriptions in relation to potassium level. 
Results: 32,563 potassium prescriptions were dispensed for 12,825 patients. 
2,859 of these prescriptions occurred in 1125 patients whose potassium level 
was ~ 5.1 meq/L some time during the year. Analyzing level date in relationship 
to prescription date disclosed three groups of problems: Group l -mos t  recent 
potassium > 5.1 occurring with 772 prescriptions in 558 patients; Group 2 - 
potassium ~ 5.1 on same day of proscription: found in 310 prescriptions for 290 
patients, w/random chart review of 20% sample of Group 2 showing no patl.onts 
called to hold drug ; Group 3 -  335 prescriptions in 227 patients with potassium 
> 5.1 in the three months preceding the prescription and no hypokalemia (<3.7) 
but had an intervening nornml value. Of patients whose last K + was > 5.1, 581 
of 772 (75.3%) had their elevated values within the preceding 2 months. Varying 
the cut-offK+ value above which prescription was .labeled problematic, showed 
that even with selection ofK L:-6.0, >200 prescriptions written & dispensed. 
Conclusions: Concurrent elevated potassium levels occurred in 4.3% of patiants 
prescribed oral potassium supplementation. This process error, uncovered by 
finking laboratory and pharmacy data, could be prevented by real time linkages 
of these two data systems thereby facilitating improved clinical decisionmaldng. 

OPPORTUNITIES FOR COUNSELING SMOKERS TO QUIT. CN Sciamauna, J 
Flynn, DE Ford, The Miriam Hospital, Providence, RI, Johns Hopkins Medical 
Institutions, Baltimore, MD. 

The Agency for Health Care Policy and Research (AHCPR) Smoking Cessation 
Guidelines recommend counseling that is relevant to the individual patient (e.g., the 
patients' disease status, health concerns). We carried out this study with the goal of 
understanding the extant to which outpatients report smoking-related symptoms and 
comorbidities, to estimate the potential for including such topics in routine smoking 
cessation counseling. 

A convenience sample of outpatients volunteered to complete a computer survey in 
an outpatient office of an urban teaching hospital while waiting for their appointment. 
Patients used the program unassisted and prompted only by a sign over the computer 
inviting them to "answer a few questions about your health - using this computer". 
Smoking-related symptoms (7) and comorbidities (l 1 ) were defined as those associated 
with smoking or those that lead to similar conditions as smoking. Symptoms in the 
past year were asked and all questions were written at a 4 ~ grade reading level. 
Questions included: demographics, cigarettes per day smoked, determination of stage 
of readiness to change (precontempintion, contemplation, preparation). 

Of the 528 patients who completed the program, 25.4% were current smokers, 55% 
were female, 23% smoked more than 20 cigarettes per day and their mean age was 40.1 
years. Most smokers were planning on quitting in the next 6 months (58%), though 
only 1 I% were planning on quitting in the next month. Smoking-related comorbidities 
were common [e.g., hypertension (39%), stomach ulcer or heartburn (34%), 
hypercholesterolemia (3 I%), asthma (22%), chronic obstructive pulmonary disease 
(19%), diabetes (15%), cerebrovasculer disease (15%), coronary artery disease (8%)]. 
Smoking-related symptoms were even more common: sleep problems or tiredness 
(58%), frequent coughing and colds (51%), chest pain (49%), shorteess of breath 
(48%), leg cramps (42%), snoring (41%), wheezing (35%). The average smoker 
reported 3.3 (87% reported at least one) symptoms and 2.4 (84% reported at least one) 
comorbidities. The mean number of comorbidities were greater among those who were 
less motivated to quit: precontemplatinn (3.4), contemplation (2.1), preparation (2.1) 
(p=.004). A trend existed toward a greater number of symptoms in those who were less 
motivated to quit: precontempletion (3.6), contemplation 0.1), preparation (2.9)(pffi.4). 

Ample opportunity exists for physicians to tailor smoking cessation counseling to 
comorbidities and symptoms that are personally relevant to patients. Tailoring 
counseling messages to an individual's characteristics are even more appropriate for 
those less motivated to quit, the group that may benefit the most from consciunsness- 
raising couoselinB messe2es. 
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PRACTITIONERS' ADVICE TO LOSE WEIGHT 
CN Sciamanna, "Fate D, Liang W, RR Wing. The Miriam Hospital, Providence, RI, 
Brown University, Providence, RI, University of Pittsburgh, Pittsburgh, PA. 

Obesity is a significant independent risk factor for many chronic diseases, including 
coronary artery disease, hypertension, and adult-onset diabetes. Physicians and other 
health care providers have been identified as key persons of influence for lifestyle 
change in their patients. Providing regular weight assessment and counseling is a 
national health priority as per Healthy People 2000 goals and United States 
Preventive Services Task Force recommendations. 

This study used data from the 1996 Behavioral Risk Factor Surveillance System 
(BRFSS) survey. Included in this analysis were adults who visited a doctor for a 
routine checkup in the past year (69%) and lived in states that included survey 
modules on hypertension and cholesterol awareness (I,4=11,447, 9.2% overall). 
Individuals reported whether or not they were advised by a "doctor, nurse, or other 
health professional" to lose weight in the last 12 months. Body Mass Index (BMI) 
was calculated from self-reported height and weight. Weight-relatud comorbidity 
was defined as self-reported diabetes (in adults older than 45), hyperehdiesterolemia 
or high blood pressure on more than one occasion. 

Demographic characteristics of the l 1,447 adults were: 65% female, 86% 
Caucasian, mean age (SD) 51.8 (17.4) years. Overall, 14.9% reported being advised 
to lose weight. In univariate analysis, advice to lose weight was strongly associated 
with BMI category: 18.5-25 (3.0%); 25-30 (12.7%); 30-35 (33.2%); 35-40 (49.8%); 
over 40 (68.1%) (p<.00 I). In addition, individuals with a weight-related comorbidity 
were also more likely to report being advised to lose weight (21.3% v. 8.5%; P<.001). 
In a multivariate model, receiving advice to lose weight was associated with higher 
levels of BMI (p<.001), the presence of a weight-relatad comorbidity (p<.001 ), age 
(p<.001), lower levels of education (p<.001), lower levels of physical activity 
(p<.05), lower levels of self-reported general health (p<.001 ), higher levels of income 
(p<.001) and being a nonsmoker (p<.01). Regardless Of BMI and comorbidity statos, 
however, advice to lose weight was reported less commonly than advice to quit 
smoking (65.9% among current smokers); among individuals with a BMI of 30-35, 
only 39.4% (95%CI: 36.9-41.9) of individuals with and 23.5% (95%C!: 21.3-25.7) 
without a comorbidity were advised to lose weight. 

In conclusion, though advice to lose weight was strongly associated with BMI and 
the presence of comorbidities, it was reported far less commonly than advice to quit 
smoking and far less frequently than national recommendations. 

LESBIAN EXPERIENCE OF HEALTHCARE: A FOCUS GROUP 
ANALYSIS. MR Seaver, LM Wright, J Tjia, S Frayne, KM Frennd, Section of 
General Internal Medicine, Boston Medical Center, Boston, MA 

Purpose: Lesbians a?e thought to comprise as much as l0 percent of the female 
population. However, they do not appear to self identify or utilize healthcare at this 
rate. Because little is known about their healthcare concerns and perceived barriers 
to care, we studied lesbians across a range of ages in an effort to understand their 
experience. 

Methods: Using posters and newspaper advertisements, we recruited lesbians to 
participate in three age-stratified focus groups. We used a 27-item semi-stroctured 
protocol designed to elicit women's healthcare concerns. The protocol was 
developed jointly by six National Centers of Excellence in Women's Health. The 
sessions were audio taped, transcribed, and then analyzed by five readers. Each 
reader developed a list of key words and phrases reflecting themes from the 
transcripts. The readers reached consensus on themes that represented major 
healthcare issues identified by the participants. 

Results: Twenty-two lesbians aged 22-63 (mean 38) years participated. Nine 
were from ethnic minority groups. 17 had regular healthcare providers. Four had 
no health insurance. All but two had seen a healthcare provider in the past year. 
The major healthcare issues were consistent across age groups. Three themes 
related to barriers to care emerged from the analysis: assumption of heterosexuality, 
lack of knowledge, and access to care. 

Most women reported that providers' assumption of heterosexuality resulted in 
avoiding or delaying healthcare visits. Although many participants felt that 
disclosure of sexual orientation would lead to more comprehensive healthcare, most 
perceived a high level of discrimination in healtheare and thus did not disclose. 
Characteristics women sought in providers include openness, understanding, and 
acceptance, all of which build trust. Trust and comfort with a provider appeared to 
be related to willingness to disclose sexual orientation. 

Participants perceived a lack of medical knowledge about issues such as disease 
transmission between women, appropriate screening protocols for cervical cancer, 
and violence and sexual abuse among lesbians as barriers to care. Access to quality, 
comprehensive heahhcare was also a concern given the cost of insurance, and the 
complexities of managed care. 

Conclusions: Lesbians avoided or delayed medical care because of perceived 
discrimination, lack of provider awareness of lesbian experience, lack of specific 
medical knowledge related to lesbian health risks, and cost of healthcare. These 
barriers represent areas for further research and education to improve healthcare for 
lesbians. 

HEPATITIS C PREVALENCE, KNOWLEDGE, AND CONCERN AMONG 
INJECTION DRUG USERS AND THE IMPACT OF TESTING KH Seal. MD 
Ray, AH Kral, .I Lorvick, BR E, d l~  Tho Uflxm Health Study, and Deparimm~ of 
in~nml Medicine and Family and Community Medicine, University of Califonua San 
Francisco, San l~ancisco, CA. 
B~kgrmmd: Of the 3,9 million hepatitis C (HCV)-infected persons in ~. Urdted 
Storm, injec~on d~ug users (IDUs) have the highest infection rates of any risk Broup. 
IDUs account for 60% of HCV t,mm'i~ior' This seedy e~.mim~ the lXevalonea of 
HCV infection among a croes-sectional sample of strect-recrolied IDUs and explores 
the impact of prior HCV testing on HCV-celated knowledge and concecn. 
MethedJ: Din'in 8 10/98 and 11/98, we recruited 409 IDUs hem street ~ttings in two 
inner-city neighborhoods in S~m Francisco. Pmliei~ r,~ were asked 12 questions about 
HCV infeo~on and tl~nJ~mi~-~0n, and blood mmT, l .  es collected. HCV antihodies we~ 
m m s m ~  using a thini Smcra~on HCV eazyme immunoamay. Par~cipants rctunml 
two weeks ~ (90%), to receive results, counseling, and medical roferrab, 
Results: Of tho 409 partlcipants, tbe median age was 43 years; 49% were white, 40% 
were African-Amm'ican and 25% were female. The median duration of injection drug 
use was 21 years; 349 (86%) had HCV antibodies. A minority (37%) had~beea t ~  
previously for HCV. Participants conectly answered a metal of 67*/. of 12 HCV 
knowledge que~ons. Most correctly believed that HCV may lead to cin'hosis (75%) 
and may be spread through sharing needles (88%), but many incornctly believed that 
HCV r~ults in skin a b ~ e s ~  (37%) and is trJm, anitt~i through "bad food" (61%). 
Wben panicipams were asked to rate their dsk for HCV infection, the median response 
was "ves 3, little." Only 13% perceived their risk to be "high." Thirty-five percent 
stated that they were "a little" or "not" concerned abont HCV infection. Panicipnots 
who correctly ~ at least 9 of 12 HCV knowledse qumtions were more likely to 
be concerned about HCV infeclion (odds ratio [OR]-I.6; 95% confidence intm'val 
[CI]= 1.0, 2.6) and to believe their risk for HCV infection to be high (OR= 2.2, 95% CI 
=1.5, 3.4). Of 293 IDUs who had 1 or mete medical visits in the past year, mo~ (57%) 
had not beon tested for HCV. Having a medical visit in tho past year was not 
significantly associated with higher HCV Imowledge scores (OR~0.9, 95% CI~0.5, 
1.4) nor concern about HCV infection (OR = 1.3, 95% CI~0.8, 2.1). Having been tested 
for HCV in the past wss associated with highor HCV Imowledge scorm (OR=3.5, 95% 
CI=2.2, 5.4), and Breat~ concern about HCV infection (OR=2.0, 95% CI=I.3, 3.2). 
ConrJudon: In this study, the vast majority of slreat-recmlied IDUs were HCV- 
positive, although most considered their risk for HCV infection to be low. Most IDUs 
accessing medical care in the past year had not been tested. HCV knowledge and 
concern were higher among IDUs who had been tested for HCV previoesly. HCV 
testing and eou~_Jmlln$ Should be pert of a roufino medieai visit for persons ot high risk 
for HCV to iA-~fi~ those who may benefit hem Ireatmeat, and to increar, c concern and 
knowledge of HCV infection and t r ~ - ~ i ~ c ~  

PREVENTION OF STROKE IN ATRIAL FIBRILLATION: THE 
EVIDENCE FOR USE OF WARFARIN AND ASPIRIN 
JB Segal, RL McNamara, MR Miller, N Kim, SN Goodman, NR Powe, 
K Robinson, EB Bass. Johns Hopkins University, Evidence-Based 
Practice Center;, Baltimore, MD 

Background: Experts believe that warfarin is underusad by 
generalists and cardiologists for the prevention of stroke in atrial 
fibrillation (AF). We reviewed all of the clinical trials of warfarin and 
aspirin used for the prevention of thromboembolism in patients with 
AF, in order to synthesize the evidence on how the risk of bleeding 
compares to the risk of stroke with warfarin, aspirin and placebo. 

Methods: The Cochrane Collaboration's Central database, Medline 
and Pubmed were searched until May 1998 for randomized-controlled 
trials of drugs used to prevent thromboembolism in adults with non- 
postoperative AF. 11 articles met criteria for inclusion in this review. 

Results: Warfarin was more efficacious than placebo in both the 
primary and secondary prevention of stroke in AF, with an aggregate 
odds ratio (OR) of stroke of 0.30 [0.19-0.48|. For primary prevention, 
we estimate that warfarin prevents 30 strokes at the expense of only 6 
additional major bleeds per 1000 patient-years (p-y). Aspirin was more 
efficacious than placebo for stroke prevention with an OR of 0.65 
[0.43-0.99], without evidence of more major bleeds,OR=0.81[.37-1.77]. 
Assuming a baseline stroke-risk of 50 per 1000 p-y, aspirin could 
prevent 17 strokes, without major bleeding. Aspinn was not 
efficacious in secondary prevention of stroke, nor efficacious at low 
dosage (75 mg). In direct comparison, there was some evidence for 
fewer strokes among patients on warfarin than on aspirin, with an 
aggregate OR of 0.75 [0.48-1.18], with only weak evidence for more 
major bleeding,OR =1.68 [0.77-3.71]. In.a group of younger patients, 
the absolute reduction in number of strokes with warfarin compared to 
aspirin was very low (5.5 per 1000 p-y). Adjusted-dose warfarin was 
more efficacious for stroke prevention compared to low-dose warfarin 
combined with aspirin, with OR of 0.35 [0.21-0.59]. 

Conclusion: The evidence strongly supports warfarin for primary and 
secondary stroke prevention in AF, yet for patients without risks for 
stroke, the absolute risk reduction may not warrant its use over aspirin. 
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WHAT IS THE EVIDENCE SUPPORTING THE DRUGS USED FOR 
VENTRICULAR RATE CONTROL IN ATRIAL FIBRILLATION? 

RL McNamara, MR Miller, NR Powe, SN Goodman, N Kim, 
K Robinson, D Yu, EB Bass. Johns Hopkins University, Evidence-based 
Practice Center, Baltimore, MD 

Background: General internists commonly care for patients with a~al  
fibrillation (AF) for whom a principal goal is control of the ventriculer rate. 
We reviewed the literature to assess the evidence regarding efficacy of 
drugs used for rate control in AF. 
Methods: The Cochrane Collaboration's Central database, Medline and 
PubMed were searched up to May 1998 for randomized-controlled trials 
of drugs used for heart rate control in adults with non-postoperative AF. 
45 articles met the criteria for inclusion in the review. 
Results: Data was abstracted on 17 different drugs. In the 5 trials of 
verapamil and 5 of diltiazem, heart rate was reduced significantly (p<.05) 
both at rest and with exercise compared to placebo, with equivalent or 
improved exercise tolerance in all 6 of 6 comparisons. In 7 of 8 trials, 
digoxin administered alone slowed the resting heart rate more than 
placebo, but in none of the 5 trials did it significantly slow the rate with 
exercise. The addition of a non-dihydropyndine calcium-channel blocker 
to digoxin reduced the resting heart rate more than digoxin alone in 7 of 8 
studies, with improved control during exercise in 5 of 6 studies. In 7 of 12 
comparisons of a I~-blocker to placebo, the ~-blocker was efficacious for 
control of resting heart rate, with evidence that the effect is drug-specific 
as xameterol, celiprolol and labetolol were less efficacious. 5 of 5 trials 
demonstrated good heart rate control with t~-blockers during exercise, 
although exercise tolerance was compromised in 4 of 5 trials. The trials 
evaluating magnesium sulfate (2), clonidine (2), propafenone (2), 
amiodarone (1), sotalol(1), flecainide (2), disopyramide (1), and quinidine 
(2) had insufficient evidence to support their use for rate control in AF. 
Conclusions: Non-dihydropyridine catcium channel blockers can be 
strongly recommended for control of ventricular rate in AF, as they are 
efficacious at rest and with exercise, without a diminution in exercise 
tolerance. 

THE EFFICACY AND SAFETY OF SILDENAFIL CITRATE FOR THE 
TREATMENT OF ERECTILE DYSFUNCTION IN MEN WITH COMORBID 
DEPRESSION. Ridwan Shnbsi=b.. Columbia Presbyterian Hospital, NY, N-Y; 
Matthew Menza, Robert Wood Johnson Medical School, Piscataway, NJ; 
Steven Roose, New York State Psychiatric Institute, NY, NY; Raymond Rosen, 
Robert Wood Johnson Medical School, Piscataway, NJ; Stuart Seidman, 
Columbia Presbytei'ian Hospital, NY, NY; Diane Chow, Vera Stecher, Richard 
Siegel, Pfizer Inc, NY, NY. 

Qbiectives: This study assessed the efficacy and safety of sildenafil citrate 
(VIAGRA e) for the treatment of erectile dysfunction (ED) in men with ED and 
c0morbid depression. 

M~thods: A total of  I46 men withED and depressi6n (24-item Ha~nilton 
Depression Rating-Scale score 212) received flexibi=-dose sildenafil(Sild; 
25-100 mg~ N-= 70)-or-placebo (Pbo~ N =-76) for 12 weeks in a randomized, 
double,blind.clinical.lrial.. Efficacy was assessed at weeks 8 and 12 by 
responses to 3 global efficacy questions (GEQI: improved erections [yes/no]; 
GEQ2~ improved ability to have sexual interco0rse [yes/no]~ GEQ3: fTequoncy 
o f  successful attempts at sexual intercourse) and to Q3 and Q4 (ability to 
achieve and maintain erections) of the International Index of Erectile Function 
(I]EF), Scores for GEQ3, Q3, and Q4 range from 0 ("did not attempt 
intercourse") and 1 ("almost never/never') to 5 ("almost always/always"). 

Results: Efficac~ results (% ~/es or mean 4-SEM) at week 12 were: 
Parameter Baseline Slid [N] Pbo [N] 
GEQI (% yes) - -  82% [66] * 20% [75] 
GEQ2 (% yes) - -  83% [63] * 19% [73] 
GEQ3 - -  3.9 (0.3) [66] * 2.0 (0.3).[75i 
Q3 1.6 3.7 (0.3) [66] * 2.2 (0.2) [76] 
Q4 1.4 3.9 (0.3) [66] * 2.0 (0.2) [76] 

• P<0.0001 vs placebo. 
The most common adverse events (AEs) were headache (20% Siid; 6% Pbo), 
flushing(15% Sild; 1% Pbo), and dyspepsia (15% Sild; 0% Pbo). One patient. 
(1.4%) discontinued Sild due to AEs; no patients discontinued Pbo. 

Conclusions: Treatment with sildenafil was effective and well tolerated in 
men with ED and comorbid depression. 

HORMONAL PREDICTORS OF PROSTATE CAHCER: A META-ANALYSIS 
T_Shaag£flfl~ O Bubley, R Husein, C Mantzoros. Division of General Internal Medicine 
University of Alabema School of Medicine, Birmingham, AL and Division of 
Endocrinology, Beth Im'ael Deaconess Medical Cent~, Boston, MA. 
Cmttext: Strong circumstaatial evidence links androgens to the lxtthoganesis of prestate 
cancel. Epidemiologlcal studies, however, have not consistently demonstrated this link. 
l~rpme: To systematically summarize the evidmce on the role oftestusterone (test), di. 
hydtotestosterone (DHT), estradlol (E2), and sex hormone binding globulin (SE~3) in 
the etiology of prostate cancer. 
Metlkeds: MEDLINE & CANCERLIT were searched from 1966 to 7/97 to identify 
human studies on the role of the above hormones in the etiology of prostate cancer. 
Manual searches oftn'bliographies and contact with authors was also done. 

To be included studies had to be prespective; had to clearly describe the study 
population and selection criteria; dearly describe serum oollection, storage & analysis 
techniques; and specify length of follow-up. Furthermore, prostate c a n ~  had to be 
confirmed histologically. Data from each study was indepmdently extracted by 2 
reviewers. Authors of retrieved articles were contacted, if necessary, for missing data_ 

Odds ratlos(OR) for the development of prostate cancer were calculated (comparing 
highest quartile of sermn hormones to lowe~) & than combined using the DerSimonian 
and Laird random effects method. 
Rema'ls: 5 studies met inclusion criteria (624 cases, 1686 conax)is) but 2 were excluded 
because supplied data was not amanabic to meta-analysis. The table below shows the 
uned~asted and ad~tsted ORs~95% CI) for development of prostate cancer. 

Istudv Unadl Test ~ ~ 
]Ga~ et al 1.30(0.79-2.16) 0.83(0.45-1.52) 0.75(0.46-1.24) 0.69(0.41-1.16) 
Hsing et ed 1.50(0.60-3.60) 1.00(0.50.2.20) 1.00(0.50-2.80) 
Nomura et sl 1.03(0.51-2.07) 0.82(0.41-1.65) ~ 

~ OR 1.25(0.86-1.81) 0.87(0.59-1.29) 0.81(0.32-1.24) 0.69(0.41-1.16) 
Adi* Test Adi* DHT ~ 

]Ga~etal  2.60(1.34-5.02) 0.71(0.34-1.48) 0.56(0.32-0.98) 0.46(0.24-0.89) 
]Hsinsetal 1.57(0.44-5.64) 0.70(0.20.2.40) !.10(0.40-2.80) 
~Summm~,OR 2.34(1.30.4.20) 0.71(0.38-1.35) ,0.69(0.37-1.29) 0.46(0.24-0.89) 
~ NOt messured *Adjusted for other hormones and BMI 
Cemelmiom: Of the hormones evaluated, only s high serum level oftestosterane is 
associated with the ~ o l x n a n t  of pr _'~3~_t~ caacer. High levels of SHBG appear to be 
protective ~nln~t the development ofproetate cancer, s u g ~  that circulatin8 
bimvmlablc testosterone may be more important total testosterone. 

EVALUATION OF ONE SLIDE VERSUS TWO SLIDES: ENHANCED 
DETECTION FOR CERVICAL BQUAMOUS CELL ABNORMALITIES 
A. Laurie W. Shrover. Jennifer E. Karel, Eric Henley, Mary E. Plomondon, 
Samantha MaWhinney, Chasney Thompson, and Kenneth R. Shroyer (VA 
Medical Center and Univ. of Colo. Health Sciences Center, Denver, CO) 

Over the past decade, it has become routine practice in most laboratories 
to utilize one slide rather than two slides for cytologic examination of the 
cervical Pap smear. The relative performance of the one versus (v.) two 
slides approach for the detection of cellular abnormalities, however, has not 
been adequately evaluated. In the current study, we compared the proportion 
of squamous cell abnormalities in one slide v. two slide Pap smears evaluated 
in the Cytology Laboratory of the University of Colorado Health Sciences 
Center (UCHSC). The primary study null hypothesis was, therefore, that no 
difference in the detection rates for squamous abnormalities existed between 
the use of one slide in comparison to two slides. Other influential factors 
(pathologist and risk level of UH clinic setting) were also examined to 
determine their relative impact. 

All UCHSC-based clinic patient cytology records for the period from 
January 1, 1992 to December 31, 1997 were analyzed. The population of 
study included 27,711 women (average age of 37.6 ± 14.5 years) with 47,982 
Pap smear encounters. Of the 47,982 Pap smears, 5,395 were assessed 
using a single slide, 42,022 using two slides, and 565 using three or four slide 
preparations. For all cases, the rates for the detection of atypical squamous 
cell abnormalities of undetermined significance (ASCUS) was 12.84%, low 
grade squamous intraepithelial lesion (LSIL) was 3.44%, high grade 
squamous intraepithelial lesion (HSIL) was 1.69%, and squamous cell 
caminoma (SCC) was 0.03%. The remaining slides (0.03%) were 
unsatisfactory for diagnosis. 

The overall rates for the detection of squam0us cell abnormalities (LSIL, 
HSIL, and SCC) cytologic diagnosis were 2.26.°/= and 5.53% in one v. two or 
more slides respectively (p <0.001). The proportion of abnormalities 
diagnosed by the five primary UCHSC pathologists varied from 3.5% - 26.5% 
(total slides was 44,792) (p < 0.001). The proportion of one slide Pap smears 
which were performed in low-risk (primary care clinic), medium-risk (OB/GYN 
clinic), and high-risk (specialty GYN clinic) varied from 16.7%, 9.7%, to 2.7% 
respectively (p < 0.001). The corresponding proportion of cases with 
squamous cell abnormalities from each clinic category were: 2.7%, 4.8%, and 
36.8% (p < 0.001). In summary, utilization of two slides may result in the 
detection of a higher proportion of cytologic abnormalities than a single slide 
ao0roech for medium and hioh risk oatient DQ~ulations. 
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WOMEN'S INTERPRETATION OF BREAST CANCER RISK AND SCREENING 
MAMMOGRAPHY: A QUALITATIVE INTERVIEW STUDY 
Schwartz, I,M; Wolnshin, S; Byram, SB; Welch, HG; Fischhoff, B. VA Outcomes 
Group, White River Junction, VT 

Purpose: To learn how women conceptualize breast cancer, interpret their 
personal risk and how they believe screening mammography affects that risk. 

Methods: We conducted 41 open-ended telephone interviews with woman 
selected by quote sampling from a national database to ensure participation across a 
spectrum of aBe (27 to 84 years), household income (<=$10,000 to >$75,000 per 
year), and ethaicity. The structure of the interviews wss based on a risk 
communication methodology ("manta[ models") which contrasts how experts and 
non-experts think about a particular topic to inform educational efforts. Each 
interview took about 1 hour. 

Results: Almost all women articulated the same basic model of breast cancer, a 
uniformly progressive disease which begins in a "silent" curable form, and unless 
treated "early", invariably grows, spreads and kills. About a third spontaneously 
related aneeMote~ about young women who had died of breast cancer and expressed 
fears about leaving their children behind. Some women felt that any abnormality 
found needed to be treated, even if not "malignant." None had heard of potentially 
non-pregressive cancers, and when informed, most felt that uncertain prognosis of 
such lesions reinfomed the imperative for treating early disease. 

Women expressed a wide range of views about their persanal risk ofbresst cancer. 
While some saw breast cancer as a central threat to their health, many others cited 
heart disease, other cancers, violence and trauma as greater concerns. Most 
recognized the importance of "uncontrollable" factors for breast cancer such as age, 
sex, family history and genetics. However, many women gave equal or greater 
attention to other lifestyle factors with little or no demonstrated link to breast cancer. 
smoking, eating right, environmental exposures, "bad attitudes." The prominence 
given these factors suggests that woman may feel personally responsthle for their 
breast cancer risk. 

The role of personal responsibility also extended to mammography. Almost all 
woman believed that failure to have mammograms put one at risk for premature (and 
preventeble) death. When asked how mammography "worked", almost all repeated 
the message that "early detection saves lives," suggesting that advanced cancer (and 
perhaps most cancer deaths) reflected a failure of early detection. The belief in the 
benefit of eerly detection was so strong that some women advocated scaring others 
into getting mammograms because it is "better to be safe than sorry". 

Conclusions: Women view breast cancer as a uniformly progressive disease 
rarely curable unless caught early. The exaggerated importance many attribute to a 
variety of lifestyle factors in modifying personal risk, and the "danger" seen in 
failing to have mammograms may lead women diagnosed with breast cancer to 
blame themselves. 

IS VIAGRA COST-EFFECTIVE? KJ Smith, MS Roberts. Mcrcy Hospital 
and the Center for Research on Health Care, University of Pittsburgh School 
of Medicine, Pittsburgh PA. 

Coverage of siideaafil (Viagra) by health insurance plans is a contentious 
issue. We performed a cost-effectiveness analysis to clarify the financial 
aspects of this decision. 

We used a Markov decision model to estimate the incremental cost- 
effectiveness of sildenafll compar~l to no drug therapy, examining costs from 
the perspectives of  third party payers (direct costs of medication and medical 
treatment) and society (direct costs plus lost wages due to treatment 
morbidity). Costs and benefits were discounted at 3%/yr. Model assumptions 
were biased against sildenafil use. In the baseline analysis, 60 year old men 
either used the medication 6 times/month (average wholesale price $52.50/mo, 
success rate 69%) or were untreated. Unsuccessfully treated men discontinued 
the medication after a one month trial. Mortality was 0.01°/dyr and morbidity 
was 0.1°/dyr in all treated men. On a scale where 0 equals death and 1 is 
perfect health, the quality of  life utility value for erectile dysfunction (ED) was 
0.74 (based on the Quality of Well Being Scale) and, if  treatment was 
successful, utility increased to 0.9. Twenty-two percent of untreated men had 
spontaneous lifetime remission of ED. ED recurred in successfully treated 
men at 5~/dyr. Men who suffered morbid events with sildenafil had lifelong 
disability (utility 0.5 and loss of income) and a 10% increase in absolute 
mortality risk per year. 

Costs per quality adjusted life year (QALY) gained for sildanafil treatment 
compared to no therapy were $9,280 from the third party payer perspective 
and $11,200 in the societal analysis. From the societal perspective, 
costs/QALY gained were less than $50,000 if: treatment related morbidity was 
less than 0.69°/dyr, mortality was less than 0.54°/dyr, successful treatment 
occurred in greater than 41%, relapse of erectile dysfunction afmr successful 
treatment was less than 12.5%/yr, or the cost of treatment was less than 
$282/month. Results were sensitive to variation of ED utilities, but 
costs/QALY were less than $50,000 if  successful treatment increased utility 
values by 0.05 or more. 

We conclude that the cost-effectiveness of sildenafil compares favorably 
with accepted therapies for other medical conditions in an analysis biased 
a~ainst its use. 

PATIENT REPORTS OF ADHERENCE DO NOT AGREE WITH 
PHYSICIAN ASSESSMENT. 
G Sinclair, J Wagner,  S Weissman, A Justice; Wade Park VA Med. 
Ctr, Case Western Reserve Univ., Cleveland OH 

Assessing adherence has become an important component  o f  HIV 
care, but previous studies have shown that providers do not accurately 
assess adherence by traditional methods. We developed a se l f  
administered patient survey to help providers accomplish this  task. 

Methods :  As a part o f  this survey, we  asked 77 attendees of  the 
Wade Park VA HIV clinic to complete two l iken  scale questions: 
1. D u r i n g  t h e p a s t  four  days ,  how m a n y  days  h a v e y o u  missed  

t a k i n g  a l l  o f  y o u r  dases? (Choices :  0 days, 1 day, 2 days, 3 days, 
or 4 days) 

2. W h e n  was  the  las t  t ime  you s ldpped  any  of  y o u r  HIV  
medica t ions?  (Choices: Within thepas t  week, 1-2 weeks  ago, 2-4 
weeks ago, 1-3 months ago, more than 3 months ago, or never  
skipped ) 

For question 1, anyone reporting a missed dose was coded as 
nonadherent. For question 2, anyone reporting having missed a dose 
Within the past month was coded as nonadherent. The patients'  usual 
providers were then asked to independently assess adherence by 
responding to the question: 
• H o w  often does th is  pa t i en t  t ake  his  HIV-an t i v i r a l s  as 

p re se r ibed?  (Choices: all, m o s t ,  some, or none of  the t ime) 
Only i f  the physician responded "all" or "most" was  the response 
coded as adherent. 

Resul ts :  Though the patient questions demonstrated reasonable' 
internal agreement (agreement between questions 69%, kappa/0.428, 
p<0.0001) no statistically significant agreement  was seen between 
patient and provider responses for either question. For the first 
question, kappa=0.11 (p=0.38). For the second question, kappa=0.13 
(p=0.16). When more surveys are completed, we 'wi l l  correlate these 
responses With viral  load and CD4 response to therapy. 

Conclus ion :  As  previously reported, physicians do not accurately 
assess patient adherence. Patient-completed surveys may  be a useful 
adjunct to provider jadgemant  when assessing adherence. The abili ty 
to accurately identify non-adherent patients would narrow the 
differential diagnosis o f  antiretroviral therapy failure. 

I ~ U ~ C g  OF DIABEIY_~ ON CORONARY EVENT AND CASE 
FATAIATY R A M  IN AN ENGLISH POPULATION: RESULTS OF M 
OXFORD MYOCARDIAL M A R C T I O N  INCIDENCE STUDY 
~ Solom¢o. JA Vdmlak, J Newtmh H ~ P Yudldu, HAW Ne~ 
n b t d m  et  Pubtic H e s ~  & Pr tma~ Care, U.dver,dty d Oxford, nividon ot 
Geueral Iatermd M , ~ t ~ %  ~ y t e r l u  Medkad Ccmter 

Baelqpmad: Although maturity from oamuuy lama ~i~,.~ has declined 
mlmmmisi~ ov~ the last two deeadm in moa wesm'n ~ emmUie~ the~ 
m¢ few _ _reoe~_ _ ! ~  readies ,b~ haw nsad ~'mvh,,tizad di%o,~mic 
critmia to compm¢ the conmmy eveat and cm¢ ¢~t~tlty rmm in adults with and 
without diabetm. We e~mi,~.~ this in a one.year mrv~U-,,,- taudy 
fi~m Novembar 1994 in *n I~-n~|th polmMiml oged kss than 80 yem~ 

lVlethod~ ~ eases ~ myocardial iafanaion or omcmmy _d,'~_th v ~  
kk~j~KX[ fzOOt fl~ p~qAMtt popuhtl/t3u Of ~ ,000  in Oxfard~C g.~/zq~ m t ~ l e  
ovcd~p#~ z C ~ o ~  and p r c ~ p ~  mmhods of ~ u c ~ m w ~  A 
di%o, msis ~" d~5~itc or lmm~le myomtdisl inf~t~tim or ommmy death was 
based on World Health Op~,,i.~,i~a I ~  ~ Tnmds and De0x, mhum~ of 
Cardiovascular Disease (MONICA) ai*~,stic a i t e ~  A cliniml dL%~sis of 
diabetes occuni~ M ~  the acute ~ was confirmed by c~,m~tJon of 
ctinical case zeaxds. "l'nc prevalax:c of diabetes in Oxfordshire was c~tlm~ed 
e m  ~enena pracecc d ~ - m ~ c  resistm aria dm~s ~ .  

A M of 1151 ~ eve~s o a m m ~  ine.J,~lin~ 176 in p ~ _ ~  
with diabetes. We exduded 24 evems from ~be m~ys~ he.me ~e ~ 
p r ~  case norm muld mt  be obtaiaed. The *r,m~l rate for a fumt er r e ~ e m  
o ~ - y  eveat per I00,000 polmlalion aged 50-$9 years v~m 1523 for womea 
with ~ sm~ 2341 for ram. The ~ h ' g  rotes for the a ~  grcup 70-79 
yenrs v~m 3~32 for ~ md  4gg0 ~ r  me~ 'the age wecific relatlve r~k (P.R) 
for ~ vermin mm.diobe~ womea dec~msed f~om 15.7(95% C o n ~ m ~  

(CI) 9.~-25.S) f ~  the ~ 50-59 years to 4.3(95% CI 3.1-6.0) in 
1 ] ~  aged 70 - 79. "]['he ~ ¢  RR for ~ were $.0(95% C~ 3.3--7.5) 
md 2.9(95% CI 2.2-3.9). "Bhe age adjusted RR far womea was S.3 and for mm 
3.4. The overall 28-day ease-&tal/ty in diabetics (includieg out e~ h ~ i t a l  deatha) 
was 41.7% in womea and 47.6% in mea agad 50-59 y ~  and i n ~ a ~  to 62.9% 
in womea and 6&1% in men aged 70-79 years. The age-adjested 2 8 ~  ease 
~t*l~ M MO ~0~ w 0 ~  wits 1.3(95% CI 0.9-1.8) and for men 1.3(95% CI 
1.1-1.9) 

Ce,~_ ~doas: Both mromry event and case fatality nU~ nnnain elevated in 
paflen~ with diabetm even though these mtm have declined over the last two or 
three a~.,,a~ , ,~,~- lmieats in the general impelafion. This may ex#ain tha 
I ~ a  tei , t t~ ea t  amaved ~n thtt ttudy. 
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HOMEI,ESSNF..SS AMONG DRUG USERS AND PERSONS WITH HIVIAIDS: A 
LONGITUDINAL DESCRIPTION. JY Son=, M Safneian, SA Strsthdee, DD 
Celestano. Johns ~ Medical Institutions, Baltimore, MD. 

Baeksrmmd: Most studies that have examined the provaleace of homelessnees 
among those with HIV/AIDS or injection dm 8 users have been cross-sectional, 
which is of limited ~ given the dym~mi~s ~ intm-actioa among drag use, 
HIVIAIDS, and bomelessm;ss. Objective: To explore lifetime pmvalesco, 
incidence, patlems, and duration of bomelessness among inner-city residents with a 
histmy of drag use stratified by HIV status, investigating these factors over 10 years 
of semi-annuul visits. Methods: The ALIVE study is s longitudinal cohort study of 
HIV-I infection among Baltimore residents who wexc recruited in 1988-89 and gave 
a histo~ of injection drug use. We analyzed data from 2452 individuals with 
multiple visits through 1997. Participants were taterviewed semi-anasally about 
housing status, drug use, sexual risks and were tested for HIV. Proportions having 
over experienced homelessness were compared across subgroups of HIV negative, 
HIV positive, and HIV seroconverting IDUs. Results: 1144 (46.'P/a) participants 
from the total cohort experienced homelessness during the course of the study ("ever 
homeless"). There were marked and significant differences in lifetime prevalence of 
homeleasuces by serostatns: 42.3% (n=620) of those individuals who remained I-I]V 
negative were over homeless, while 50.6% (n•346) of HIV positive individuals and 
58.9% (n=178) of those who seroconvened during the study were ever homeless 
(p<0.001). Of the total cohort, 14.3% (n=351) were homeless for more than 50% of 
the follow-up period: in addition, another 11.9% (n=291) of the cohort was homeless 
for 25-50% of this perio& Finally, males were more likely to be homeless than 
females (49.6% vs. 37.8°/~ p<0.001), and those younger that 40 years were more 
likely to be homeless than those older than 40 (p<O.O01). Conelasion: 
Homelessness is a significant problem among injection drag users, especially those 
with HIV/AIDS. Following participants over time will capture more experiences 
with homelessness than cress-sectionni studies. Our analysis demonstrates that point 
or period estimates of homelessness underestimate the problem, in addition, those 
with HIV/AIDS or those who seroconvened were more likely to have been homeless 
than those who are HIV negative. Finally, a large segment of our population spent a 
significant proportion of the study period homeless. As it is known that homeless 
people access health care less than domiciled people, these observations have 
significant implications for the primary care of these high risk populations. 

~ATIEI¢I" PREFERENCES AND THE CARE OF DIABETES. NS Stuart. S Vijan, D 
Ronis, TI" Fitzgendd, C Phillips, RA Hsyward, Ann Arbor VA, Aim Arbor, MI; Div. of 
General Medicias, U. of Michigsn, Ann Arbor, MI; U. of Mim~som, Minampolis, MN 

PURPOSE: Despite its high prevalcece, cost, and morbidity, there is almost no 
informadon on how diabetes treatments are viewed by parlors. This study evaluates 
patient attitudes about different modes of glucose lowering ucetmem in type 2 diabetes. 

METHODS: We c e ~  a self-admini,qered quesfioasalre of a random semple of 
diabetics over age 30 at a Midwestern VA medical center and university hospital We 
designed and pilot tested a storey instrument, which included multiple perceived ratings 
of trcetments, including a glohal rating of 1) overall dislike of treatment, 2) pain of 
administration, and 3) interference with normal day-to-day activities. 

RESULTS: A total of 194 subjects completed the survey (response rate = 67%). Study 
subjects were fairly diverse, with ages ranging from 33 to 92; 30% had an income under 
$5,000, and 29% had an income greater than $40,000. 32% ofsubjacts were taking 
insulin injections, and the average diabetes duration was 14.0 +/- 18.7 years. On a seven 
poim scale (from 0 ffi do eot distike nt ell to 6 ffi distike very much), overall retings of 
dislike were modest for moderate diet (mean = 1.8) and taking pills (mean = 1.2). In 
contrast, home blood glucose monitoring (I-IBGM) once a day had substantially higher 
ratings of dislike (mean ffi 2.3), and HBGM three times per day was even more disliked 
(mean = 4.0). Ratings of dlslike for insulin injections varied substantially based upon past 
experiences with using insulin. For those who had never been on insulin, even a single 
daily insulin injection was disliked, compared m very low ratings of dislike for those on 
insulin (mean = 4.6 vs. 1.3; p < 0.001). Although those who had never been on insulin 
did not draw much distinction between frequency of injections, those on insulin disliked 
frequent dosing much more (mean = 4.0 for three times daily insulin injection vs. 1.3 for 
once daffy injection, p<0.01). Analysis of factors contributing to this difference suggest 
that for more frequent dosing, interference with daily activities is an important 
determinant of dislike in people who have taken insulin, while perceptions of how painful 
it would be is the dominant factor for those who have never taken insulin. 

CONCLUSION: The results of this study suggest that attitudes towards diabetes 
treatment vary substantially, particularly based upon past treatment experiences. Most 
people not on insulin think that insulin injections will be very painful, a finding not 
supported by the reports of those on insulin. This may represent adaptation of insniin 
users or an overestimation of the pain of injections by non-iesulin users. However, even 
amongst insulin users, more frequent insulin had dramatically higher dislike ratings, in 
large part due to interference with daffy activities. These results can be used to better 
counsel patients when making shared treatment decisions. In addition, intensive insulin 
regimens such as multiple daffy injections may face substantial barriers due to patient 
perceptions of treatments; thus, effective, yet simpler, insulin regimens such as bedtime 
insulin with daytime oral agents may help to optimize patient adherence and outcomes. 

THE RISK OF GASTROINTESTINAL COMPLICATIONS FROM 
NONSTEROIDAL A ~ I I N F L A M M A ~ R Y  DRUGS: A META-ANALYSIS. 
W. Straus ,  J .  Orman, C. M a d . e ~ ,  S. Morton, P. Shekelle. Southern  
California Evidence Based Pract ice Center,  San ta  Monica, CA, Merck & Co, 
West  Point,  PA. 

P u r p o s e :  Studies of the r isk  of NSAIDs are  limited by reliance on 
observational  da t a  and  a focus on perforations,  ulcers and  bleeds (PUBs). 
The goal of th is  meta-analysis  was  to review the  evidenco from all re levant  
s tudy  designs in all languages,  and  focus on the  common complication of 
dyspepsia  as well as  PUBs. 

M e t h o d s :  We searched MEDLINE, EMBASE, I-IEALTHSTAR a n d  
BIOSIS from 1966-1997 for s tudies of NSAIDe repert in~ da ta  on GI 
complications. Explicit inclusion and  exclusion cri teria were applied to 
titles, abs t racts ,  and  articles. Accepted articles were screened for qual i ty  
and  graded us ing Jadad ' s  cri teria,  which assigns 0-8 points based on 
randomizat ion,  blinding, and  repor t ing  of withdrawals .  Physician reviews 
were  done in duplicate, with d isagreement  resolved by consensus. Da ta  
were abs t rac ted  and clinically homogeneous da ta  were pooled using the  
DerSimonian and  l.mlrd r andom effects model. 

R e s u l t s :  4849 titles were  identified of which 2145 had  shstraeta  reviewed. 
1768 articles were selected of which 96% were retr ieved a n d  reviewed. We 
identified 54 NSAID vs placebo RCTs, 84 NSAID vs NSAID RCTs (n>50), 2,4 
large  exposure series (n>1000), 27 case control and  8 cohort studies. The 
qual i ty  of RCTs was  good (60% J a d a d  score >3). The ra t e  of dyspepsia in 
NSAID users  increased from 5.6% to 7.5% to 10.0%, in NSAID vs placebo, 
NSAID vs NSAID and  large exposure series, respectively. The ra t e  of 
dyspepsia  in the  placebo group was  2.2%. Low qual i ty  studies had  a pooled 
ra te  ra t io  for dyspepsia t h a t  was  significantly l a rger  t han  t h a t  for h igh  
qual i ty  studies. There was  the  expected gradiont  in increasing r isk of 
dyspepsia with increasing dose of NSAID. The pooled odds ra t io  for PUBs in 
the  case control studies and  pooled relat ive r isk  in cohort studies were 2.9 
and  2.2 respectively, with an  absolute magni tude  of 1% in the  NSAID group 
and  .44% in the  unexposed group. 

C o n c l u s i o n s :  The use of NSAIDs increases the  r a t e  of dyspepsia from 2- 
3% to 6-10%, and  increases the  r a t e  of PUBs from .5% to 1%. These da t a  
provide the  best evldonce-basod est imates  of GI cemplirations and  should 
aid clinicians and  decision-makers when  weighing the  r isks  and  benefits of 
NSAID use. 

CERVICAL CANCER SCREENING AMONG CAMBODIAN AMERICAN 
IMMIGRANTS. Vicky Taylor, Carey Jackson, Yutaka Yasui, Stephen 
Schwartz, Alan Kuniyuki, Meredith Fischer, Shin-Ping Tu. Fred 
Hutchinson Cancer Research Center and University of Washington, 
Seattle, WA. 

Objective: Southeast Asian immigrants have higher invasive cervical 
cancer incidence rates (35 per 100,000 compared to 8 per 100,000 
among non-Latino whites) than any other raciallethnic group in the US. 
However, there is little information about the cervical cancer screening 
behavior of Cambodian American women. We examined levels of Pap 
testing and factors associated with screening participation among 
Cambodian refugees. 

Methods: A population-based, inperson survey was conducted in 
Seattle during late 1997 and early 1998, Respondents were classified 
into the four Pap testing stages of change proposed by McPhee: 
precontemplation/contamplation (never screened), relapse (ever 
screened but did not plan to be screened in the future), action (ever 
screened and planned to be screened in the future), and maintenance 
(recently screened and planned to be screened in the future). The 
PRECEDE model and polytomous logistic regression techniques were 
used to examine sociodemographic, predisposing, reinforcing, and 
enabling factors associated with Pap testing use. 

Results: Interviews were completed by 406 women. The survey response 
rate was 72%, and 89% of reachable and eligible households agreed to 
participate. Over one-quarter (26%) of the respondents has never been 
screened (precontemplation/contemplation) and a further 21% of ever 
screened women did not plan to obtain Pap tests in the future (relapse). 
Fifteen percent were in the action stage and 39% were in the 
maintenance stage. The following factors were independently associated 
with cervical cancer screening stages: previous physician 
recommendation (p<0.001); younger age (p<0.001); beliefs about Pap 
testing for post-menopausal women (p<0.001), regular checkups (p<0.01), 
and screening for sexually inactive women (p<0.05); and prenatal care in 
the US (p<0.05). Women who reported problems finding medical 
interpreters were less likely to receive Pap tests (p<0.05). 

Conclusion: Our findings confirm low Pap testing rates among 
Cambodian immigrants, and suggest targeted interventions might usefully 
address predisposing, reinforcing, and enabling factors. Physicians 
should reinforce the importance of regular cervical cancer screening for 
all Cambodian women, and recognize that interpreter services facilitate 
preventive care. 
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LOW BACK SURGERY OUTCOMES: A COMMUNITY STUDY. Vicky 
Taylor, Richard Deyo, Marcia Ciol, Mark Leek, Brad McNeney, Harold 
Goldberg. University of Washington and Fred Hutchinson Cancer 
Research Center, Seattle, WA. 

Objective: Low back pain is a major cause of morbidity, disability, and 
lost productivity in the US. Most previous studies addressing the results of 
low back surgery have been conducted in academic institutions. As part 
of a wider information dissemination effort, The Back Pain Outcome 
Assessment Team conducted a community-based outcomes 
management project in Washington State. Data from this study were used 
to examine factors associated with favorable patient outcomes one year 
after elective surgery for mechanical back problems. 

Methods: Patients aged 18 and older with the following diagnoses were 
eligible for the study: degenerative changes, herniated disc, instability, 
and spinal stenosis. Nine orthopedists and neumsurgeons from four 
communities enrolled a total of 281 cases. Subjects were asked to 
complete baseline and followup surveys. Data concerning diagnoses, 
clinical signs, and operative procedures were provided by the surgeons. 
Logistic regression techniques were used to examine sociodemographic 
characteristics, self-reported symptoms prior to surgery, pre-operative 
clinical signs, diagnoses, and operative procedures associated with two 
self-reported outcomes: better functioning and improved quality of life. 

Results: Followup surveys were completed by 236 (84%) of the enrolled 
patients. Approximately two-thirds of the study participants reported much 
better functioning (66%) and a great quality of life improvement (65%). 
The following factors were negatively associated with better functioning 
as well as quality of life improvement: previous low back surgery, workers 
compensation coverage, and having an attorney prior to surgery (p<0.05). 
Patients who smoked and were not working before their operation were 
significantly less likely to report better functioning. Younger cases and 
those with a fusion procedure were more likely to report a quality of life 
improvement (P<0.05). Neither baseline symptoms nor clinical signs were 
independently predictive of good outcomes. 

Conclusion: Our experience indicates that community-based outcomes 
data collection efforts are feasible and can be incorporated into usual 
clinical practice. The study results suggest that compensation payments, 
litigation, and previous operative procedures are important predictors of 
poor outcomes following low back surgery. 

BARRIERS TO CARE OF THE DYING. SW Tulle. VP Tilden, AG 
Rosenfeld. Center for Ethics in Health Care, Oregon Health Sciences 
University, Portland, OR. 

Purpm~: The process of dying in acute care hospitals has been harshly 
criticized, yet, in parts of the country where deaths occur primarily at home or 
in long term care, less information exists about family experiences with 
barriers to care of the dying. 

Methods: Family members were contacted from a systematic random 
sample of Oregon Death Certificates from November 1996 through December 
1997 and were interviewed using a 58-item instrument 2 to 4 months 
following a loved one's death. Of the 816 that could be located, 475 (59%) 
agreed to be interviewed about their perception of barriers to carrying out the 
decedents' wishes about location of death and the use of life-sustaining 
treatments, barriers to adequate pain and symptom control, and the adequacy 
of professional and family support. 

Results: Our sample included 161 home deaths (34%), 180 deaths in long 
term care (38%) and 134 deaths in acute care hospitals (28%). Informants 
reported that 67% of patients had a "living will". Ninety-three percent of 
informants felt they knew their loved one's wishes regarding life sustaining 
treatment and the vast majority of patients received the amount of treatment 
desired. Twenty-one (5%) said "too much was done" and 11 (2%) said "too 
little was done". Thirty-four percent reported that their loved one had 
experienced moderate or severe pain during their final week of life; of those 
who described pain as "severe", 78% described attention to comfort as 
"excellent" or "good." In correlation analyses, the association of pain with 
families' assessment of attention to comfort needs was very low (r=.20). In 
responding to an open-ended question about problems with health care in the 
last month of life, 15% of family respondents offered no complaint. Problems 
identified by 85% included communication difficulties, uncaring attitudes and 
behaviors, and lack of availability on the part of the health care team. 

Conelustons: We found that family members reported exceptionally high 
rates of advance care planning and moderate success with pain and symptom 
management. However, families still identified major problems with health 
care delivery at the end of life. 

EFFECT OF GENDER ON THE PREDICTIVE ACCURACY OF ST- 
SEGMENT DEPRESSION FOR REVERSIBLE PERFUSION 
DEFECTS WITH DIPYRIDAMOLE STRESS TESTING. DA Tip.he. 
JR Cook, BA Faile, SM Zubi. Baystate Medical CAmter, Springfield, MA 

In predominantly male cohorts, ST-segment depression (STdpr) during 
vasodilator stress testing is considered highly predictive of myocardial 
ischemia. The utility of this finding among women is poorly defined. To 
determine the effect of gender on the ability of>l  mm horizontal or 
downsloping STdpr occurring with dipyridamule (DP) infusion to predict 
reversible radionucfide scan perfusion defects (RPD) we studied 487 
consecutive patients (pts) referred for clinically indicated DP perfusion 
imaging. Excluded were 31 pts with LBBB or paced rhythm. Results: 
Age, antianginal use, and digoxin use were similar in man and women. 
STdpr occurred in 23/198 (12%) men and 35/258 (14%) women 
(p=NS). RPDs occurred in 78% of men versus 45% of women with 
STdpr (p<0.01). Among men, STdpr was identified on multivariate 
analysis as the most powerful predictor of RPDs (Odds Ratio, OR=7.9). 
~l'his variable alone correctly classified 70% of men with RPDs. No other 
variable improved diagnostic accuracy. STdpr was a significantly weaker 
predictor of RPDs in women (OR=3.6, p<0.03). Among women with 
STdpr, diabetes (ORffi6.3), chest pain with DP (OR=4.8), and increasing 
age (ORffil.1) were independent predictors of RPDs. In a logistic 
regression model, these variables allowed 80% of women with STdpr to 
be correctly classified. Conclusions: (1) STdpr oocmTed with equal 
frequency in men and women during DP stress testing. (2) RPDs were 
much more frequent in men as compared to women with DP-induced 
STdpr. (3) STdpr with DP was the most potent predictor of  RPDs in 
men. (4) Among women, STdpr with DP testing in isolation was a poor 
predictor of  RPDs. The presence of  diabetes, inereesing age, and chest 
pain with infusion modestly increased diagnostic accuracy. 

TREATMENT OF CHRONIC HEADACHE WITH ANTI-DEPRESSANTS: A 
META-ANALYSIS. GE Tomking~ JL Jackson, PG O'Malley, K Kroenke, E Baldea, J 
Santom Department of Medicine, USUHS, Bethesda, ME) 

Numerous stucfies have assessed~e efficacy of a n t i ~ n t s  as prophylaxes for 
chronic headache, each with individual quantitative and qualitative limitations. 
Methods: Meta-analysis of English-language, randomized placebo-controlled trials of 
anti-depressants as pro~ylaxis for chronic headache. 
Results: Of 39 i~laeebo-controlled randomized trials, 12 had no extractable data. 
Continuous data were extracta~e from 12 studies (3 tricyclics, 2 SSKIs, 7 sero~nin 
blockers), and dichotomous from 13 (3 tricyclics, 2 SSRIs, 8 serotonin blockers). The 
continuous outcome was a meamre of headache severity with the differcnce in headache 
severity hetween placebo and tteated gronps in each ttial calealated and standardized bY 
dividing by each study's pooled standard deviating. The dichotomous outcome was 
patient-reported headsche improvemenL Both continuous and dichotomous data were 
found to he heterogenous (2,2=227, df= 16, p<0.001, and 2'2=38.3, dr=IS, p=0.004, 
respectively), and were combined using a random-effects model. The summary odds ratio 
for improvement was 3.44 (95% (21: 2.69-4.39). The standardized mean improvement for 
the continuous data was 1.23 standard deviations (95% Cl: 0.68-1.77). There were no 
differences in outcomes, with either sWdtilied or meta-regression analyses, between the 
three c1~¢¢o¢ of agents studied (tricyclic, serotonin antagonists, SSRIs), type of headache 
(migraine vs tension), quality score, length of treatment or percentage of patieats lost to 
follow-up. Results of depression assessments were mixed, with in&vidual study methods 
too diverse to allow quantitative comparison. 

t ~ k l ~ l o  S;,._,G,..- _~. Mmm dlff lmnm 

0 1 40 -4J 0 4 9  

Conclusion: Anli-deixessants are e~cacious in prophylaxis against chronic headache. 
There are too few trials to ~___~-¢ the independent effectiveness of SSRIs, though they 
_ ~  ~omperable to tncyclics or serotonin blocking ageats in this analysis. 
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A POPULATION-BASED SURVEY OF BREAST CANCER SCREENING 
BY CAMBODIAN-AMERICAN WOMEN ~ Y Yaen/, A Kunlyukl, B 
Thompson, JC Jachlon, V Taylor. University of Weshington, Seattle, WA and 
Fred Hutchinson Cancer Research Canter, Seattle, WA. 

Purpose: Comnumity surveys identify Cambodisn-Ameriesn women with low 
breast cancer screening. The objective of this study was to detennlne clinical breast 
exam (CBE) and mammography screening in a Cambodian-Amerlcan population. 

Methods: Popniation-based su~ey of Cambedian-American women residnig in 
the Seattle Met~opolilan ares." Households were identified using Cambodian 
surnames from Pubfic Housing, mot~ vehicle ~egistrafion and telephone CD-ROM 
databases. Eligible women were 18 or older. Su~eys were conduced by bilingual 
and bicuRural interviewers. Questions included: sociodemographic characteristics, 
acculturation. PRECEDE, and breast cancer screening variables. Bivariate and 
stepwise logistic regression analyses were conducted for the following dependent 
variables: ever had CBE, regular CBEs, ever had mammogrsm, and regular 
mammograms. Mammography analyses were restricted to women 40 and older. 

Results: CBE - Almost 30% of the women reported never havin 8 had a CBE. 
Only 26% reported regular CBEs. Logisitic regression showed age and employment 
status predicted ever having had CBE. Tabulated below are additional predictors of 
s ~ .  Belief that cancer is curable, education status, regular check ups and 
marital sta~s also predicted regular CBEs. M a m m o f r q k y  - Approximately 30% of 
the women have never had a mammogram. Only 23% reported regular s ~ .  
Predictors of ever having had mammogram also included use of coin rubbing. For 
regular manm~ograms, the following additional variables predicted s~eening: 
location of birth, type of housing and having friend or relative with cancer. 

Odds RatiO* (95% Confldeuce Intervals) 
Ever l ind Refluhtr Ever bad Rel~alar 

Varlable (refereut) C~E CaEs msmmo~sm mltmmelp'mm 
< tO ymn ia US ~10 ymrs) 0.5 (~3,0.9) 0.2 (O.t,O.S) 
Female dm~tm- (Male doctor) 3.1 (I.&5-S) 2.'/(1.4~.6) 
NO dKter (Male do~or) I ..q (0.7~3.2) 1.9(0.7,6.3) 
Problem with trtmportaUon 0,4 (0.2,0.7) OA (0.2,0.'0 
(No problem) 

Conelosion: In this population of Cambodian-American women, almost one 
third had never had a CBE or mammogram, and regular s~reening was very low. 
Women who had a female doctor were more likely to have ever had screening, 
while problems with transportation deterred regular s~eening. Breast cancer 
screening programs for Cambodian-Amoric~m women need to target women who 
under-utiline CBE and mammogram through interTentlons that address the needs of 
this population and are also consistent with their beliefs. 

HUMAN COSTS OF SMOKING-RELATED DISEASES. F Priez, M_ 
Vannotti, C Jeanrenaud; Institute for Economic Research, University of 
Neuchatel; University Medical Outpatient Clinic, Lausanne; Switzerland 

Introduction : Medical prevention of smoking-related diseases requires 
knowledge about concerns and beliefs of the general population but also 
about human costs (HC). HC, as an economic variable, may be evaluated 
indirectly by the willingness-to-pay (WTP). Purpose : The aim of this 
Swiss study, conducted by economists and physicians, was to estimate the 
monetary value attributed by the general population regarding the 
consequences on quality of life of  six smoking related-diseases: angina, 
non-fatal and fatal heart attack, stroke, chronic bronchitis and lung cancer. 
Method : The contingent valuation method was used to obtain the WTP for 
reducing by 95% the individual risk of  contracting one of these diseases. A 
survey of 868 individuals (33% smokers) was conducted in Italian-, French- 
and German-speaking regions of the country. The following key information 
elements were provided to the respondents before they indicated their 
WTP : i) the risk factors, ii) the average risk in the general population by 
gender, iii) the consequences of the diseases in terms of quality of life. The 
value of risk reduction was estimated by an econometric model 
(McClelland, 1991) within an incidence framework. Results : Smokers were 
willing to pay 6 to 9 times more than non-smokors in order to reduce their 
risk. Elderly people, sedentarians and Italian- and French-speaking 
interviewees attributed a higher value to their risk reduction than the others. 
Overall, for lung cancer, the estimated WTP was US $ 3.8, thus HC 
amounted to US $ 380,000; HC amounted to US $ 175,000 for fatal heart 
attack and to US $ 28,500 for chronic bronchitis. Conclusion : HC are an 
indicator of the value attributed to quality of life. Among the variables 
explaining WTP, smoking status was the most significant which means that 
respondents referred to their own subjective risk when expressing their 
WTP. Lung cancer was considered as the most critical, with highest WTP. 
Such studies may contribute to better understand smokers' concerns and 
beliefs, and to improve effective strategies for smoking cessation in primary 
care. 

POOR ADI4ERENCE IN S'IRESSH.IL ESRIODS OV LII~:  EXAMPLE OF 
H I V - ~  PG~r-PARTUM WOMEN: 
m T n m ~ - C J ~ , D ~ u m l l ,  L Q m l m * , m d W W ~ ,  Jeffiumn 
~ C ~  P h i l s d e l ~  PA., New Yark State (NYS) Dept. of HeMth, 
Anmty, NY. 
Anflnmevind therapy (ART) me in im~nsncy Ires become a madatd of 

care to ixevmt u'mamisden but little is known about me md ~ to 
ART d m ~  the anmsfid flrat pest-pmaun y e t .  l ~ r  New Yot, k State I-HV- 
infected fltlV+) w c m m  ~ f i e m  1/93 to 1006, we employed 
lVledkdd # m m a c y  m i  medicM c ~ e  data I ~ a : d  m bkth cen i tka t~  to 
! ~ * ~ y  heMth e k e  delivery m d  ~ g e d k t a m  of  me rod. amaeg 
leng-tmn m m o f A a T > 2 , , , ~ m ~ .  ~ m ART fiem 
~ m e d ~  Adecm~ adhem~ wm deemd -,  gemmed ~ 
coverqe  fur ~ 8 0 ~  day~ fiem the t i n t  ART t m * ~  _,~o~__,t) to the m d  of the 
I m  g e ~ i t ~ m ( s )  in the l ~ a - l m m m  ~ .  

Of 2648pmt-pm'tuml-lIV+wcmmouly33% w e b - - A R T .  Of 
long-ram usas (N=f,46; 21%), only Y2% lutd *dequste ~ l~r 
wemea with • pmvlder in ae IOV-re_!~ ,.,~,~.t~y (ell. infectious disease) 
wSo aim Sad a centract with NYS to offar mhaeced HIV aeedces, the 
adjusted odds ratio (AOR) ~ ART me was 6.32 (a~.63,10.98) v m m  
wemm without either t ~  o f  earn (P<.001) but _ _ ~  did not diHer 
(AOR=I.2$; CI0.45, 3_q)). ART use fer m e t h a d o e c ~  w a n ' ~  was 
mo~  likely dum for ram-drag users (AOR=l.93, a 1.31, 2.84) but adhmmce 
didnotdiffar(AOR=0.59;C10.21, 1~1). l ~ m e r c k a l l t m n w a e m ~ e  
likely to be adhermt (AOR=2.13; Cl. 1.04. 4.33) than non,.d~ users. 
Women over sge 25 had over tht, es-foid llmater AOR of me (P~.001) l ad  
50~  grestar AOR of sdeqeate adheteaze t h ~  y e a n l ~  weme~ AOR ~ A R T  
me  w a  lowe~ fur wemen with three er  mine g i~x delivwies (P=.0~) mind fur 
wemea with a histmy of a c l amic  disesse such u h y p e m n s ~  (P=.002). 

"l'ais low level of ART u e  m d  l~Oer adhenmce indicate that ~wom~ sse not 
n~eiv~ ukqmte thaq~ fur tnv  d a r ~  the d i m ~ t  fu~t pm-pmum ~ar. 
Tlume mMyses polnt to methadcoe ~ t  f ~  injecdan ch~8 tme~ m d  c~e  
for all HIV+ weman f~om a provider with HIV experdse md HIV-fecesed 
servlces as ways to tmreme me of ART. Adlamm~ sppeared to be 
influensed mine by the womm's own ~ sech m older qle md 
h w ~ l  _ _h,~_ sble m ~ p  illicit drog we.  

TEN-YEAR FOLLOW-UP OF A RANDOMIZED,  
CONTROLLED TRIAL OF OUTPATIENT GERIATRIC 
E V A L U A T I O N  IN A LARGE PUBLIC HOSPITAL. B Vicioso, P 
Lords,  A Naik,  M Sizemore, CD Rubin, Universi ty o f  Texas 
Southwestern Medical  Center, Dallas, TX. 

To s tudy the long-term effect o f  outpatient geriatric evaluation 
and management ,  we  conducted a 10-year follow-up of  a 200 
patient  randomized controlled trial o f  geriatric assessment  
performed at a large public hospital.  Experimental  patients 
received care by  an interdisciplinary geriatric team; controls did 
not. One-year  data were publ ished earlier. We  report initial  
analysis  o f  a 10 year follow-up o f  these survivors. 

A t  10 years,  23 patients survived, 15 in the experimental  group, 8 
in the conU'ol. O f  23 subjects, we  were unable to locate 2, 1 in each 
group. S ix  experimental  subjects are still  fol lowed by  the geriatrics 
team. Average  age was 85. Five experimental  subjects had < 2 
IADL dependencies compared to 3 who had < 2 IADL 
dependencies in the controls. Four out o f  6 geriatric team subjects, 
3 out o f  9 non-managed experimental  subjects and 2 out o f  8 
controls could self-bathe. 

At  10 years,  patients who  had received geriatric assessment  were 
more l ikely  to survive than those who didn' t .  Functionally,  the 
outcomes o f  this  f lai l  cohort are consistent wi th  those observed at  
one year. The trend toward greater independence in the 
experimental  group continues and is more pronounced in the 
geriatr ics-managed group. Analys is  o f  s imilar  cohorts may further 
elucidate the long-term effects of interdiseipl inary geriatric 
assessment.  
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CHLAMYDIA AND G O N O R R H E A  SCREENING IN A N  URBAN 
CLINIC POPULATION.  ~ ,  EL Hyde,  BE Gould,  Division 
o f  General  Medicine, University o f  CT School o f  Med~ine ,  Farmington 
CT, St. Francis/UCmm Pr imary  Care Center,  Har t ford  C'T 

To measure the prevalence o f  Chlamydin (Ch) and Goaor thea  (GC) and 
determine a l ~ P ~  testing c r i t e m ,  we screened patients attending a 
multi-d~,,iplinary pr imary care clinic (Pediatrics, Ob/Gyn,  General  and 
S p e c ~ t y  Medicine, Podiatry,  General Surgery) serving a primari ly 
minority, low-income population in Hartford CT. Patients aged 13 to 30 
were asked to complete a questionnaire (symptoms, risk behaviors, 
demographics) and provide a urine specimen for  Ch  and  GC Ligase Chain 
Reaction testing. 

During four mtmths in 1998, 453 patients (66% o f  efigible patients 
centactod) were enrolled. 34 failed to provide a urine specimen, leaving a 
final sample o f  322 females (F) and 97 males (M), including 139 
adolescents (age 13-19) (105 F,  34 M) and 104 pregnant  F. 

Overall  prevalence of  Ch or  GC was 11.0%, and was similar by gender 
(F I0 .9%,  M 11.3%), and age group (adolescent 12.2%, adult 10.4%). 
11.8% of  pregnant  F were infected. Infections were most prevalent among 
a d o l ~ t  F (13.3%), and adult M (12.7%). 

Among patients who reported symptoms (discharge, pain,  dysuria,  
spotting or  genital lesions in the past month) prevalence was 15.0% in M, 
.and 12.5% i n F .  72.7% Of M cases and 54.3% of  F csses necurred without 
reported symptoms. Among adolescents who reported previous sexual 
intercourse, prevalence was  14.4% (F 17.9%, M 11.1%). Among adults 
who reported one or  more  risky behaviors (new or  multiple partners in last 
3 months, inconsistent use o f  barrier  conwaception) prevalence was 10.6% 
(F 10.5%; M 11.3%). 

Limiting screening to patients meeting CDC guidelines (sexually 
experienced adolescents, F 20-24 with one risk factor,  older F with two risk 
factors, pregnant F at risk), and to M with symptoms, would have identified 
33/35 F infections (94.3%), but only 4/11 M infections (36.4%). 
Screening adult M with a risk factor would have detected 4 more cases 
(72.7%). Males were under-represented in the sample, despite a 
participation rate of  74%, reflecting lower utilization o f  health services. 

In high prevalence populations, expansion of  screening efforts to adult M, 
especially those at high risk, and to non-clinical venues where M could 
have better access, may be warranted. 

A COMPARISON OF RISK FACTORS FOR HIP FRACTURE IN BLACK 
AND WHITE WOMEN. C-Y Wane. C Rubin, K Sakhaee, M Sizemore, 
~ t  of Internal Medicine, The University of Texas Southwestern Medical 
Center, Dallas, TX. 

Purpose: The purpose of this study was to compare the risk profiles of black 
and white women who have had a hip fracture. 

Methods: This study is a retrospective chart review of black and white women 
>50 years old (t"O) who were admitted, over a five-year period, to a county 
hospital with a diagnosis of "hip fracture". Only women with non-tranmatic 
fractures were incloded. The presence of diseases affecting bone metabolism 
(secondary usteoporo~is) was noted. Risk factors for ostenporosis (for example, 
body mass index (BMI) and medications affecting bone integrity) and for falls 
(seizure disorder, history of stroke or other neurological disease, use of tricyclic 
antidepressants, hypnotics or alcohol) were also noted. 

Results: 33 charts of black women and 43 of white women were identified for 
study. Mean age was 76 years (yrs.) for black women and 71 yrs. for white 
women. Although there were no statistically significant differences between the 
risk profiles of the two groups, trends were apparent. 39.4% of black women 
vemu (vs.) 20.9% of white women had diseases causing secondary ostenpornsis. 
60.6% of black women vs. 58.1% of white women had osteoporosis risk factors. 
Certain risk factors had a higher prevalence (>10%): chronic renal failure (CRF) 
18.2% (black) vs. 4.7% (white), current tobacco use 24.1% vs. 30.2%, and 
current alcohol use 9.1% vs. 25.6%. Of  black wome~ 45.8% had a BMI<21 vs. 
20.7% of white women. 

Fall risk factors were present in 54.5% of black women vs. 62.8% of white 
wonlelL Prevaletler~ was $1mil~r in black vs. white women for: stroke 18.2% vs. 
16.3% and other nemological disease 30.3% vs. 27.9%. Higher prevalence for 
white women was seen in current use of: tricyclic antidepressants 20.9% vs. 
9.1%; hypnotics 16.3% vs. 9.1%; and alcohol. Of all the women, 31.2 % had 
one risk factor for falls, 19.5% had two, 6.5% had three and 1.3% had four. 

Conclusion: In these women >50 YO with non-Uaumatic hip fractures, black 
women had a higher prevalence vs. white women of CRF, low BM! and 
seenmiary usteopomsis. Risk factors for falls are as prevalent as conditions 
predisposing to osteoporosis in both black and white women with hip fracture. 

COLON CANCER SCREENING IN THE AMBULATORY St~vrtNG. JME W~sh, SF 
Posner, EI Perez-Stebio. Division of General Internal Medicine, Department of 
Medicine, University of California, San Francisco. 

Purpose: Despite evidence of docreased morality, recommendations for colon cancer 
screening have not been widely implemented by physicians. In order to develop 
interventions to promote colon cancer screening, we evaluated patient and clinician 
factors associated with use of flexible sigmoidoscopy (SIG) and fecal occult blood test 
tFOBT). 
Methods: We reviewed 6,043 computetizod medical records of patients aged 50-74 who 
had benn seen at lenst once in primary carc practices bctwcen July 1, 1995 and June 30, 
1997. Outcomes were FOBT in the psst two yr. and SIG in the past ten yem's. 
Rtmdts: Tha avarage age of patients wns 61 yr. and 60~ were womco. FOBT had been 
performed in the pteviom two yr. in 44.4% of patieuts and SIG in the psevions 10yr. in 
25.5%. 52.6% of patients had undergone some type of colon caoc~ screening during 
the study period. Patient factors predictive of FOBT use during the study period 
included age (31.9~ of those aged 50-54 vs 52.6% of those aged 70-74; p<0.001), date 
of last visit (47.8% of thnse seun in tbe pnst 6 moatha vs 32.2% of those seen ntc~ than 
one year previously; p<0.001), number of visits in the study period (59.5% of those seen 
>10 times vs 28.4% of those seen 1-3 times during the study period; p<O.001), insurance 
type (48.6% public vs 43.8% private vs 30.7% if uninsured; p<0.01), and having 
managed care inturance (47.4% vs 43.4% of those without managed care; p<0.006). 
Patient factors predictive of SIG were similar with the addition of Imtieut gender; males 
were mere likely to receive SIG than were females (28.4% vs 23.6%; p<0.01). Clinician 
factors predictive of FOBT screening included male gender (46.5% vs 43.2%; p<0.006) 
and being a physician (faculty, 46.2%; residents, 45.7% vs 38.6% for nurse practitioners; 
p<0.001). Clinician predictors of SIG were similar with the addition of family 
practitioners being more likely than internists to perform SIG (31.7% vs 25.2%; 
p<0.00t). 
Conclusions: Rates of colon cancer screening remain low, especinily in patients who are 
younger, patients who have been seen less frequently, who are uninsured or who do not 
have managed care insurance. Male providers screen more fleqnentiy than do females, 
which is contrary to prior research in brenst and cervical cancer sernening. Future 

should focus on incttasing screening in all age eligible patients with an 
emphasis on under'~'eened groups. 

THE EFFECT OF DEFERRED CARE FOR NONEMERGENT EMERGENCY 
DEPARTMENT USERS: A R A N D O M I ~  CONTROLLED TRIAL. 
Washington DL, Stevens CD, ShekeHe PG, Brook RH. VA Greater Los 
Angeles Healthcum System, UCLA, Los Angeles, CA. 

Purpose:  In response to emergency department (ED) overcrowding and 
pressures for cost control, there is an increasing tendency to defer the care of 
patients requesting ED care for  nonemergency conditions to a later date or 
an alternate setting. However, few validated systematic methods exist for this 
pm'pese. We studied the effect of  deferring care on health status and access 
to care for users of a public hospital ED. 

Methods:  156 ambulatory patients, age 18 and older, presenting to a public 
hospital El) in Los Angeles County, CA, and meeting standardized guidelines 
for deferral of  care, were randomized to receive either next day cam in the 
primary care diagnostic center or customary same day care in either the ED 
or primary care diagnostic center at the study site. We ~ u r e d  changes at 
l week in patients' self-reported health status with serial applications of a 14- 
item health status measure derived from the Medical Outcomes Study Short 
Form, and we measured use of  health services during the I week follow-up 
period. 

Results: By the end of  the follow-up period, greater than 94% of  patients in 
each group was evaluated at least once by a physician. Patients assigned to 
next day care did not differ from usual care patients in either health status or 
health services use at 1 week fulinw-up. Respective unadjusted values (95% 
C.I. for difference) for the next day and usual care groups are as follows: 
health status 30.1 versus 29.5 (-2.9, 4.2) on health status scale with range of 
14 to 58, where higher scores indicate worse health; health perceived as same 
or better, 90% versus 92% (-7.7, 11.6%); suffered moderate amount or more 
of bodily pain from waiting for evaluation, 16% versus 17% (-11.8, 12.8%);  
number of days of  prior 7 spent in bed due to health, 1.7 versus 1.2 (-0.4, 
1.3); proportion seeking additional health cam services, 4.4% versus 4.2% 
(-7.0, 6.5%). No patient in either group was hospitalized or died. Univariate 
comparative findings were confirmed through multivariable analysis when 
baseline health status scores were used as covariates. 

Conclusions: Health status outcomes and service use did not differ between 
ED patients receiving same day and deferred care for common ambulatory 
symptoms when explicit deferred care guidelines were applied and a 
guaranteed appointment for evaluation was offered. This approach may 
allow facilities to manage their acute care resources more efficiently by 
safely diverting a portion of  walk-in patients from the ED to primary care 
settings. The safety and reliability of achieving this goal with the implicit 
triage methods currently used at most facilities is unknown. 
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OBESITY: AN UNRECOGNIZED BARRIER TO PREVENTIVE CARE. C..CC 
Wee, EP McCarthy, RIB Davis, RS Phillips. Division of General Medicine, Beth 
Israel Deaconess Medical Center, Harvard  Medical School, Boston, MA. 

Obesity-related conditions account for 300,000 deaths annually, largely due to 
cardiovascular and cancer deaths. Although obese individuals are discriminated against 
in society, the impact of  obesity as an independent barrier to preventive care has not 
been explored. Reduced rates of  preventive screening could contribute to higher 
mortality rates observed in obese individuals. 

Methods: Basic health and demographic information were collected for the Year 
2000 supplement of  the 1994 National Health Interview Survey, a U.S. population- 
based household survey(n=lg,738). The mean age of  respondents was 46 years(yrs), 
24% were nonwhite, 44% had some college education, 33% were overweight(body mass 
index/BMl 25-<30) and 18% were obese(BMl>_30). We used multivariable models to 
examine the effect of  obesity on Pap smears performed within the prior 3 yrs in women 
age 18-75 yrs (n=8394), mammography use within the prior 2 yrs in women age 50-75 
(n=3503), and stool testing at the last general exam in respondents age 50-75 who had a 
general exam within the last 3 yrs (n=1899). Final models were adjusted for known 
barriers to care (age, race, education, marital status, income, insurance, gender) and 
other potential confounders (illness burden, access/visit frequency, region, physician 
specialty). Results were adjusted for the sampling design using SUDAAN. 

Results: Compared to normal weight respondents(BMI 19-<25), obese respondents 
had lower rates of  Pap smears (78% vs 84%), mammography (43% vs 48%), and stool 
testing (34% vs 37%). Aider adjustment, obesity was an independent barrier to Pap 
smear and mammography use. Obese respondents were also less likely to receive stool 
testing but these results did not reach statistical significance for any weight category. 

Adjusted Odds Ratios for Preventive Screening by BMI category 
BM1 19-<25 BMI 25-<30 BM130-<35 BMI 35-<40 BMI 40+ 

Pap Smear 1.00 0.72 0.60 0.66 0.74 
(n=7327) (0.58,0.88) (0.47,0.76) (0.44,0.99) (0.47,1.19) 

Mammography 1.00 0.83 0.83 0.87 0.94 
(n=3106) (0.68,1.00) (0.64,1.08) (0.50,1.76) (0.50,1.76) 

Stool Test 1.00 0.88 0.72 0.63 0.84 
(n=1738) (0.69,1.11) (0.50,1.02) (0.35,1.15) (0.30,2.37) 

Conclusion: Individuals who are overweight or obese were less likely to receive 
important preventive care even after accounting for differences in access to health care, 
sociodemographic factors end illness burden. The potential impact of  this barrier to care 
may be substantial given the growing prevalence of  obesity and its strong association 
with preventable deaths. Understanding the nature of  the newly recognized barrier 
posed by obesity is essential in targeting preventive efforts. 

PRODUCTIVITY IMPLICATIONS OF A SHORT FORM-12 SCORE MG 
Weiner. M Seshamani, A Cohen, AL Hillmen, Division of  General Internal Medicine, 
Hospital of  the University of  Pennsylvania, Philadelphia, PA 

The Short Form-12 (SF-12) is a 12-qunstiun Health Related Quality of  Life survey 
whose scores are designed to quantify a patient's level of  functional status on physical 
and emotional scales. In general, higher scores are more desirable and reflect better 
states of  well being. However, given the subjective nature of  the questions, it is 
difficult to ascribe an objective value to a given score. To examine this issue, we 
designed a study to correlate SF-I 2 scores with objective measures of  disability, 
particularly those with economic impact. Methods: We augmented the standard SF-12 
survey with questions adapted from the National Health Interview Survey (NHIS) that 
quantify the degree oflnss of  productivity related to an illness. Three of  these 
additional questions address primary productivity loss defined as the number of  days in 
the prior four weeks lost from school or work, the number of  days spent in bed and the 
number of  reduced activity days. The fourth question asks about secondary 
productivity loss in terms of  others staying home to help the patient, instead of going to 
work. We provided this stawey on paper to all patients arriving for a physician visit to a 
General Medicine Practice between June 9 end August 4, 1998. Participation was 
optional, though patients were asked to complete the survey prior to their doctor visit. 
Results : In the 8 week study period, we collected 959 surveys from unique patients 
who completed the SF-I 2 component. This population was 603% female, 56% 
Caucasian, 27.0% African-American" 1.6% Asian and 15.4% not identified. The mean 
age was 47.7+15.32. Consistent with national norms, this population had a mean 
Physical Component Score (PCS) of 47.8:t:10.6, and a mean Mental Component Score 
(MCS) of  49.4+10.3. Univariate correlation between PCS and MCS with each of  the 
productivity reductions was computed with Pearson's R test. Multivariate analysis with 
PCS, MCS, age and gender as independent variables and the lost productivity days as 
the dependent variables were calculated using linear regression. The following table 
d isplays the variance in lost productiv Py each of  the variables: 

Days Missed -Bed Days Redfaced Activity Home help 
MCS (univariate) 0.025* 0.056* 0.010" 0.029* 
PCS (univariate) 0.182" 0.155" 0.365* 0.189" 
Multivariate 0.208* 0.207* 0.451" 0.211" 

*p<0.001 
Discussion : The results of  this study suggest that SF-12 scores are not strongly 
predictive of  the number of  days patients withdraw completely from usual activities, 
stay home in bed, or cause a secondary loss of  productivity. There is a modest 
relationship between a composite of  PCS, MCS, age and gender on the number of  days 
where usual activities were reduced. Although the SF-I 2 reliably measures functional 
status, it is not a sufficient predictor of the productivity implications of  an illness. 

PATTERNS OF PHYSICIAN COUNSELING ABOUT EXERCISE IN THE 
UNITED STATES. CC Wee, EP McCarthy, RS Phillips, Div. of General Medicine, 
Beth Israel Deaconess Medical Center, Harvard  Medical School, Boston, MA. 

The rise in the prevalence of  obesity over the last decade has been attributed to an 
increase in sedentary lifestyle. Women, minorities and members of  lower 
socioeconomic status (SES) are at highest risk for obesity. Exercise counseling, which 
has been shown to be efficacious, has not been well described nationally. 

Methods: Health and sociodemographic data were obtained from 17,317 respondents 
to the Year 2000 supplement of  the 1995 National Health Interview Survey, a 
population-based household survey (mean age 44 years, 52% female, 24% nonwhite, 
43% college educated, 20% with body mass index(BMI).~_30, 7% with cardiac disease, 
and 5% with diabetes). Respondents who saw a physician for a routine check-up in the 
last year were asked if they were counseled to start or continue exercising. We used 
muhivariable analyses(using SUDAAN to account for the complex sampling design) to 
determine the correlates of  exercise counseling and to adjust for confounding. 

Results: Of 9711 respondents who saw a physician in the prior year, 34% reported 
being counseled to exercise. College educated respondents had higher counseling 
rates(38 vs. 29%) as did members of  higher income groups. Older respondents(age>40 
yrs), and respondents with cardiac disease and diabetes also had higher rates(37 vs. 
27%, 45 vs. 32%, and 51 vs. 32%). After adjustment for insurance, marital status, health 
care utilization, difficulty walking, and desire to lose weight, there were no significant 
differences by respondent gender, race or physician specialty. Prior cardiac disease, 
adjusted odds ratio(AOR) 1.8 (95%CI 1.5, 2.1), and diabetes, 1.9(1.5, 2.4) were 
unportant correlates of  counseling as were obesity, age, and SES (see table). 
Age AOR 3MI AOR ~ucation 
<30 Reference 
4.0-<50 1.7 

(1.3,2.2) 
50-<60 1.6 

(1.3,1.9) 
50-<70 1.5 

(1.1,1.9) 
>_70 1.4 

(1.1,1.9) 

L9-<25 Reference 
.~5-<30 1.2 

(1.0,1.3) 
t0-<35 1.5 

(1.2,1.7) 
;5-<40 1.7 

(1.3,2.3) 
>40 2.8 

(1.9,4.1) 

2ollege 
graduate 

Some 
college 

~igh 
School 

-'High 
School 

AOR ncome AOR 
Reference "_$50 K Reference 

~30-<50 K 0.7 
0.8 (0.6,0.9) 

(0.6,0.9) 20-<30 K 0.8 
0.7 (0.7,1.0) 

(0.6,0.8) 15-<20 K 0.8 
0.6 (0.7,1.0) 

(0.4,0.7) ~$15 K 0.8 
(0.6,1.1) 

Conclusion: The overall rate of  physician counseling about exercise is suboptimal 
nationally. Moreover, physicians appear to counsel as a form of secondary prevention 
as evidenced by higher rates in respondents who were already obese, who were older or 
who had comorbid conditions. Lower counseling rates for respondents who were 
younger and in lower SES groups represent important missed opportunities. 

DEPRESSIVE SYMPTOMS AND SUBSEQUENT RISK FACTORS FOR 
CORONARY HEART DISEASE: THE CARDIA STUDY. MA Whoolev. CI Kiefe, 
MA Chesney, JH Markovitz, SB Hulley. San Francisco VA Medical Center;, University 
of California, San Francisco; University of Alabama at Birmingham. 

Objective: Previous studies have found that depressive symptoms are associated with 
an increased risk of coronary heart disease (CHD), but the reasons for this association 
have not been determined. We evaluated whether depressive symptoms predict 
subsequent obesity, smoking or low physical activity among participants enrolled in 
the Coronary Artery Risk Development in Young Adults (CARDIA) study. 

Methods: A total of5115 adults ages 18-30 years were recruited in 1985-86 from 
four cities in the U.S., approximately balanced at each site for gender, race (white and 
African American), and educational level. For these analyses, we included 2239 
participants from the year 5 exam (1990-91) who were free of obesity (body mass 
index > 30 kg/m2), current smoking, and low physical activity (lowest decile on 
Physical Activity History). At the year 10 exam (1995-96), we measured the incidence 
of obesity, smoking, and low physical activity in participants who had been depressed 
at year 5 (defined as a score of at least 16 on the Center for Epidemiologic Studies 
Depression Scale (CES-D)) compared with those who had not been depressed. Results 
are reported as odds ratios (OR) with 95% confidence intervals (CI) based on logistic 
regression models, adjusted for age, marital status, education, employment, income, 
family history of myocardial infarction, and alcohol use at year 5. 

Results: Of the 1939 participants who completed the year 10 exam, 385 (20%) had 
been depressed (CES-D >16) at year 5. The incidence of one or more of the 3 CHD risk 
factors (obesity, smoking, or low physical activity) varied from 15% in those who had 
fewer than 4 depressive symptoms at year 5 (lowest quintile) to 26% in those who had 
16 or more depressive symptoms (highest qnintile) (p for trend < 0.001). We observed 
an association between depression and CHD risk factors among white men, white 
women, and African American men, but not among African American (AA) women: 

Risk of incident CHD risk factors in depressed compared with nondepressed participants. 
Any Risk Factor Obesity Smoking Low Physical Activity 
OR (95% C1) OR (95% CI) OR (95% CI) OR (95% CI) 

WhiteMcn 2.1(1.1-3.7)* 1 .7(0.8-3.6)  2.8 (1 .0 -  7.9)'t 2.6(0.9-7.6)'l- 
WhiteWomen 1.7(1.0-2.9)* 2 .0(1 .0-4 .1) '  1 .2(0.4-3.6)  1.9(0.9-4.1)'1" 
AAMen 1.6 (0 .9-  2.9)'F 1.8(0.9-3.6)~ 1.5(0.6-4.0)  2 .1(0 .7-5 .9)  
AAWoman 1.1(0.6-1.7)  1 .4(0.8-2.5)  0 .5(0 .1-2 .5)  1.1(0.6-2.2)  

*Pfg).05; t"P~0.1 
Conclusion: Depressive symptoms are associated with an increased incidence of 

CHD risk factors, especially among white men and women. The development of 
obesity, smoking, and low physical activity may be partly responsible for the increased 
risk of CHD associated with depression. 
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DEPRESSIVE SYMPTOMS AND SUBSEQUENT LOSS OF INCOME: THE 
CARDIA STUDY. MA Whoolev. CI Kiefe, MA Chesney,/H Markovitz, SB Hulley. 
San Francisco VA Medical Center; University of California, Sun Francisco; University 
of Alabama at Birmingham. 

Objective: Depressive symptoms lead to an increased risk of coronary heart disease 
(CHD), but the reasons for this association are unclear. Because low socio-economic 
status has also been associated with an increased risk of CHD, we evaluated whether 
depressive symptoms predict subsequent unemployment or loss of income among 
young adults enrolled in the Coronary Artery Risk Development in Young Adults 
(CARDIA) study. 

Methods: A total of 5115 adults ages 18-30 years were recruited in 1985-86 from 
four cities in the U.S., approximately balanced at each site for gender, race (white and 
African American), and educational level. For these analyses, we included 2334 
participants from the year 5 exam (1990-91) who were employed, either part- or full- 
time, and who reported annual earnings of $25,000 or more. At the year 10 exam 
(1995-96), we evaluated employment and income status in participants who had been 
depressed at year 5 (defined as a score of at least 16 on the Center for Epidemiologic 
Studies Depression Scale (CES-D)) compared with those who had not been depressed. 
Results are reported as odds ratios (OR) with 95% confidence intervals (CI) based on 
logistic regression models, adjusted for age, marital status, education, smoking, and 
alcohol use. 

Results: Of the 2002 participants who completed the year I0 exam, 386 (19%) had 
been depressed (C'ES-D >16) at year 5. The proportion of participants who reported 
an annual income under $25,000 at year 10 varied from 6% in those who had fewer 
than 4 depressive symptoms at year 5 (lowest quintile) to 17% in those who had 16 or 
more depressive symptoms (highest qnintile) (p for trend < 0.001). Participants who 
were depressed at year 5 were more likely to report an annual income <$25,000 at year 
10 compared with those who were not depressed (OR 2.2, 95% CI, 1.5 - 3.2; p<0.001). 
This association between depression and loss of income was observed in all race and 
gender ~roups. 
Risk of subsequent income loss in depressed compared with nondepressed participants. 

OR (95% CI) P 
White Men 2.4 (1 .0 -  5.5) 0.05 
White Women 2.2 (1.0 - 4.6) 0.05 
African American Men 3.1 (1.5 - 6.6) 0.003 
African American Women 1.8 (1.0 - 3.3) 0.05 

We did not find an association between depression and unemployment in any of these 
groups. 

Conclusion: Depressive symptoms predict subsequent loss of income among 
working young adults. This decline in socio-economic stems is an important outcome 
in itself, and may contribute to the increased risk of CHD associated with depression. 

A META-ANALYSIS OF THE WET MOUNT AND 
PAPANICOLAOU (PAP) SMEAR FOR THE DIAGNOSIS OF 
VAGINAL TRICHOMONIASIS. W Wiese, SR Patel, S Patel, C Ohl, 
C Estrada, East Carolina University, School of  Medicine, General 
Internal Medicine, Greenville, NC. 

Purpose: To obtain reliable estimates of  the sensitivity and 
specificity of  the wet mount and Papanicolaou (PAP) smear techniques 
to diagnose vaginal trichomoniasis. 
Data Sources: Articles indexed in MEDLINE (1976-1998) regarding 
diagnostic tests oo trichomoniasis and their listed references were 
retrieved (540 articles). The search terms were trichomonas (and 
related keywords), sensitivity, specificity, diagnosis, diagnostic tests 
routine, diagnosis-differential, diagnostic errors, multiphssic screening, 
likelihood functions, false positive or negative reactions, and receiver 
operating curve. 
Study Selection: Thirty studies (9,501 patients) that used trichomonas 
culture as a gold standard. 
Data Extraction: Studies were defined as Level I (4,792 patients) if 
they fulfilled at least two of three criteria: 1) consecutive patients were 
evaluated prospectively, 2) decision to culture not influenced by test 
results, and 3) independent and blind comparison to culture. Studies 
were classified as Level II or III if any one or none of the criteria were 
fulfilled, respectively. 
Data Synthesis: The pooled sensitivity of the wet mount for Level I, 
11, and III studies were 58% (95% CI; 51 to 66%), 72% (95% CI; 62 to 
81%), and 82% (95% CI; 67 to 97%), respectively. The overall 
specificity of  the wet mount was 100%. The pooled sensitivity and 
specificity of the PAP smear for Level I studies were 57% (95% CI; 51 
to 63%) and 97% (95% CI; 93 to 100%), respectively. 
Conclusions: A positive wet mount is diagnostic for trichomoniasis, 
whereas a negative test does not exclude it. A positive PAP smear for 
trichomonas in settings of  high prevalence (>20%) requires treatment, 
while culture should be used to confirm the diagnosis in low to 
intermediate prevalence populations (< 10%). 

A SYSTEMATIC REVEgW OF TESTS TO DIAGNOSE 
VAGINAL TRICHOMOlqASIS  W Wiese. SR Patel, S Patel, C Ohi, 
C Estrada, East CaroLina University, School of Medicihe, General Internal 
Medicine, Greenville, NC. 
Purpose: To 8btain reliable estimates of the sensitivity and specificity of 
diagnostic tests to detect vaginal trichomoniasis. 
Data Sources: Articles indexed in MEDLINE (1976-1998) regarding 
diagnostic tests on trichomoniasis and their listed refe~nc~s were 
retrieved (540 articles). The search terms were trichomonns (and related 
keywords), sensitivity, specificity, diagnosis, diagnostic tests routine, 
diagnosis-differential, diagnostic errors, multipha,~ic screening, likelihood 
functions, false positive or negative reactions, and receiver operating 
O~LrVe. 
Study Selection: Thirty-two studies (8059 patients) that used 
trichomonas culture as a gold standard. 
Data Extraction: Studies were defined as Level I (4,332 patients) if they 
fulfilled st least two of three criteria: i) consecutive patients were 
evaluated prospectively, 2) decision to culture was not inflnenced by 
preliminary test results, and 3) there was independent and blind 
comparison to culture. Studies were classified as Level lI or 111 if any one 
or none of the criteria were fulfilled, respectively. Studies which report 
wet smear and Papanicolaou smears are summarized elsewhere. 
Data Synthesis: The sensitivity of polymerase chain reaction (PCR) for 
Level I studies (52 patients) was 100% and 89-100°,6 among level H 
studies (465 patients). The specificity among level I and H studies for 
PCR was 95-100%. The sensitivity for unmunobasad techniques (ELISA, 
DFA,IFA) among level 1 (881 patients), II (500 patients ) ,  and HI studies 
(574 patients) was 77-92*/0,81-95%, and 75-92%, respectively. The 
specificity for mnnunobased techniques was 98-100% for level I and II 
studies, and 60-97% in level HI studies. S1ainlng teslmiques (Acridine 
Orange ,Pappenheim) had a sensitivity range of 66-100% among level I 
and II studies and a specificity range of 99-100%. 
Conclusions: Numerous tests arc available to diagnose vaginal 
trichomoniasis. The PCR techniques appear to be the most promising. 
However, there is still a paucity of level I studies avadable. 

AHTIBIOTIC ~ FOR ACUTE ~ J - A R Y  SIIqUSI"I'IS: A 
SYSTEMATIC REVIBW. JW W ~ I I ~  Jr. C Aguilar, M Makela, J Comcll, DR 
Holleman, D Ghi _~__ ,  DL Simel. SonthTe~as VcteransHealth Cam ~ San 
Antonio TX. 
l h u p o ~ :  Fef  , ~ , ~  ~ ~ f e  in ~ p r a ~ a = ,  sinusitis is the ~ oon~on  
d l s t , .mu  lr~_J__~_ with a . a l ~ i a t  We ¢ , ~ i , , . d  w h a l ~  aatibi~im a ~  indicated for 
a m ~  m m a i ~  aad if  m.  whida amibi~ic ~ am mint ~t 'aef iw 
Search S ~  and Sdecflmt C,~efla:  Rek.vant stodics w ~  ~ - = , ~ a i  f:om 
searches e/" l~,.a!,~_ and ~ ~ with ~ companies and 
bt'bfiofp=~ ~ e/" includai mnd i~  lhmdomized trials comperin~ mr/biotic to control 
~ ~ t i l ~ i m  ~ m  tom-=rot dames  rune ~ Addifimai czimia w~m d ~ * , ~ i c  
e o a f i m m i ~  by rndiogral~ ~ a a m  a s p i m i ~  m l m m a  t l m  iadud~l  aiaical m ~  ~ 
~apmm,,'m~* and a mmplo s/ze of  ~ 30 ~t,,~, with acu~ . h , . , ~ .  O£ I784 potentially 
~rclcvam m - 4 ~ .  two or m ~  reviewers ,A.,~r, ed 32 s ~ l i u  meeting saection a / t a b .  
Da ta  ~ stud Analyt ic  Data w e ~  Id)stracted ~ , ~ , y  by 2 persons and 
synt]zsiz~ ~.=.~p~wly. Some d m  w a e  m=lyzai qumiUd/vay , ,~ - -  a random 
effoc~ roodS. Primmy outcomes w a c  a) clin/cal cure snd b) ci/n/c~ curo er 

dropouts due to ndvasc effecU~ 
RautU: Thirty-two ~ involving 7330 subjects evaluated m/bioac trimmest for 
~ u ~  mma'llmy am,a~.  Idajor coml~Isem w m  maibiotic w~ conUul (m, ~); newer, 
~ a - p e n i c i l ~  ~m~oiotlc ~s. peac/llin class (n.. I0); and a m o x / ~  v~ 
other ~ ~ an~biot/cs (m- I0). Most trials w e ~  ~ ha 
o toU~nSaoSy m ~  .O~_y 5 trin~ desm'bed . d e q u ~  . n o c ~ i ~  m l  c o n c e a m ~  
~rocedun~ 10 w a ~  double-bl i~ Compmal to  conUol,,,-t/biot/cs i m p o v a l c ~ i c a l  
cures [rels/ive risk (RR) 1.58, 95% CI L04 to 2.41], cure m" i ~ , , ~  (1111 1.22, 
95% C~ 1.07 W 1.311) and ~ ~ t c o m ~  ~ ~ 

signiflc~t ~ newu" n~ . .pmi~ l lne  vs. pmid l l /m ~ f~" cure 1.0'7; 95% 121 
0.99 to 1.1"7);, n c w ~  non-pen~mM ~ ~ , ! ~  (RR for cam 1.01. 95% 
CI 0 .97to  1.04). Dropouts due to advene efY©ctswa~ sipificm~ly lowc~only for 
e e p h a l ~  mm'bie(ka mmpmed  to amoxidll ia-clam,t~r~ (RR 0.29, 95% CI 0.16 
to0 .M) .  R c l ~ w i ~ h i n e ~ m o ~ h e ~ d ~ n p y v ~ e ~ y L  8em/~ivRy 

~ d o ~ =  i ~ / ~  aLnica - ,~  ~ o ~  ~ ~ i I l m  a . . .  ~ e e l ~ ,  ~ 
prefmed because ~ thek "~m~ elllkacy and lower cmt competed to ncwex, extcaded 
spectrum ~ Cliniciam strum wdgh tbc moderate bm~ts  ~ amibiotic 
~ N~imt the po~,-s~ ~0¢ adveae ~'ectt 
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e , e ~  OF PAROXI~rlt~ AHD I~DBLEM..SOLVING "I'gKA'I'~IMIqT 
FOR ELDI~S w I ' r H  ~ DIGRESSION OR DYSTHYMIA. ~ Williams ~.  JE 
Baaett, TB Ogmm. B Fnmk, W Katm, M S d i v a ~  A g , m e ~ &  / Cametl. Seeth 
r ~  Veteram Itmlth Cam System, Dammeth ba , , t ~ l  Sdmei, Uaiv. et' F ' , i i ~ t ~ ,  
md Univ. ~ ' W , - - h h , ~ -  
e m p o ~  In p~emy ~ e  .aens t  , , , ~  dalrmim and ~ m h i g ~  po~.ntont 
iilaem~ ~bat am a~odated with ldgh pemmsi m d  m:ie~l t e a t  ~ effective 
ttemmonm fo~ e l d ~  me on~m~n, we evaleated two p d n m y  cam t m ~  U~lmm~.  
De,ign: An 11 week u m t ~ ' - t - "  nm~mimd  trial o n m ~  pla~bo ldm clinical 
-m-_- , , - - , .  pmmeae  and t ~ , ~ m  ,avins u ~ t  0~'r-pc). * baef ~ 
~ e d  ~ y a ~ h a ~ y  daaSaed ,p- -m~ny for W i n ~  ~ 
Set//ag mul h r t i d l m m :  lh /ma~ ~ue l~aonm aged > 60 wese n ~ e d  f~em 
~ = t - ~  ~ d  a m - m a e ~  W , ~ =  ia fmr g e o s r , ~ , ~  d / v e ~  a t i e t  
reqelscmem were dysthymin or ~ depnmim 0-4  DSM-IV . ~ . . . - .  of which 
~ne r u n .  be delmmed mzod or mhedmin laming ~ 4 w e ~ )  and a I~miltm, 
repression I ~ , , ~  Scale (HDaS) ~ I0. Pationm w m  e~e:luded for t m ~ a l  i l lam,  
~tive m l m a n ~  aline, peydms/s, imamiddality aad mini-mon~ stares scev~ < 24. 
Data C t d ~  and Analys~: ~ symptoms we~  m ~ m ~ d  ~ malfil~ tim~- 
po im  by the H o t ~ m  Symptm CZeddlst tHSCL) m d  the ~ ~  
9DRS. The ~ - 3 6  p h y l a 1  (SFP~ aed m m a  m ( m ~ C )  m i n e r a l  
~unain~l ~ , -  Uaag m intmt-ta-m=t q~mm~, m were ~ i y z e d  with 
emdam ~ medalt 
Remits: 415 pafiemg met eligg~ility a i tmia  nod were nmdmnimd to placebo (n-  140), 
tmm:mfino (n-137), or PST-PC (n-13g). Palion~ ~ were dign'buted 
equnily between tnemm'm gmui~ - a ~ m  age 71 y.o. ( r~a~ 60 - 93), female (59%), 
Non- r r~m~ White O8%), ana Z high ~ , ~ ' ~ e a  t ' ~ t ) .  D~-~,---  we~ 
a'ysthymin (m211) or mia~  d q x e m m  (n-204); m d ~ a  t m a i ~  HDRS 13 
( i n t a q m r ~  mage 121o 15). a e d - ~ ' ~  H S ~  1.47 ±.73. 310 ~ p , ~ .  (75%) 
mmpleted ull 6 mem~,m vi~i~ m d  oe tmm~ ~ , ~ , ~ .  Ia all flaee Uemmmt 8reUl~ 
~ t ~ t ,  ~owed i a ~ e m m ~  Paeem~ mtgeed to tmumiae  mowed ~ignif,,~,~y 
more i m ] ~  tlma ~_ _~'~bo_ oa tbe E~RS (11 w~k  d i f~a~e  = 2.2, p<0.05), the 
[-]SCL ( H  we~k ~ = 0~.6, p<~).05), the ~ ( H  we~k diffen~ce = 4.~, 
i~0.05), bet not the S]q=C ~ ]mime, M~aed to PST4'C dld not a~ew 
sisnificamly mine ~ , ~  than p lm t~  bet el~ec~ varied ~ S ~ - ~ y  ~ 
site~ with PST-PC dmwin8 ~ po~ive effea= at em rote. 
~ :  In a larse l=immy care l ined multkem~ e~t ,  ~ showed 
_-,o~-ate_ beaeet f ~  datmffisive .ympt~m and mmul  hea~th f e m i m  in ~ with 
minor ~ or dy~hymi~ 

PATIENT, VISIT, AND PHYSICIAN CORRELATES OF INTERPERSONAL CARE 
IN HIV DISEASE. IB W'dson. SH Kaplan. New F.~Sb~ l~dical Ce~er, Besttm, MA. 
Though bettor intezpersonal care has beon associated with better bealth outonmes in 

other chronic conditions, interpersonal care and the relationships of patient (Fr), visit, 
and physician (MD) and characteristics to inter~rsonal care have not been studied in 
HIV disease. 

We e~amined these relationships in PTS Ig~'ficii~fing in a Beston-atea study of HIV 
related notritional problems and their i~immy HIV MDs. PT and visit data (n~264) 
came fiom ~ responses and blond te~s done at the baseline study visits frem 2/95- 
5/96. MDs (n= 131) were surveyed by mail and 89 (68%) returned smveys. Dependent 
variables were 2 ~ of interpersonal care developed and validated fiom items on 
the patient survey: a 5-item general communication measure (ct~0.93), and a 4-item 
HIV-specific measure (w=0.92), including communication about alcohol, drag ~e,  and 
sexual behaviors. Principal components analysis of interpersonal care variables 
confirmed hypothesized item groupings. FT and visit charact~stlcs tested for 
associations with each dependent variable inchuied age, sex, race, income, education, 
insaranse, risk factor, CDC stage, CD4 count, physical function, duration of PT-MD 
relationship, and visit length. Analyses of MD characteristics used the 143 PTs and 69 
MDs who had paired data. MD characteristics tested for associations with each 
dependent variable included age, sex, race, sexual preference, specialty training, 
interviewing WAning, HIV care experience, and practice type. Variables significant in 
bivarlate analyses were entered into stepwise multiple linear regression models. 

Mean PT age was 39, 24% were women, 31% were nonwhite, and 53% reported 
same-sex contact as their ~ HIV risk factor. Average visit length was 31 minutes. 
Mean MD age was 39 years. 33% were female, 40% were specialty trained, and 25% 
were gay/lesbian/bisexual. In analyses of PT and visit characteristics, longer PT- 
repotted visit length (p<.0001), longer duration of the PT-MD relationship (I~.02), 
female gender (p=.04), and a gender*visit length'interaction term (1~.02) were 
significantly associated with better general commun/catiom For this interaction, visit 
length was more strongly associated with better communication for men than for 
women. Of patient and visit characteristics, only longer visit length (p<.O00 I) was 
sigeifi~mtly associated with HIV-specific communication. No physician charactetistics 
were significantly associated with general communication. However, both female 
physician gender (i~.002) and g a y / l e ~ b l a n / b i ~  sexual preference (1~.003) were 
significandy related to better H I V ~ c  communicatio~ 

Male and heterosexual MDs should make slronger efforts to effectively discuss 
alcohol use, drug use, and sexual behaviors related to HIV care. Shorter visit length was 
independently associated with beth worse general and worse HIV-spocific 
communication. Our findings underscore the potential tisks to interpersonal care of 
visits that are too sho~ 

HIV PATIENTS" EXPERIENCES WITH HOSPITAL CARE: RESULTS FROM THE 
HIV COSTS AND SERVICES UTILIZATION SURVEY (HCSUS). 113 Wilton, L 
Ding, RD Hays, MF Shapiro, SA Bozzetto, PD Clemy for the HCSUS Consortium. 
New England Medical Center and Harvard Medical School, Boston, MA; UCLA 
School of  Medicine, Los Angeles, CA; UCSD School of Medicino and the VA 
Hospital, San Diego, CA; RAND, Snota Monica, CA. 

Few national data are available on the hospital experiatces of HIV infected patients. 
The goal of this study was m compare HIV patients' hospital experiences in the 
HCSUS with those ofinlmtiems with other condifioas and to determine patient 
c_hamcteristics that were mlatod to their repa~s about, and evaluations of~ hospital care. 
The-HCSUS is a study of a national probability sample of persons with HIV receiving 

care at sites other than entergcocy rooms, prisons, or the military in the continental 
United States. These analyses are based on data from patients who reported one or mere 
hospimliT"ations in 6 months prior to the baseline fac e-to-faco interview during 1996- 
1997. The 3 measures of paticots" experiences used were: (1) a 10-item problem score 
scale from the Picker Hospital Survey, (2) a single-item ,~f~e t ion  measure, and (3) a 
single-item asking wbeth~ patients would recommend the hospital to others with HIV. 
HCSUS patients were compaz~I with medical inpationm from the Picker leslitute 
database (n=27,895). Patient chamcteri~cs assessed in b ~  analyses included age, 
gender, education, race, income, employment, insurance, sexual l~erenco,  hlstmy of 
injection drug use, H r v  stage ~ risk group, CD4 count, stdmi~qion type, physical 
functioning (9-itom scale), pcin, and mental health (MHI-5). Variables significant in 
bivarlate tests were included in multivarlable linear regses~co models. All data were 
weighted to reflect the po]ml~ion represented by the HCSUS sample. 

There were 2864 patients in the baseline HCSUS sample, representing 231,000 
patients nationally. Of  these, 687 were hospitalized in 183 different hospitsl~ The mean 
age of hospitalized patients represented by the sample was 38 years, 74% were male, 
55% were non-white, and 47% were gay or bisexeal. N'mepercent had no iasutance, 
39% Medicaid, 2 8 a  Medicare, and 22%p~a to  in.~hwance. Most (64%) had CDC stage 
C disease. Compared with non-HIV infected inp~ents, HCSUS patients had higher 
problem scores (24 vs. 20, p~0.0004), lower overall s::~izfm~on r'~in~ (65 vs. 71, 
F<0.0001), and were less likely to recommend the hospital to othors. (75 vs. 79, 
pffi0.004). In models adjusted for age, mental health, physical functioning, ~ and 
~dmi~.sion type, ,mlm~aed patients had higher preblem scores than l~ionts with 
Medicaid (13 point difference, p=0.0007). Blacks had lower overall ~tls~tc~Jon ratings 
than whites (I 1 point ~ 13=0.0008). 
Though differences were not large, pmieats with HIV report mere preblez~ and less 

~ti~r~ction with their hospital care than patlcots with other conditions. Groups that 
should be targeted for quality improvement efforts include uninsured paficots, and 
black& 

AN OBSERVATIONAL STUDY OF THE EFFECTIVENESS OF INFERIOR 
VENA CAVA ( r v c )  FILTERS AMONG PATIENTS WITH VENOUS 
THROMBOEMBOLISM (TE). RH White, H Zhou, J Kim, PS Romano, 
Division of GcneraLMedicine, UC Davis; Sacramento, California. 

T h e e  are few population-based data regarding the effectiveness o f  IVC 
filters in patients with TE. Purpose: Our objective was to determine the 
incidences o f  readmission for donp-vein thrombosis (DVT) or pulmonary 
embolism (PE) a~er placement o f  a IVC filter in patients presenting with TE, 
and compare these with the incidences in a cohort o f  TE patients not given an 
IVC filter. Methods: We used the California Patient Discharge Data set, which 
allows linkage_ o f  serial hospital discharge records. The IV C cohort consisted 
o f  all patients admitted between Jan 1, 1991 and Dec 3 I, 1995 for TE who 
received an IVC filter. The no-filter cohort included all patients admitted for a 
first time with TE during the same study period. Outcomes were readmission 
with a principal diagnosis o f  DVT or PE within 1 year. A risk-adjusted Cox 
model was used to control for age, sex, race, prior TE, presenting diagnosis o f  
DVT versus PE, trauma/fi'acture < 3 months, surgery < 3 months, major 
bleeding < 3 months, and comorbidity, (malignancy < 6 months~ stroke, ete). 

Results: During the study period 4,065 patients with TE had an IVC filter 
placed, compared to 69,943 patients not given a filter. The unadjusted 
cumulative incidence ofreadmission within 1 year for DVT was 7.9% in the 

o < filter group and 6.0% in  the no-filter cohort (p 0.001); and for PE it was 
o 3.4% in the filter group and 2.4% in the no-fiRer group (p < 0.001). The Cox 

model for readmission for DVT revealed no significant difference between the 
filter and no-filter groups among patients who initially presented with DVT 
(RH = 1.1, CI = 0.9 - 1.3), but among patients who initially presented with PE, 
the filter group had a significantly higher relative hazard o f  developing DVT 
(RH = 2.2; CI = 1.8 - 2.7). The Cox model for readmission for PE revealed no 
significant difference between the groups (RH = 0.9, CI = 0.6--1.4) regardless 
o f  the initial presentation. Conclusions: This observational study, which could 
not adjust for use o f  anticoagulation therapy, found little difference in 
outcomes between TE patients treated with a filter and TE patients not given a 
filter, except for a higher relative risk o f  readmission for DVT among patients 
given a filter who initially present with a PE. The data suggest that a clinical 
trial is needed to establish the efficacy o f  IVC filters. 
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MALNUTRITION ASSOCIATED COMPLICATIONS IN NURSING HOME 
RESIDENTS: A PKOSPECTIVE STUDY OF PREDICTORS OF COMPLICATIONS 
OF MALNUTRITION IN RESIDENTS OF LONG TERM CARE FACILITIES. 

MG Wains ,  R Berlin, J Wal/~m¢, B Kinmian. Division of  General 
Internal Medicine, Univemity o f  Pan~sylwnia Health System, Philadelphia, PA. 

~ :  To ~ e l y  eva.h~to the ability of  weight loss, low serum albumin and 
presence o f  a feeding tube to predict infecrion, development of  a ~ ulcer and 
dischasge to a hmpital or death. 
Metliode: We monitored the nutritional quality kaetovement program to improve 
nntritiomd ~tatos for residents at 6 nursing homes. A total of  1534 residents were 
followed ova" 12 monlha with an average of  1216 xeaidenm per quas~,  ha that time, 
weiglm were recorded monthly, serum alb,~,i-~ were measured in ~ who lost 
weight or weee ~ to be at mm-ltio~l risig as defined by a ~'~nd-'~rdi:~:d scree~ 
and protein supplementation was preen'bed for reaidents who were at risk. Data were 
recorded at each site by the facilities' nursing staff and a single independent team 
consisting of  a geriatrlclan, clinical nurse prac~'oner and a registered dietiKan visited 
sites to independently verify the c 'Imical stan~ of  selecled patients. Predictors were 3 
month weight loss > 5%, a serum albumin le~ than 3.0 gm/dl, and a feadi~g tube. 
Endpoints to define malnutrition-asanciated complications (MAC) were infection 
(INF), disehasge to a hospital or death (DC), and development of  a preasure nicer (PU). 
The endpoints of  INF and DC were divided into results from a winter and spring 
quarter to e'xm.n/~e seasonal variation. 
Results: Odds ratios and 95% confidence intervals of  developing MACs based on risk 
factors from uarter. 

PIJ DC DC- DC-Spring INF ~ 
Winter Winter Sprin S 

Weight 1.6 l.g 1.6 2.0 1.3 1.2 1.5 
loss (1.0-2.4) 1.4-2.4) (1.1-2.4) (1.4-2.9) ',1.0- '~0.8-1.8) I1,0-2.1) 

t.75) 
Low 1.1 1.7 1.3 2.1 ,+0.2 3.6 ~}. 125 
albumin (0.5-2.2) ~1.1-2.7) (0.7-2.5) (1.1-4.0) !(0.1-0.4) i0.3-1.2) ~0.I-0.2) 
Feeding 1.7 1.6 1.4 1.9 1.3 1.8 
tube (1.1-2.7) ii.2-2.2) (0.9-2.1) (1.2-3.1) (1.0-1.8) 10.7-1.5) (1.2-2.7) 

Conelualon: Simple clinical criteria of  gseater than 5% weight loss over 3 months and 
the ~ c e  of  a feeding tube can identify those residents of  nursing homes who are at 
increased risk for developing MAC.s in the subsequent 3 months. Selectively measured 
albumin was not helpful in ~ r n i r m t i n g  risk. Theae Minimum Data Set available 
criteria can help quality monitors target their efforts to reduce MACs. 

RISK-ADJUSTED SURVIVAL OUTCOMES IN A PRIMARY CARE CLINIC 
FOR PATIENTS WITH HUMAN IMMUNODEFICIENCY VIRUS, 1991-1997. 
B Won-,. E Barber, WC Mathews, University of  California at San Diego School of 
Medicine, San Diego, CA. 

Objective: Longitudinal analysis of survival among patients receiving primary 
care for human immunodefieimley virns(Hiv) infection, focusing on the prognostic 
effects of antiretrovirals and demograplfics over the period when combination 
therapies and ~ ioldbi~(1Pl) ~ in~ l  ~ d ~ p ~  use. 

Methods: Retrospective analysis of 1,991 HIV patients in a university clinic, 
seen between July 1991 and Nov 1997. Overall and CD4-adjusted mo/tolity for 
different predictors were first estimated using person-time rate analysis and Mantel- 
Hanuszel method. A Cox regression model, controlling for severity of illness by 
adjusting for baseline CD4 and hospitalization prior to first visit, was then used to 
calculate the relative hazards(RH) of mortality asseciated with rime-dependent 
antiretroviral regimen, demographics, HINt risk, and year of.entry into care at the 
clinic. 

Results: Sample of  1,991 patients, 12% female, 31% nonwhite, median 
CD4ffiI32. Crude mortality rates decreased with later year of entry. While patients 
entering in '91-93 had a death rate of 27.5 deaths/100 person years(dpy)(95%Cl 
25.2, 30.0), patients entering in '94-'95 and '96-97 had death rates of 
15.9dpy(95%C1 13.7, 18.6) and 5.9dpy(95%Cl 4.2, 8.6) respectively. CD4- 
adjusted mortality rate ratios(RR) comparing patients on PI to those on non-Pl 
combinations was RR=O.5 l(p~001), Pl vs. non-Pl monotherapy was 
RR=O.25(p<.001). The multivasiate Cox model showed significant survival benefit 
in patients on P! (RHffi 0.29, 95%121 O.19, 0.44), non-Pl combinations(RH=0.29, 
95%C1 0.23, 0.36), and non-Pl monothernpy(Ri-l=O.48, 95%C! 0.41, 0.57) 
compared to patients on no antiretrovisals. Later year of  entry, in ~t-~95 and 
97, continued to be associated with improved survival compared to entry in "91- 
'93(RH=0.68, 95%CI 0.55, 0.84 and RH=0.59, 95%C1 0.38, 0.93 respectively) in 
the Cox model. Race, gender, and HIV risk group did not affect survival, but 
hospitalization prior to first visit predicted poorer ontcome(RHffil.31, 95%C1 1.13, 
1.52), as did older age(age 40-49 vs. ,¢30, RH= 1.29, 95%121 1.04, 1.61; age 50 and 
over vs. <30, RH=I.39, 95%C1 1.02, 1.90). Similar mortality was seen in 
patients on MediCal, MediCare, and private i n s ~ ,  but survival was poorer if 
patient was a self-payor(RH=2.07, 95%CI 1.66, 2.59). 

Conclusions: Survival in patients receiving primary care for HIV showed 
significant impmvenumt over the '91-'97 i ~ o d .  Potent antiretroviral resimens 
were mo~ predictive of improved outcomes, but later period of  ent~  predicted 
improved survival independent of  antiretroviral effect. Sex, race, and risk group did 
not affect survival, but age above 40 was associated with higher mortality. Access 
to care remained an issue, with patients without insurance having poorer oul~eomes. 

ALTERNATIVE/COMPLEMENTARY MEDICINE: NOT THE EXCLUSIVE 
DOMAIN OF THE YUPPIE POPULATION. Peter Wolsko. LindsayWare, 
Jean Kutuer, C. T. Lin, Gall Albertson, Lisa Cymn, Lisa Schilling and 
Robert J. Anderson, University of Colorado Health Sciences Center, Denver, CO. 

Baekground: There is considerable widespread interest in use of  alternative/ 
complementary medicine (ACM). National telephone surveys indicate that use of 
ACM is highest in young-to-middle-aged individuals that are wall-educated and 
have significant income. Therefore, not surprisingly, little attention has been paid to 
interest in and use of  ACM in an underserved low income population. 

Objective: To test the hypothesis that there is significant interest in and use of 
ACM in a low income, underserved population. 

Methods: A self-administered survey instrument asking about previous use and 
current interest in seeing a practitioner with expertise in five selected areas of  ACM 
(acupuncture, chiropracty, herbal medicine, meditation/relaxation and massage) was 
developed. This instrument was given to patients attending a University-affiliated 
clinic known to serve a low income (LI) population. As a control group, the same 
instrument was concurrently administered to patients attending a University- 
affiliated clinic known to serve an either insured or high income (HI) population. 

Results: A total of 266 surveys were obtained of which 141 were from the HI and 
125 from the L[ clinics. The two clinics were comparable with regard to gender and 
age but differed significantly (p<0.05) with regard to race (LI 400,  HI 17% 
nonwhite), income (LI 74%, HI 19%, <15K/year), self-rated health (LI 57%, H1 23% 
poor or fair), and education (LI 35%, HI 84°/0 college or beyond). The two 
populations did not differ with regard to lifetime use of acupuncture (14-18%), 
chiropracty (36-41%), herbal medicine (19-23%), meditation (18-23%) or massage 
therapy (35-38%). The LI population had a small but statistically significant greater 
definite desire to have chiropracty (54 vs. 39°/0), and an equivalent desire to have 
aeupuocture (47 vs. 36%), herbal medicine (62 vs. 52%), meditation (56 vs. 37%) 
and massage therapy (60 vs. 60%) than the HI population. Nineteen percent of the 
LI population would be agreeable to paying out-of-pocket for the above noted ACM 
medalities while 29% noted they may be willing to pay out-of-pocket. Of the HI 
population, 19 and 49% indicated they would be agreeable or might be agreeable 
respectively to paying out-of-pocket. 

Conclusion: Our results indicate that a population of LI individuals that has less 
education, is more often of nonwhite race and has lower self-rated health status, has 
equivalent use and interest in ACM medicine than a H1 population. Contempora~ 
interest in and use of ACM appears to be a more generalized phenomena than 
previously recognized. 

THE IMPACT OF COST SHAKING ON SEEKING MEDICAL CARE AND ON 
HEALTH STATUS. MD Won`'. RD Hays, RA Andersen, CD Sherboume, MF Shapiro 
UCLA, Los Angeles, California and RAND, Santa Monica, California. 

Background: Though cost sharing sharply reduces the use of medical care, its impact 
on health status has previously been shown to be small. However, the effect of cost 
sharing has not been examined among a chronically ill population. We hypothesize that 
its impact on health status may be greater among those who are more likely to suffer 
adverse health consequences. Methods: We used data from the Medical Outcomes 
Study (MOS), a prospective, longitudinal, cohort study of  2546 individuals who sought 
health care in 3 major cities and had at least one of  the following conditions: diabetes 
mellhus, ischemic heart disease, congestive heart failure, hypertension, or depression. 
We analyzed the responses of 1394 subjects (55%) who answered the self-administered 
written questionnaires at the 12-month (baseline), 18-month (Time I), and 24-month 
(Time 2) follow-up. Results: At baseline, 50% of the cohort had some amount of  cost 
sharing for outpatient visits (copay vs. no copay). Subjects in the no copay group were 
older (5 g vs. 55 years~ p=0.001 ), had a Lower household income ($21,600 vs. $23,300 in 
1986 dollars, p=0.001), were more likely to be a minority (25% vs. 13%, p=0.001), were 
more likely to have a prepaid health plan (38% vs. 15%, p=0.001), were less likely to 
have completed high school (79% vs. 84%, p=0.02) and were less likely to be employed 
(39% vs. 47%, p=0.003). The two groups were similar in the proportion who were 
female (62% vs. 58%) and married (65% vs. 64%), and they had similar baseline 
comorbidity scores, physical and mental health status, and satisfaction with health care. 
At Time I, subjects were asked i f  they had experienced and sought medical care for any 
of the listed 5 minor symptoms or 8 serious symptoms in the preceding 4 weeks. Similar 
proportions of the copay and no copay groups experienced 1 or more minor symptoms 
(65% vs. 62%, p=0.3) and 1 or more serious symptoms (31% vs. 32°/0, p=0.5). Among 
individuals with 1 or more minor symptoms, the copay group had a lower rate of seeking 
care than the no copay group (24% vs. 34°/o, p=0.001). Of  those with I or more serious 
symptoms, a similar proportion oftbe two groups sought care for theu" symptoms (29% 
vs. 31%, p=0.6). After controlling for the patient's age, gender, ethnicity, marital and 
employment status, education level, income, insurance, comorbidity score, health status, 
the number of symptoms experienced and satisfaction, we found that the copay group, 
compared with the no copay group, had a lower rat`' of seeking care for minor symptoms 
(OR=0.72, 95%C1:0.49 to 1.04, p---O.08) and a similar rate of  seeking care for serious 
symptoms (OR=I.I, 95%CI: 0.64 to 1.88, p=0.7). The copay and no copay groups had 
similar SF-36 physical health summary scores at Time 1 (41.5~--9.4 vs. 40.9-J:8.7, p=0.5) 
and Time 2 (43.2~10.3 vs. 41.8±9.6, p=0.6), adjusted for health status and other patient 
characteristics at baseline. Conclusion: In an older, chronically ill population, cost 
sharing reduces the use of  medical care for minor symptoms but not for serious 
symptoms and was not associated with worse health status. 
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PATIENT SATISFACTION WITH MEDICAL CARE PROVIDED BY RESIDENTS IN 
COMMUNITY BASED TEACHING SITES. Samantha Wood, Donald Maxwell, and 
Glenda Wic~sb'om. Summa Health System, Akron, Ohio. 

Background: Community Based Teaching (CBT) is gaining popularity within internal 
med~ne residency ~'alning programs as a way for residents to broaden ambulatory care 
experiences. It is impartent for programs to measure the quality of the CBT educationaI 
experience as well as the quality of medical care rendered to patients. Pa~ent sattsfanUon 
surveys may provide valuable information about the resident's physidan-patient skills as well 
as informal~ about the overall CBT experience. 

Purpose: To assess patient saUsfastiou with the quality of medical care provided by internal 
medicine residents in CBT sites. 

Methods: Patients seen within the previous 6 months were identified through lists provided 
by 8 community practices for 10 residents completin 9 their first or second year at the CBT site. 
Four attempts were made to reach each patient for a telephone inter~ew. Usin 9 questions 
adapted fi'om the American Society of Intemal Medicine's Very Important Patient Survey, 
patients were asked to r'~te 11 ~tsms for quality of medical care provided by the resident at their 
last visit. Patients were asked quesl~ns about seeing a resident for their medical care, their 
perceptions of the pracl~ce, and their overall satisfaction with the resident end attending 
physician. Demographic and health status date were collected. Five-point ratin 9 scales were 
used to esUmate quality for all items except for the global ratin 9 where a ton-point scale was 
used. Analysis included descriptive stetistica, t-tests for comparison of means, and correlation 
analysis for associations between patient charanterisl~cs and saUsfac~on. 

Rasutts: A total of 227 telephone interviews were completed out of 368 possible patients for 
a response rate of 62%. Intennews lasted about 10 minutes. Patients reported high levels of 
satisfac~an with the quality of medical care provided by CBT residents. The mean overall visit 
satisfaction for residents was 4.09+_.9 (on a scale of 1 =poor to 5=excellent). The majority of the 
pagents would recommend the quality of resident care (83%), as well as the primary care 
practice (96%), and would be willing to see a resident again (76%). On a scale of 0 (worst 
doctor) to 10 (best doctor), paEents rated both attendin 9 physicians (mean---'9.3+1.3) and 
residents (mean=8.3+1.6) highly as physicians, b~t consistently 9ave attending physicians 
significantly higher ratings (p<0.001). Higher patient education, increased number of resident 
visits, and increased length of patient time with the practice were associated with higher levels 
of satisfaction. Specifically, patients were more likely to give residents higher ratin9 s as the 
number of times seen hy the resident increased (r=.25;p<.001). 

Con¢lusions: Overall, patients were very satisfied with medical care provided by CBT 
residents, suggesting high quality of cam. Improving continuity of care hy residents in 
community-based sites could enhance the quality of the physician-patient relationship. Our 
date support continuin 9 the effort to establish CBT as an important part of the curriculum for 
internal medicine residents. 

ZILEUTON, A 5-LIPOXYGENASE INHIBITOR, I N C R E ~ E S  
PLATELET THROMBOXANE A2 PRODUCTION IN  PATIENTS 
WITH ASTHMA. X Wu, AB Loong, and A Dev, Depar tment  o f  
Medicine, New York  Methodist  Hospital,  Brooklyn,  NY. 

Arachidonic acid (AA) is metabolized to lenkotrienes (Lt) via the 
lipoxygenase pathway, and thromboxanes (Tx) and prostagladins via the 
cyclooxygenaso pathway. Lts play important  roles in the 
pathophysiology o f asthma. Currently two  classes o f  L t  antagnnists  are 
available for the treatment of  asthma: 5-1ipoxygenase inhibitors such as 
Zileuton and cysteinyl L t  receptor antagonists. Since lipoxygenaso 
inhibition increases the availability o f  AA for the cyclooxygenase 
pathway, we  speculated that l ipoxygenase inldbitors may enhance Tx 
production and therefore also enhance platelet aggregation. This study 
was  designed to  answer this question. Zileuton in standard therapeutic 
doses (600 mg po qid) was  given to  10 asthmatic patients. Blood 
samples were collected at the beginning o f  the study and at 2 weeks  
after treatment. Platelet rich plasma (PRP) was  obtained from each 
blood sample and adjusted to  an approximate 250,000 p la te le t /p l  
concentration. Platelet aggregat ion was  measured in a 4-channel 
aggregometer,  and a second aliquot o f  PRP was  used to  determine 
platelet "Ix B2 (a stable metabolite o f T x  A2) by an enzyme 
immunoaasay sys tem.  Treatment wi th  Zzileuton for 2 weeks  did not 
significantly alter blood platelet counts. However ,  Tx B2 levels 
increased significantly (267 =l= 54 ~g/L at t ime 0 vs 389 + 62 pg/L aider 2 
weeks  treatment, p<0.05). Spontaneous platelet aggregat ion also 
increased (4.2 + 2.4 % at t ime 0 vs 6.8 + 2.8 % after 2 weeks  
treatment), although this increase is not  statistically significant. 
Conclusion: Zileuton significantly increased platelet Tx A2 levels in 10 
asthmatic patients. This suggests that  Zileuton may enhance thrombotic 
risk. Further studies are therefore justified to  assess the long terra 
safety of l ipoxygenase inhibition. 

PATIENT COACHING TO IMPROVE PAIN CONTROL IN CANCER 
OUTPATIENTS. IA Wri tht .  EL I(ravi~, FJ Meyers. Univeralty of California. 
Dtvl~ Sacramento, Cadlforn~. 

Purpose: An estirnat~ 42% of padent~ with cancer suffer from poorly 
controlled pain, partially due to patient-related barriers to pain control. The 
objective of this patient<entered study was to  evaluate the effect of a patient 
coaching intervention on ~ outcomes and pain-related knowledge among 
o.qmrlenu with cancer-related I~n. 
Methods:  English spealdng p~ienu (18-75 years old) wKh at least moderate 
pain over the p u t  2 weeks were rendom~/assigned to either an Interven~on 
group (n=34) or a control f foup (n=33). Intervention patients received a 20- 
minute coaching session to  redress personal misconceptions about pain 
treatment and to encourage dialog about pain control with their on¢ologist. 
The control group received standardized instruction on controlling cancer 
I~dn. Data on I~dn-related knowledge (6 Kmns), average pain (I item), pain 
frequency (I item) and f~ncdonal Impairment due to m,dn (6 Items) were 
collected at enrollment and 2-week follow-up, using 0-100 series {hlLdmr 
score = better knowledge or worse i~dn). 
Results." A t  baseline, the two groups were similar dink:ally and 
demolF~hlcaJly. There were no baseline differences In plln-rebted 
knowledge (mean 66% correct vs. 67~ p= 0.]7 ), avertge p;dn (mean scaJe 
score 53 vs. 52, p= 0.63), Fain frequency (mean scale score 93 vs. 92, p :  
0.8 I), or  functloraJ Impairment due to pain (mean scale score 64 vs. 62, p= 
0.68). Both groups achiev~ slmlhr p ins In pain-rebtod knowledge (+7 
per~en~-~ p ~ , =  ~ d ~  ~erventk~ f foup. +6 m ~  conU~s). Conqm~l  
to  controls, Interwntlon group patJan~ experienced greawr Improvement In 
w e r q e  pein (- I I vs. -2. p-vslue for dlffenmce In eEanl~ scores, 0.0]9); In 
frequency (-17 v~ -7, pffi.16) end In fonedon=l ~ due to Imin (-10 w~ 
-~  p=.27). Controlling f ~  d ~  number of  ehro~c ¢ondl~ms and e d . ¢ = ~ d  
level in muhdvartate regression analysis produced slmihu- ra ld tL  
Conclusions: In this randomized controUed ~ a one-time 20 minute 
pxtlent-cmu:hIng intervention signiflcandy Improved iverege ~ for cancer 
outpaeients. Further, there were statls~cal trends towards diminished pain 
frequency and pain-related ImpaJrment. These effects were not explained by 
differential ffains in knowle~L Brief patient-oantered intervendo~ such as 
d~s rmy be a vsiuai~e to~  for improving p ~  control In canc~" outp~km~. 

REFERRAL OF ALCOHOLIC PATIENTS FROM A GENERAL HOSPITAL: 
ANALYSIS OF PREDICTIVE VARIABLES OF SUCCESS. S.Rochat; V.Wietlisbach; 
B.Bumand; B.Yersin. Alcohol Unit, Department of medicine, University Hospital & 
Institute of Social and Preventive Medicine, Lausanne, Switzerland. 

Identification and evaluation of alcohol-dependent patients in general hospitals and 
their referral to appropriate treatment facilities are important goals. However, this 
process is unstandardized and its rate of success largely unknown. We performed a 
prospective cohort study of patients identified in the wards of our hospital and referred 
to our Multidisciplinary Alcohol Evaluation Unit in order to study their 6-month 
follow-up. The rate of success (<< under treatment >> or << abstinent )> at 6 months) and its 
predictive variables were analysed. 

During one year, 165 patients were referred to our Unit among whom 6g were 
included in a 6-month follow-up study. The 59 % exclusion rate (97 patients) was 
related to refusal to participate (n=68), immediate attrition (n=17) and inability to 
obtain an informed consent (n=12). The 6-month rate of success (<( intention to treat ))) 
was 35 % for the primary end-point (<< under treatment )>) and 28 % for the secondary 
end-point (<< abstinence >>). 

Univariate analysis of prediction of success (<<under treatment)>) demonstrated that 
being young (< 45 years) and living alone were significantly associated with failure, 
whereas being motivated to treatment (Recovery Attitude and Treatment Evaluatur 
[RAATE-A] score < 18), having an unspecific social support and being referred to 
therapy through a complete multidisciplinaty process were significantly associated with 
success. In a model of stepwise logistic regression taking into account scores of the 
Addiction Severity Index (ASI), the RAATE-A questionnaire and the MOS-SF-36 
quality of life questionnaire, probability of success was significantly associated with 
scores of the RAATE-A (OR 0.79/95%C1 0.68-0.92) and of the ASl-alcohol use (OR 
0.96/95%CI 0.92-1.00), only. 

In conclusion, referral of alcoholic patients from a general hospital to appropriate 
therapy is a difficult task with a limited rate of success. It is also a difficult process to 
study because of a high rate of refusal and attrition. Nevertheless, this study was able to 
identify some variables significantly associated with success of referral, emphasizing 
the need for better strategies, such as motivational strategies, to improve the referral 
process. 
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DELAY IN TRANSFER TO THE INTENSIVE CARE UNIT: IMPACT ON 
MORTALITY, MORBIDITY AND COSTS. Michael P. Young VA Outcomes 
Group, White River Junction, VT and Dartmouth Medical School, Hanover, NH. 

Purpose: Delayed transfer to the Intensive Care Unit (ICU) following physiologic 
deterioration may influence patients' outcome but few data are available. We 
evaluated the impact on morbidity, mortality and costs of delays to ICU transfer after 
hospitalized patients met preset physiologic threshold values. 

Methods: We identified a cohort of the 91 in patients at a community hospital who 
were emergently transferred to the ICU over a 16-month period. We reviewed the 
medical record to determine the time prior to transfer that each patient met any of 11 
explicit physiologic criteria indicating severe deterioration (e.g. respiratory 
rate>35/minute, systolic blood pressure <85mmHg) and calculated a concurrent 
APACHE II score. We then measured the delay between the time this criterion was 
first met end ICU transfer. Patients were divided into two groups: those transferred to 
the ICU > 4 hours after meeting a criterion (Slow Entry) and those transferred < 4 
hours afier meeting a criterion (Rapid Entry). The outcomes were: APACHE II 
measured during the first 24 hours in the ICU, length of stuy (LOS), in-hospital 
mortality, discharge status and costs. 

Results: Slow Entry (n=35) and Rapid Entry (n=56) patients were similar in age (64 
vs 61 years; p--0.41 ) gender, days in hospital prior to ICU u'ansfer, pre-hospital 
functional status, disease classification status (e.g. primary respiratory failure 48% vs 
53%; p--0.64) and the type of physiologic criteria met. At the time patients first met 
criteria Slow and Rapid Entry patients had similar APACHE II scores (16.2 vs 18.7; 
p=0.09). After transfer to the ICU, however, Slow Entry patients had significantly 
higher APACHE 1I scores (21.7 vs 16.2; p=0.002) suggesting that marked physiologic 
deterioration occurred during the interval between meeting criteria and ICU transfer. 
Slow Entry patients were also more likely to die in-hospital (41% vs 11%; RR 2.6; 
CIgs 1.6-8.3), have increased ICU LOS (7 vs 4 days; p=0.0 l) and hospital LOS (18 vs 
10 days; p=0.01). Slow Entry patients consequently accrued higher hospital costs 
($40,818 vs $22,037; p=-0.01). The significant differences in mortality end morbidity 
persisted after adjustment for baseline characteristics. 
Conclusions: Delayed transfer to the ICU of physiologically defined high-risk 

hospitalized patients was associated with significant increases in mortality, morbidity 
and costs. 

STRATEGIES TO IMPROVE VACCINATION COVERAGE AMONG ELDERLY 
PATIENTS. M Zorzoli. B Favrat, V D'acremont, A P6coud, B Gentun, Medical 
Oupaticnt Clinic, University of Lausanne, Switzerland. 

Background: Influenza immunization rate continues to be low. Among other reasons, 
no contact physician-patient during the vaccination period appears to affect the rate of 
immunization. 
Obiective: To assess the effectiveness of a single reminder letter when no consultation 
was scheduled during the vaccination period on vaccination coverage among elderly 
patients. 
Methods: We conducted a study comparing immunization rates between 1997 and 199~ 
when the intervention took place. 229 patients aged over 64 were identified as regular 
patients in art academic primary care center in 1998. Of the 229 patients, 195 were 
regular patients in 1997 and 1998. Training workshops for physicians, combined with 
patients' information by leaflets were the standard procedure to sensitize the target 
population in 1997 and 1998. During the last trimester of 1998, patients who did not 
have an appointment during the vaccination period were sent a single reminder letter. 
Patients could receive their injection in the immunization clinic with or without prior 
medical consultation. Data to evaluate vaccination coverage were collected from 
medical records reviews and from the register of the immunization clinic. 
Results: Out of the 195 patients, the vaccination coverage was 39.4% (77/195) in 1997 
compared to 47.7% in 1998 after the mailing, resulting in a total increase of21%. In 
1998, of 195 patients, 73 had no appointment during the vaccination period. Out of the 
latter, 15 (21%) presented for vaccination after the reminder letter. 
Conclusions: Intervention to increase influenza vaccination coverage should not only 
focus on patients attending medical consultation, but also on those who have no 
scheduled medical appointments during the vaccination period. Computer-generated 
mailed reminders could be used for this purpose. 

CLINICAL COURSE OF OLDER AMERICANS WITH HIV-INFECTION. DS 
Z/nmnond. NS Wenger, MF Shol~m, S Crystni, U Smnb~enorfl~ G Joyco, AA 
Leibowilz, J F]ei~m~m and SA Bozzeete, for the HCSUS Consortium Univemty of 
Cniifom~, Los A n g e ~  CA; ~ U~-'rsity, New Bnmswick, NJ; RAND Health, 
Sanla Monica, CA; ~ for Health C.m'e Pol/cy and IL_~__~, Rockville~ MD; 
University of California, La JoIla, CA; and V¢~rms Aff~/rs San Dieso Hnslthcare 
System, San Diego, CA. 

PalieiRs nver the ~,e of 50 represent 11% of H]V-infected patiena nal/onwide. 
Previons studins susgest that older pafieats are d~tsncoed lata and hnve ~ 
pmgnnscs. Such studins hnve been small and rem~ct ive .  We evninsted the process 
of diagnosis and clinical nspects of HIV ami ~ y  evahmted disense ~ o n  
in old~ edults fxoma nationally r e ~  sample of H1V-infected patiml~ under 
care in the United Smte~. 

We mmpared patieuts 50 ycars and older to those under 50 enrolled in the HIV Cost 
and Services U 'mi~tion Stedy (HCSUS). Analyses were based on a tmeline imerview 
conducted mostly in 1996 toni the second follow-up sorvey, pafformed n~daly in late 
1997. Sample meam, standaM errors, ami ststistical tests we~ adjusted nsnig sampling 
weishts from the l~Betine ~a'vey and lineazizatlon motho~ to accoem for stedy desisn~ 

Of 2864 pafiems c o m p l e ~  the baseline smvey, 286 were P_50 yea~ of abe 
~ p r e ~  26,438 individuals ( I 1%) in tho bnse polmlafion m ~  In mmlyses 
controlling for detmsraphic fictors and time since &~mosi.¢, older mbjacts we~ more 
likely to ho di%m~ed in a setting of acute illness (odds nnio [OR] 1.65, 95% confidante 
intewal [Cq: 1.15,2.36). Yet, old¢~ subjects were more I/kely to hove ausml source of 
medical csre ~t tho time OfHIV di,mw4ds (OR 1.56, 95% CI: 1.13, 2.17) and less lgady 
t O C ~ l X o v i d ¢ ~ a f l e x d i ~ ( O R 0 . 5 0 , 9 5 % C I :  0.32, 0.78 ). FirstCD4cmmtafler 
diagnosis wns not sisnificantly different (older 381 v. youns~ 443, iP0.24). 

At study enUy, older and younser pmimts bed ~i-n~- siege of disense and 
prevalmce of AIDS.d~nt%~ diagtmsos. However, oldar patimm reportsd fewer 
c o ~  ~ (OR 0.66, 95% CI: 0.47, 0.93). Adjusting for baseline CD4 
counts and use of highly ac~ve amireUov~ tha.a~y, follow-up alma &d not R~a l  
siSnificent di~=e~ns in lowe~ (177 v. 186, iP0.64) or most Ro~t  CD4 count (355 v. 
381, iP0.77) hotweea tho olde¢ and youas~ cohort& ~ y .  Adjnstin8 for 
base.fine d e m o ~  sm'v/val to second follow-up was hoe cmtle~ally d~'e~u~ for 
older individuals (OR 0.88, 95% CI: 0.49, 1.58). 

Alth0esh older edelts am more l~ely to be end~ mod~ni caxe, their HIV-diagnos~ 
ore mot'e often in the settin8 of aceto illnos¢ C~midans shoeld ma~nize that oldor HIV 
Imiem report fewor sympton~ than yo,- ,-~ pmiem dnspite hnviag m,,it,~ laV- 
related illneu~¢ As therapins hocome moR efi~:~ive, efforts to addeve eadi~ 
diasnosis have grmm" impmanm, la w.;.-~t to resnits of eadi~ stu&es, once trader 
caXe for HIV, otdee imlien~ have a clinical ¢oorse t'imilm" to that of ~ 1 ~  

I PROVIDER/ORGANIZATION-CENTERED RESEARCH I 
THE MEDICAL SHORT STAY UNIT AT A LARGE CANADIAN TEACHING 
HOSPITAL: EFFICIENCY AND QUALITY OF CARE. ~ SR 
J Raffoul, MR Becket. Divis/on of Internal Medicine, and Cen~  for C'Imi~ 
Epidemiology and Commlmily S tod~  Sir MortJmelr B. Davis Jewish 
Hospital, MeGill Uaiverlity, Mu tma i ,  Cuada 

8ac/qrroumf:.. Tho Medical S]bort S4ay Unit (MSSU) at tho Sir Mortimer B. Dnvis 
Jewish General Ho~inl, McGill Unive~/ty, M o a m ~  C~nsa" • a 9 bed unit within a 
637 bed teacldn 8 hoqdtal that is unique to the ~ Umvordty adult hoq)ilal 
system. Emergaacy room pafienU who are idcofitied ns hnving 1 1 a i ~  short- 
lived medical conditions axe admitted to the MSSU wh¢~ they axe mtnA~ed directly 
by a hnspital-lxcu~ lntorni~ Patients with morn complex conditions requiring deteiled 
investigation and longer duration of txeatment are admitted to one of two 36-bed 
Clinical Teaching Units (CTUs) wh¢~ they are manased by a team of ward re~dems 
supervised by an attending physician. When instituted, it was postulated that the 
MSSU would promote efficient nse of hospital beds while dalivenng a high quality of 
patient care. Until now, this postulate has not been formally ~¢,~'¢~'~. 

ObjectDes: To determine if the MSSU delivers a hish quality of patient care and 
results in favorable patient ctacomns while promoting efficient nse of hoapitni beds. 

Methods: We conducted a ~ v e  study using the ho~itars administrative 
,~q!sh.~se. We measured efficiency of care and quality of care in 865 patients admitted 
to the MSSU cowq~ared to 1661 patients admitted to the two CTUs during the 1995-96 
fiscal year. The paranteters used to measure efficiency of care included I ~  of stay 
and number of subapecinity mnsultations. The pmmneters used to measure quality of 
care included number of complications, death, and rcadmission within 30 days. 
Resu/ts:. The 3 most frequent MSSU admitting diagnoses were pneumonia, chronic 

~ v e  pnimonmy dlseme, and congestive heart fnilor~ The demographic 
characteristics of MSSU patients were similar to those of patients admitted to the 
CTUs (mean age (years) 65.2 ± 20.3 vs 65.3 + 18.3, and % male 48.7 vs. 45.9). 
Patients admitted to the MSSU had shorter mean length of stay (2.8 + 3.8 days vs 13.7 
± 17.0 days), higher p a t i e n ~  ratio (96 vs 23), fewer complications (5% vs 31%, p 
< 0.0001), higher rate of diacharge homo (81% vs 61%, p < 0.0(301), lower in-hospitel 
mortality (1% vs 13%, p < 0.0001), and lower % rcadmission within 30 days (9.6% vs 
13.9%, p = 0.0018) compared to patients admitted to the CTUs. 

Con,4~,~,~: Physicans were able to identify appropriate patients for admission to the 
MSSU. The MSSU delivered a high quality of care and resulted in favorable patient 
outcomes. Furthermore, the high turnover of beda and shorter length of stay of MSSU 
compared to CTU patients were ~ t e d  with a decreased risk of in-hospitsl 
compfications. These differences were not confounded by age or sex. 
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MONITORING AND SAF£TY OF "STATIN" DRUGS FOR 
PATIF.NTS WITH I I Y ] P I ~ R C l I O I . J ~ O ~  SA 
AboMdm I Irul~o: DW Bate*. B r , - t - , .  aad Womm'$14espi~ and 
I-t~vmd Memm~ Schen~, hereon, MA. 

shown to _p~___~_ mortality from ~ o m u y  hemt disease and ovendl 
mommty. Guidem~ for ~ nv~ maroon tern have been 
meamlined emxpt when meximing ~ ndse the p o t ~ l  
fe~ adver~ e i ~ .  Using dma fxem an etecuen~ medical r e c o ~  
this stndy ~0mmin"d Ibe use of d~lestefol lowering d~gs  in a large 
~ popuinmm to evainme their use, muse and vadatinn of 
monitorin~ impe~ of monitom~ for adverse effec~ and f~equea~ 
ofimpommt drag ~ .  

Among 29,543 patients who visited their I ~  cat~ 
physicines d . ~ g  1996, ~575 t~ionts were t a n g  ma.s .  Liver 
~ moniterin8 eve~ a one yenr im'ind vatind wid~y (mean 3, 
range 1 - 57). Among ~ , , ~ i - ~ , . l y  500O liver fun~on tests 
performed, 37 i~ionte had values grenter than three t im~ normal, 2 
I~fionta in the cohort remainod off stating as a result of almormal 
fiver values, and none had clinical manifestefions of ~ The 
freqmacy of monitoring did net merelate with level of test 
abnormality. We e~imated annual d~atge savings of $1g,5oo if 
r e ~ a m , ~ _ _ _ _ l i v e ~ w e ~ e f o l l o w e d .  Eleven l~imtshad 
oth~ do~,~m*ed problems which may be mnsidered adverse 
renceons to the mmin dengs, but none required discontinuation of the 
d~ug. Ninety-eight patiems (6%) were noted to be on other 
me.cations with impertam drug-drug interactions; however, these 
pmiems were nm monitored mme frequmtly. 

Despite guidennex monitor~ for safety of smon npid 
lowering medications varied widely, and intensity was not higher for 
pmiems at higheat risk These data suggest mat physicians have 
tmul~  following safety reoommondations and could benefit from 
decision support. 

USE OF ~"rAI"IN" LIPID LOWERING DRUGS COMPARED 
TO GUIDELINES. SA Abook/~ J F'mklo, DW __P-~___ Brigham 
snd Womm's ~ m d  I I snmd Medic~ School, Boston, MA. 

t~ ~ with high d~okaen~, "~,t=" ¢h~s have been ~x~n 
to ~ overall ~ ia  pmiems with e m b l i ~ l  ~ o e a v /  
beart d isea~ u d  t o n x k ~ e t h e i e d d e a ~  of m,~c~d~al ~ 
and ex~atity fnxe ememy e v e ~  ia t= im~  t ~ . n a t i ~  To 
evalume the use of tbese drop in xelmionship to emablished 
l~delines, all ~ dam fiem an d e m e e k  medical m~o~l 
were qumied for mmtu use during 1996. Ammg pmiems Uddag 
stmim, tax.Is  wine fmther mudied to dmmmine lipld pmlilm and 
~ Patiems v ~  ~ as u ~ l m y  l~Veation if their 
problem lira iadl~ed CAO, MI, CABG, aagin~ or PTCA. 
Patie~ on ~ n ,  i x  ixima~ prevemion were evaluated for r i~  
fact~ aad t t t~  ~ ~ to ~ ofd~g ~ .  w , , s ~  
for strain use was oxmCami to NCEP gu~a!,~.  

Among 29,543 ~ t ~ , ~  who visited their p r im~  care 
Physician dm'ing 1996, 1575 ~ were tJkin~ mdin~, amon 8 
whom 495 (31%) had ega~lished mroeaxy heart ~ and 69% 
were __ue~d__ for g i m ~  ixevemim. Amoeg 31% of g tma~ 
lXevmtioa ~ only 31% mfisfied NCEP gal,.t~i~,~ c~tltesin for 
t ~ a n ~ e ~  i a t e m ~ a ~  ~ ~ i e ~  mt metiag N C ~  
gnidai~w.~ 69%had fewer thon 2 t~k  fante~ eada  meon dmle~eml 
of 247 rag/all, while 31% had ~ente~ than 2 risk factors and a m,~n 
chOk~__oml of 237 m~dL Bared on avenge whelemle lXice with 
walghted a v m q ~  of g ~ i f ~  m t i a  dra~ ,  an mimated St,025,17S 
in .,,,,.~, d ~ u ~  ssvinp might be feazed if stain use in p r ~ a ~  
pt~.*veation weze rmricted to NCEP guidennex 

Cemlm~ to mablir~zd ~ t a i a u s ,  use of , ~ -  lil~d inwertn8 
med~cefions was et~en i~.,t=,,t-;ate. Dedsion mppert may help 
# ~ i a ~  epa~.e  me of these m e ~ i o n s  from the ~ 
P a m t ~ .  

THE E F f e C T  OF PELVIC EXAMINATIONS AND COUNSELING ON 
VISIT LENGTH IN PRIMARY CARE. PD Allen. DU Himmehtein, 
S Woolhendler, D H Bor, Depar~ent of Medicine, The Cambridge Hmpitel / 
Harvard Medical School, Cambridge, MA. 

Purpose: Physicians face pressure to increase their "productivity", often 
measured as the number of patients seen per session. Productivity measures that do 
not take into account patient-related factors may penalize patients needing more 
time-cousuming care and their physicians. We examined the effect of  performing a 
pelvic examination and of preventive medicine counseling on duration of 
ambulatory primary care visits. 

Methods: We analyzed data from the 1995 National Ambulatory Medical Care 
Survey which collected information on a nationally representative sample of 
outpatient visits. For visits to physicians in hitemal Medicine and General and 
Family Practice, we analyzed the duration both of all office visits and of the subset 
"General Medicine" visits (i.e. visits that were not for a partlcola~ medical problem). 
We used multivariate modeling to examine the impact of performence of a pelvic 
examination, age, sex and counseling on visit duration. 

Results: The mean duration of primary care office visits (n=8163) was 17.9 
minutes (95% CI 17.7- 18.1). Among primary care medical visits by women for any 
reason (n=5028), visits with a pelvic examination (n-393) were 48°,4 longer than 
visits without a pelvic examination (n= 4635); 25.4 minutes (95% C124.2- 26.6) v s .  

17.1 minutea (95% CI 16.8-17.4; p < .0001). For "General Medicine" visits (n= 
675), the duration for males and femalns differed little (23.9 minutes; 95% C122.3- 
25.5 v s .  23.4 minutes; 95% C122.0-24.8; p > 0.7). Among "General Medicine" 
visits by women (n=417), those that included a pelvic examination (n=127) were 
36% longer than those without pelvic examinations (n=290) (28.8 minutes; 95% CI 
26.6-31.0 v s .  21.I minutes; 95% CI 19.4-22.8; p < .0001). "General Medicine" 
visits with counseling on at least one health-related topic (n=273) were 13% longer 
than those without (n=402) (25.2 minutes; 95% C123.5 - 26.9 v s .  22.4 minutes; 95% 
C121.1 - 23.7; p < .01). 

For "General Medicine" visits, a linear regression model suggests that male sex 
increased visit length by 2 minutes, counseling by 1.5 minutes per health topic 
covered, and pelvic examination by 7 minutes. 

Conclusions: We confirm what many primary care physicians have long 
suspected; that the pelvic examination end counseling lengthen the duration of visit. 
Productivity measures that fail to recognize the extra time required for such 
activities discourage physicians from offering them and may penalize patients, 
particularly women, end their physicians. 

MANAGEMENT OF ACUTE MYOCARDIAL INFARCTION AT TEACHING 
VERSUS NON-TEACHING HOSPITALS: A MIXED BAG. J. Allison. C. 
Kiefe, N. Welssman, R. Centor, R. Farmer, S. Baker. Dept of Medicine. University 
of Alabama at Bin'aingham. 

Background: Teaching hospitals often suffer from publicity stigmatizing them as 
providing inadequate return for their excessive costs. This argument could be 
countered by demonsWating a higher level of care, but few studies have directly 
compared quality of care in teaching versus non-teaching hospitals. Therefore, we 
sought to compare the quality of medical t~eamlent for patients with Acute 
Myocardial Infarction (AM]) using an existing national data set. 

Methods: Centrally Wained abstractors established the Cooperative Cardiovascular 
Project data set by retrospective medical record review of a proportional sample of 
Medicare admissions from 6,684 hospitals with a principal discharge diagnosis of 
AMI (3/4/94 -6/30/95). The Health Care Finance Administration designation defined 
teaching status. We ascertained use of acute reperfusion, ~blockers, aspirin, and 
angiotcosin converting enzyme inhihitors (ACE-I) among patients who were 
clinically indicated. Using mulfivariable analysis, we adjusted for patient 
demographics, severity of illness, comorbidity and hospital location. 

Results: In this data set, there were 79,181 teaching and 116,534 non-tcaching 
hospital patients. The mean age of all patients was 74.8 years. Teaching hospital 
patients were more likely to be urban (96%, 68.7%, p<0.01) and cared for more male 
(59.7%, 52.7%, p<0.01) and African American patients (8.70%, 5A3%, p,0.01). 
Patients at teaching hospitals were more likely to smoke (14.3%, 10.4%, p,0.01) and 
be hypertensive (40.0%, 37.5%, p<0.01) but less likely to have a low level of acute 
illness (Killip Class I: 50.6%, 52.2%, p<0.01). The table below compares the 
appropriate utilization of each therapy. (N is the number of patients clinically 
indicated for each therapy.) 

Unadjusted Adjusted 
Utilization Rate (%) Odds Ratio (OR)* 

Therapy N Teaching Non-teaching OR 95% CI 
ACE-I 19,239 61.2 58.1 1.33 1.25-1.42 
13-blockers 42,165 54.3 47.2 1.35 1.29-1.41 
Aspirin 100,083 90.3 83.3 1.51 1.45-1.57 
Reperfusion 26538 55.2 58.1 0.77 0.73-0.82 

*receipt of therapy at teaching venus non-teaching hospitals. 
Conclusions: In general, teaching hospitals performed better, except for the critical 

therapy of acute reperfi~inn. Rates for both hospital types show ample room for 
improvement in all therapies, least so for aspirin administration.. These differences 
persisted even when considering only patients clinically indicated for therapy and 
at~er adjusting for important covariates in this national data set. 
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PRIMARY CARE PHYSICIAN SATISFACTION WITH AN OPTIONAL 
USE HOSPITALIST SYSTEM. P. Aronowitz. S. Dick, F. Cobarrubias, M. 
Anderson, Inpatient Manager Service end Research Institute, California 
Pacific Medical Center, San Francisco, CA. 

Purpose: In spite of recent debate over the advantages and disadvantages 
of optional and mandatory hospitalist systems, little is known about 
physician satisfaction with either model. We examined primary care 
physician (PCP) satisfaction with services provided by one optional-use 
inpatient management program (IMP). 

Methods: During January, 1998, 199 PCP's who have the option of using 
the IMP for their medical or surgical inpatients were surveyed. These PCPs 
admit patients to a community hospital where San Francisco's largest 
Independent Practice Association assigns approximately 83% (150,000) of 
its managed care patients. Percentages are based on responses to each 
question. 

Results: Of 199 surveys distributed, 83% (165) were returned. Most (88%) 
of the respondents were either board certified in Internal Medicine alone 
(53%, n=85) or other medical sub-specialties (35%, n=56). Nine percent 
(n=lS) of respondents were board certified in Family Practice. Eighty 
percent (n=162) identified themselves as IMP users and answered questions 
regarding the IMP and their satisfaction with it. Fifty-seven percent (n=75) 
reported 'Extreme Satisfaction' with the program, 35% (n=46) reported being 
'satisfied,' 6°,6 (n=8) reported being 'generally' satisfied, and only 2%(n=3) 
reported being 'occasionally' or 'not' satisfied. Regarding patient satisfaction, 
27% (n=36) and 35% (n=46) of the PCPs reported they believed their 
patients were 'extremely' or 'very' satisfied, respectively and another 31% 
(n=40) said their patients were satisfied. Seven percent (n--9) reported their 
patients had mixed reactions to being cared for by a hospitalist. None 
reported patients with strong negative reactions. With respect to PCP feelings 
about quality of care provided by the IMP, 48% (n=64) reported it as 
'outstanding,' 45% (n=59) as 'very good, and 6% (n=8) as 'good,' with only 
1% (n=l) reporting 'fair' quality of care. 

Conclusions: High levels of PCP satisfaction can be achieved in optional 
use hospitalist systems. Whether this satisfaction with hospitalist services 
leads to greater PCP job satisfaction or if  these findings hold for mandatory 
use hospitalist systems merits further investigation. 

PHYSICIA;¢ .ATTITUDES TOWARDS THE CARE OF HOSPITALIZED 
I~ATIENTS AND THE HOSPITALIST MODEL OF INPATIENT CARE. AD 
Auerbach. RS Phillips, RB Davis. Univ of C, alif, San Francisco, Sen Francisco 
CA and Beth Israel Deaconess Med Ctr, Harvard Medical School, Boston MA. 

The hospital~t model of inpatient (HM) care has been proposed to provide 
inpatient care efficiently while relieving outpatient physicians of inpatient 
responsibilities. Little data exists to deesdbe physician ettitudes toward potential 
conflicting time demands, or the ~ l i a t  model of Inl~lient care. 

Using a mailed questionnaire, we surveyed 382 internal medicine board- 
certified physicians affdiatod with a large tertiary care hospital and who had had 
at least 1 admission in the 5 months preceding the survey. Descriptive statistics 
were first used to charectedze MD's and their responses. Using factor analysis, 
we selected survey items which reflected MD attitudes towards HM (Cronhech's 
alpha = 0.87); these items were then used to create • summery scale of MD 
attitude towards HM. Multivedable linear regression models were then used to 
determine MD characteristics associated with MD attitudes towards HM. 

Of MD's surveyed, 241 (70%) responded. The median age of respondents 
was 43 years; 73% were male, 44% were pdmery care MDs, end • majority 
(75%) spent morn than 20 hours,~-¢~,h cadng for outpts. When asked about inpt 
care practices, 45% of MD's stated they cared for <1 hospitalized patient/week, 
84% provided care to all their inpts, and 81% needed to travel <15 minutes to 
their inpt site. Survey responses describing MD attitudes towards potential time 
conflicts reveal that 42% agreed that 'caring for hospitalized pts makes caring for 
outpts more difficult,' but 68.4% stated that the care of inpts was 'best directed 
by their long-term MD.' Responses regarding MD attitudes towards HM show 
that only 36% felt that 'HM was a good idea,' 35% felt HM would reduce costs, 
61% felt HM would decrease pt satisfaction with care, and 54% felt HM would 
adversely affect their relationships with pts. Only 13% stated that they would use 
a hospitallet service for all their hospitalized pts. In multivedable models MDs 
were more likely to heve • favorable opinion of HM as measured by summary 
scale if they traveled >15 minutes to their inpt site (p<0.05). More experienced 
MDs (p<0.05) and MDs who spent more time per week cadng for outpts (p<0.05) 
were more likely to have • negative attitude towards HM. Other MD 
characteriatics such as specialty, or identification as pdmary care provider were 
not significantly asaociated with sentiments toward HM. 
These results suggest that MD sentiment towards HM is shaped by the MD's 

level of clinical experience, amount of outpt clinical activity, and by travel time to 
the hospital. MD acceptance of HM services will require better knowledge of its 
effect upon pt satisfaction with care, and its effect on the longitudinal patient- 
doctor relationship. 

SEVERITY OF ILLNESS OF PATIENTS ADMITTED WITH 
COMMUNITY-ACQUIRED PNEUMONIA: VARIATION AMONG 38 U.S. 
ACADEMIC HOSPITALS. SJ Atlas, Y Chang, LH Borowsky, DE Singer, 
Massachusetts General Hospital, Harvard Medical School, Boston, MA. 

Inter-hospital comparisons of processes and outcomes of care rarely 
incorporate disease-specific severity measures. We examined whether the 
severity of community-acquired pneumonia (CAP) varied for patients (pts) 
admitted to one of 38 U.S. academic hospitals participating in the University 
HealthSystem Consortium pneumonia benchmarking project. Adults with a 
discharge diagnosis of pneumonia and exclusions for non-CAP pneumonia 
were eligible. Retrospective hospital records were reviewed for up to 40 
consecutive eligible pts discharged between December 1, 1997 and February 
28, 1998. The severity of  CAP at admission was measured using the 
Pneumonia Severity Index (PSI). The PSI is a validated index of risk of death 
by 30 days that uses age, sex, selected comorbid conditions, vital signs, and 
lab values. Very low risk status (<1% risk of death) was defined as pts falling 
into PSI classes I or II. The percent ofpts  who were very low risk at the time 
of edmission was compared among institutions in univarlate and multivariate 
models. 

Hospital records were reviewed for 1457 eligible pts admitted to 38 
hospitals (mean 38.3 pts per hospital, range 24-40). The percent ofpts 
admitted with very low risk CAP varied significantly among the hospitals 
(mean 29.4%, median 31.9%, range 7.5-52.5%, p<0.001). Age and gender 
accounted for most oftbe variation in risk status among the hospitals 
(R2=0.81). For example, the mean age ofpts  admitted with CAP ranged from 
49.2 to 76.3 years. In multivariate models, hospital remained an independent 
correlate of patients admitted with very low risk CAP (p=0.04). Other 
correlates included African-American race (OR1.3, 95% CI: 1.2-1.4; p<0.001), 
and being admitted directly firom the physician's office (OR 1.3, 95% CI: 1.1- 
1.4; p=0.02). 

In conclusion, significant differences exist among U.S. academic hospitals 
in the pexcent ofpts  admitted with very low risk CAP. Efforts to compare 
length of stay and outcomes of care for CAP across institutions need to 
account for such differences in severity at admission. 

PRIMARY CARE PHYSICIANS' CONTROL OF THE PROCESS OF CARE: TO 
BEEP OR NOT TO BEEP? 
FA Aug~tevski, PD Tesolin, C Dmyer, NE Gimpel, FA Rubinstein. Division of Fantily 
and Preventive Medicine. Hospital ltaliauo de Buenos Aires. Argemina. 

Background: Access to prim~uy care physicians (PCP) is an essential componem of 
high quality of care. The availability of telephone consultations with tile PCP improves 
patient access and should influence their utiliz~ation of health services. Purpose: To 
evaluate if patients who make telephone consultation have different patterns of resource 
utilization and longitudinality of care in a managed care setting. 

Methods: The study was done in an academic HMO ill Argentina. PCP's have a 
defined panel of patients who can reach them for telephone consultations through a 
beeper. We included a sample of callers to each PCP during two one-week intervals 
randomly distributed along the 6-month stady period We selected three controls (non- 
callers) for  each caller. Variables considered for tile analysis included 
sociodemographics (age, sex, and date of affiliation to the HMO) and clinical 
information based on ambulatory diagnostic clusters. 
Multivariable analysis was used to estimate the effect of being a caller on the anmber of 
visits to the PCP, specialists, walk- in clinic and ER over a one-year period. 
We evaluated two mcasores of longiludinality: a) Non-Urgent care control was 
calculated as the proportion of all scheduled visits seen by file PCPs and b) Urgent care 
control as the proportion of all urgent care visits (including ER ,and walk-in clinic) Ihitt 
were handled by PCPs. 
Results: We included 568 callers during the study period and 1862 non-callers from the 
panel of 31 PCPs. Callers were more likely to be female (74% vs. 57%) and older (48 
yrs vs 43 yrs). They also lhad more chrenic diseases (28.5% vs. 15.9%), and 
psychosccial problems (11.8% vs. 5.8%). Adjusting for demographic ,'rod clinical 
variables, callers made significantly nmre office visits to the PCP (4.30 vs. 1.98, 
p<0,001), to specialists (5.68 vs. 3.13, p<0,001), and more urgent cam visits Io the ER 
and the walk-in clinic (2.42 vs. 1.27, p<0,001) daring one year of follow-up. When we 
included the patient caller status, the power of the models to explain' non-urgent and 
urgent visits increased by 7 to 10% (P,: difference 0,31 to 0,4). Callers had better 
iongitedmality measures with PCPs than non-callers: non-urgent care control was 54% 
in callers vs. 35% in non-cullers (p<0.001), and urgent care control was 48% in callers 
vs. 21%in non-callers (p<0.001). 
Conclusions: As we expected, patients who called their PCP showed greater utilization 
of medical services, even after adjusting for demograplfic and clinical variables. 
I n t e ~ g l y ,  callers also showed better measures of longitudinality, especially related 
to argent care. This suggests that telephone contact with the PCP extends the doctor 
patient relationship and achieves a greater involvement of the PCP in the process of 
care. 
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SOCIOECONOMIC POSITION AS A PREDICTOR OF AMBULATORY HEALTH 
CARE UTILIZATION. SK Aulakh. M Clark, AW Moultoo, S Zierler, 
Departments of Community Health and Medicine, Brown University School of 
Medicine and Rhode Island Hospital, Providence, RI. 

Background:  The relation between low socioeconomic position (SEP) and 
worse health status is well established. Populations with low SEP have greater 
utilization of  emergency department and hospital ~ .  However little is 
keewe  about patterns of  outpatient health care use among the poor. Objectives: I) 
To quantify the relation between SEP and self rated physical health status and 2) 
To quantify the relation between SEP and outpatient health care use among an 
ambulatory, adult population with access to care. Methods: The Medical 
Expenditure Panel Survey-Household component (MEPS-HC) is a nationally 
representative sample of the US civilian non-iustitutionalized population. Using 
MEPS-HC data from 1996, we conducted a secondary analysis of 4274 men and 
5682 women 18-64 years of age with access to care, defined as I) coverage by 
private or public insurance and 2) report a regular source of care. Analyses were 
stratified by age, gender and rnee/ethnicity. "Use" was defined as number of visits 
to ambulatory providers (physicians, nurses, nurse practitioners and physician 
assistants) during 1996. High utilizers were defined as having 6 or more visits. Low 
SEP was defined as either less than a high school education or being unemployed. 
Results: Lower SEP was associated with poor physical health status. Amongst 
individuals with less than a high school education 33% reported their health to be 
fair or poor while only 9% with at least a high school education reported fair or 
poor health. 33% of unemployed men and 25% of unemployed women reported fair 
or poor health while only 7% of employed men and women rated their health to be 
fair or poor. Lower SEP was also related to increased frequency of office visits. 
Twenty-six percent of  men and 37% of women were high utilizers (>--6 visits). 
Men with less than high school education were 1.7 times more likely to have >---6 
visits than those with at least a high school education (40 vs. 23%, (p<0.001)). 
Women were 1.2 times as likely to have >=6 visits if they had less than a high 
school education when compared to women with at least a high school education 
(43 vs. 35%, (p<0.001)). Unemployed men were about 2.8 times more likely to 
have >= 6 visits than employed men (48 vs. 17%, (p<0.001)). Unemployed women 
were 1.5 times mere likely to have >----6 visits than employed women (46 vs. 30%, 
(p<0.001)). These trends were consistent across age and race/cthnicity strata. 
Conclusion: Among individuals with access to care those with lower SEP are 
more likely to be high utilizers of ambulatory care. In the era of capitated 
contracts, risk adjustment for providers and institutions serving the poor may be 
required. Traditional, diagnosis based risk adjustment measures alone arc 
inadequate for predicting utilization. Given the ease of obtaining SEP information, 
SEP may be a useful adjunctive tool in predicting ambulatory health care 
utilization on a population basis. 

BREAST CANCER SCREENING PRACTICES BEFORE AND AFTER 
INITIATING MEDICAID MANAGED CARE IN TENNESSEE. JE Bailey, 
JY Wan, DL Van Brunt, WH Lafferty, GW Somes. Departments of Medicine and 
Preventive Medicine, UT Memphis, Memphis, TN. 
Many authors have suggested that managed care increases emphasis on health 
screening and prevention, but little data are available documenting its impact on 
preventive services utilization by Medicaid enrollees. This retrospective cohort 
study sought m determine the impact of managed care on screening rates for breast 
cancer using mammogmphy in Tennessee, where a statewida experimental managed 
care program (TennCare) delivers services to Medicaid enrollees through 12 
capitated managed care organizations (MCOs). A single cohort of female enrollees 
in the state's largest academic Medicaid MCO was assessed longitudinally before 
and after the initiation of TennCare. Cohort members were required to meet the 
following inclusion criteria: l) age 50-65 throughout the study period (1992 - 
1996), 2) continuous enrollment in the academic MCO for at least 320 days in 
either year of TennCare (1995 and 1996), and in the Medicaid program in either 
year before TennCare (1992 and 1993), and 3) no Medicare or other third party 
insurance. A total of 355 enrollees formed our final study cohort. Mammography 
utilization was assessed for each enrollee for each year in which they participated 
using administrative claims data. For the 355 cohort participants, average age at 
baseline (1992) was 59, 82.8% were black, 6.2% white, 0.9% other and for 10.3% 
race was unknown, 16.9% were eligible on the basis of AFDC or otherwise 
because of dependent children, 83.1% were eligible on the basis of disability. 
Overall, for the period 1992-1993, 18.0% of cohort members had a documented 
mammogram, and for 1995-1996, 34.4% of cohort members had a documented 
mammogram. These percentages were significantly different (p<_ .001) by 
McNemar's test. Of the cohort members who met continuous eligibility criteria 
for 1992, 8.8% had a documented mammogmm, and similarly for 1993, 13.8% had 
a documented mammogram. For 1995, 19.3% of thecohon members who met 
continuous eligibility criteria for that year had a documented raammogram, and for 
1996, 25.4% had a documented mammogram. This study demonstrates increases 
in documented mammograms in administrative claims databases following the 
initiation of Medicaid managed care. These increases in documented mammograms 
might in part reflect increased screening for breast cancer as a result of historical 
trends or increased emphasis under managed care. However, they might 
alternatively suggest increased coding for this preventive service or improved 
administrative databases under managed care. Further study is needed to validate 
claims database accuracy under Medicaid prior to routine use of claims data for 
assessing quality of preventive service delivery. 

S A T I S F A C T I O N  W I T H  C O N T I N U I T Y  O F  C A R E  A M O N G  H M O  
P H Y S I C I A N S  
KId Bachman,  D K  Freeborn, Kaiser Permanente Northwest and Center 
for Health Research, Portland OR. 

Purpose :  To ascertain the level of  satisfaction with continuity of  care 
(COC) among H M O  physicians, to understand its determinants, and to 
explore its effect on H M O  physicians'  attitudes and perceptions of their 
work envirbnment.  

Methods :  Data came from a marl survey of  physicians practicing at two 
large group model  HMOs: KP Northwest and KP Ohio. This analysis is 
limited to 282 physicians reporting primary care specialties of  IM, FP, 
pediatrics, and Ob-Gyn. 

Results:  67% of 282 respondents were satisfied with COC, 18% 
neutral, and 15% were dissatisfied or very  dissatisfied with COC. 
Physician gender, age, specialty, H M O  location, working less than full 
time, and tenure with the H M O  were unrelated to satisfaction with COC. 
Physicians who were satisfied with COC were more  likely to perceive 
quality of  care as excellent/very good (74 vs 45%; p=.001); more likely 
to choose KP again (51 vs 26%; p=.001), less likely to report a great deal 
of  stress from inadequate time with patients (16 vs 32%; p=.003), les s 
Iikely to report a great deal of  stress from the threat of  malpractice (11 vs 
23%; p=.001) and less likely to report professional burnout (13 vs 34%; 
p=~001). Finally, physicians who were satisfied with COC were not more 
likely to report a great deal of  stress from demanding patients (34 vs 
39%; p=.43). 

Conclusions:  The  majority of  HM O primary care physicians report 
being satisfied with COC. Satisfaction with COC appears to have 
positive influence on physicians'  overall work satisfaction and their 
perceptions of  quality of care. Satisfaction with COC m a y  also have a 
protective effect against some sources of  stress and burnout. 

NONCLINICAL CORREI~KTES OF CORONARY RE%~A~CULARIZATION USE. 

JM Barnhart, KT Kingsley, PA Rose, EJ Pierre, M'Karim. 
Department of Epidemiology and Social Medicine, Albert 
Einstein College of Medicine and Ferkauf Graduate School of 
Psychology, Bronx, New York. 

Purpose. We sought to identify if nonclinical factors, 
such as an unhealthy lifestyle, weak family or financial 
support may preclude cardiac patients from receiving 
clinically indicated revascularization (PTCA/CABG). 

Methods. In December (1998), we mailed 1200 surveys to 
physicians who were members of national academic medical 
organizations and met eligibility criteria. Information was 
collected on physicians' demographics and decision-making 
for cardiac patients. A 4-point scale (l=probably no; 
4=definitely yes) was used for the 14 nonclinical factors 
asked. Principal component and factor analyses were done to 
ascertain which variable sets might impact physicians' 
decisions for PTCA/CABG use. To assess the concordance of 
the component factors identified, mean scores of each 
factor were compared to assess which scores were probably 
(=3) or definitely (=4) associated with PTCA/CABG use. 

Results. The mean age for the first i00 respondents was 
47 years (S.D=6.66), 77% were men, 69% were Caucasians, 16% 
were African ~/nerican, and 7% were Hispanic. Their primary 
clinical specialties included family medicine (40%), 
cardiology (27%), internal medicine (18%), and thoracic 
surgery (12%). Variables identified by factor analyses 
revealed that perceived patient willingness to undergo the 
procedure affected PTCA/CABG use, such as family/patient" 
wanted a seco~dopinion, opted for medication first, or 
refused the procedure. Factors associated with patients' 
willingness had higher mean scores (2.8=probably affects 
use). Second components were labeled psycho-social ills and 
financial, such as noncompliance with medical advice, being 
unlikely to quit smoking, and inability to pay, 
respectively. Race was not associated with PTCA/CABG use. 

Conclusion. Physician-perceived unwillingness to undergo 
PTCA/CABG might preclude some patients from receiving the 
clinically indicated procedure. Further evaluation of 
psycho-social and economic factors may be key in 
determininq whv racial differences exist in PTCA/CABG use. 
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MEDICATION USE AMONG NURSES WITH PHYSICIAN-DIAGNOSED 
CHRONIC OBSTRUCTIVE PULMONARY DISEASE. R. Graham Barr, 
Carlos A. Camargo Jr., Samuel C. Somers, Ronda A. RockeR, and Frank E. 
Spcizer. General Medieinc Division and Dept of  Emergency Medicine, 
Massachusetts General Hospital; Channing Laboratory, Dept o f  Medicine, 
Brigham & Women ' s  Hospital; Harvard Medical School, Boston, MA. 

Morbidity and mortality from chronic obstructive pulmonary disease 
(COPD) are rising. This trend is unique among the top 5 causes o f  death, yet 
COPD treatment patterns are understudied. 

The Nurses Health Study, a prospective cohort study o f  121,701 female 
reg/stered nurses, surveyed participants biannually for physician-diagnosed 
COPD from 1986 to 1996. In 1998, a11 living respondents with possible COPD 
(n=7,228) were sent a supplemental questionnaire. Prevalent COPD was 
defined us a physician-diagnosis o f  COPD, emphysema, or chronic bronchitis, 
with the latter reqoiring productive cough for 3+ months in 2+ consecutive 
years. To date, 74% have responded to the questionnaire (n=5,335). 

After excluding women who denied these diagnoses (n=320), did not fulfill 
all symptomatic criteria (n=2,321), or had comorbid respiratory disease 
(n=331), 2,163 women met the case definition. O f  these, 1,001 (46%) reported 
an asthmatic component. Women were stratified into three severity groups 
based on COPD-related healthcare utilization over the past year: no urgent 
outpatient visits (n=l,501, 69%); emergency department or urgent office visits 
only (n--466, 22%); or hospitalization (n= 196, 9%). Use o f  American Thoracic 
Society (ATS) recommended medications during the past year increased with 
disease severity for 13-agonist inhalers (49%, 79%, 88%, respectively; 
p<0.001), ipratropium (19%, 31%, 64%; p<0.001), theophylline (15%, 26%, 
42°,6; p<0.001), inhaled steroids (31%, 62%, 74%; p<0.001 ), and systemic 
steroids (13%, 41%, 70%; p<0.001). Home 0 2  was used by 44% of  women 
who were hospitalized in the past year. Women with an asthmatic component 
had twice as many urgent visits and hospitalizations (p<0.001), and were more 
likely to take every class o f  medication (p<0.001) except home 0 2  (p=0.59). 

Among these health professionals, medication use increased with disease 
severity, as recommended by ATS guidelines. Nonetheless, overall medication 
use was low, particularly for established agents like ipratropium. 

FIREARM OWNERSHIP AS A PREDICTOR OF INJURY PREVENTION 
PRACTICE: ARE PHYSICIANS WHO OWN GUNS MORE OR LESS LIKELY 
TO COUNSEL PATIENTS? EC Becher and CK Cnssel, Deparlments of Pediatrics 
and Geriatrics, Mount Sinai School of Medicine, New York, NY. 

Background: Firearms in the home are associated with increased risks of hominide, 
suicide, and accidental injury. Medical organizations recommend that physicians 
counsel patients about the hazards of firearm ownership and about safer storage 
methods. Studies show that most doctors do not discuss firearm safety with patients. 

Objective: To better define reasons why firearm injury prevention counseling 
occurs infrequently, we addressed two questions: l) What is the relationship between 
physicians' personal gun ownership choices and attitudes and practices regarding 
firearm injury prevention counseling?; and 2) What additional factors are associated 
with physicians' firearm injury prevention practices? 

Methods: We conducted a telephone survey of a weighted random sample of 915 
members of the American College of Physicians and the American College of 
Surgeons. We created multiveriable logistic regression models using physicians' 
firearm injury prevention practices as our primary dependent variable and physicians' 
demographic attributes and statements of attitode as independent variables. 

Results: We constructed a gon-scorc to reflect physicians' personal involvement 
with firearms. Seventy percent of the survey population received a gun-score of 0 
(did not own a gun and were not members of a gun club). Twenty-five percent of the 
survey population received a gun-score of one (owned a gun or were members of a 
gun club, but not both). Five percent of the survey population received a gon-score 
of two (owned a gun and were members of a gun club). Regardless of gan-score, 
physicians were equally likely to agree that in general, "Safety counseling is 
appropriate provider behavior." (OR 1.02, 95% C1.66-1.60). (Odds ratios apply to 
each one-unit increase in gun-score.) Physicians with higher gun-scores were less 
likely t o agree that "Doctors should be involved in firearm injury prevention." (OR 
.40, 95% C1.30-.53). Controlling for age, gender, specialty, race, region, size of city, 
and a 4-item scale indicating propensity to provide injury prevention counseling 
(cronbach's alpha .61), physicians with higher gun-scores were more likely to report 
including "firearm ownership and storage as part of patient safety counseling." (OR 
1.98, 95% CI 1.34-2.93). Other predictors of increased firearm injury prevention 
counseling were: higher scores on the 4-item counseling scale (OR 2.41, 95%CI 2.00- 
2.90); membership in a gun conu'ol organization (OR 2.97, 95% CI I. 19-7.43); and 
prior domestic violence prevention training (OR 1.57, 95%CI 1.01-2.44). 

Conclusions: Physicians who own guns are less likely than physicians who do not 
,to report believing that doctors should participate in firearm injury prevention, but 
they are more likely to report providing firearm safety counseling for their patients. 

PROCESS MEASURES PREDICT CLINICAL OUTCOMES IN PATIENTS 
WITH COMMUNITY ACQUIRED PNEUMONIA: 
A MULTI-CEI~rER STUDY. DS Battleman and MA Callalmn, 
Department of Medinine, New York Presbyterian Hoapital-Comell, New York, N.Y. 

nVI'RODUCTION: Community Acquired Pneumonia (CAP) remains one of the 
most common reasons for hospital admission across the nation. As part of a quality 
improvement effort across our hospital network, we examined clinical and process 
variables related to hospital length of stay and mortality for patients with CAP. 
METHODS: One hundred (I00) CAP cases fi'om each of six network institutions 
were randomly selected. Each hospital record was reviewed by a physician using a 
computer-based data instrument. Standard demographic and clinical variables were 
abstracted. Three (3) process variables were also measured: (l) "site of initial 
antibiotic treatment," (2) "door-to-needle time" and (3) "antibiotic selection 
profile." Data was analyzed usin 8 SPSS statistical soRware. 
RESULTS: 600 patients from six institutions across the network were analyzed in 
this study. Sevanty-nine (79) patients, 13% of the sample, were excluded from 
analysis based on established exclusionary criteria. The population was primarily an 
older population (mean age = 67.9 years), 61% had significant comorbidities. We 
assessed independent predictors of hospital length of stay (LOS) and mortality using 
univariate and multivariate analysis. Clinical variables which were independent 
predictors of LOS included age, comorbid illness, presence of COPD and initial 
respiratory rate (P<.01). Two process variables, "Door-To-Needle Time" and "Initial 
Antibiotic Site," were also independent predictors of LOS (I'<.001). None of the 
demographic variables, including "Gender", "Payor Status" and "Ethoicity," 
correlated with clinical outcomes. A multivariate linear regression model was 
constructed using statistically significant clinical and process variables. The model 
was predictive of LOS outcomes (P<.00I). "Door-to-Needle Time". remained a 
statistically significant variable in this multivariate model (P<.01). 
An "Antibiotic Selection Score", a process variable measuring the appropriateness of 
antibiotic selection, was developed based upon a modification of American Thoracic 
Society guidelines for the U'eatment of community acquired pneumonia. Composite 
risk-stratified institutional scores were calculated. Scores ranged from 0.34 to 0.68 
(mean score = 0.56). The "Antibiotic Selection Score" correlated with overall in- 
hospital mortality (P=.016). 
CONCLUSIONS: We identified two process variables that correlate with important 
clinical outcomes. Unlike clinical or demographic variables, process variables are 
readily amenable to quality improvement. Quality initiatives to improve these process 
measures may lead to improved health care outcomes for patients with CAP. 

IMLEMENTATION OF A CLINICAL PRACTICE GUIDELINE: 
TREATMENT OF DEEP VEIN THROMBOSIS WITH LOW MOLEt'17t.,AR 
WEIGHT EIgPARIN. EM Beniamin, PK Lindeuauer, JL Fitzgerald, Clinical 
Practices Evaluation and Management, Baystate Medical Center, Department of 
Medicine, Tufts University School of Medicine, Springfield, MA. 

Purlmse: A growing body of literature supports the use of low molecular weight 
heparin (LMWH) in the treatment of patients with deep vein thrombosis (DVT). 
However, evidence that these findings can be easily translated into routine clinical 
practice is limited. We sought to determine whether a clinical practice guideline 
(CPG) and a case management system for patients with DVT could facilitate a change 
in clinical practice at an academic commtmlty h0~pitaL 

Methods: A multi-disciplinary team reviewed the literature and current care of 
patients with DVT at our institution. A CPG was wnRen which included inclusion 
and exclusion criteria, and a computerized order set was camated for on-line order 
entry. The CPG wns mailed to m~nhers of the medinal staff. Concun-ent ease 
management was used for case finding end to promote use of the CPG among 
physicians. We studied all patients pzesenting to oar hospital with DVT for the 12 
months following implementation of the CPG. For comparison, we reviewed care for 
the 12 months prc and post CPG implementation. 

R~'-alts: l l 0  patients with DVT confirmed by ulfa'asoond were admitted in the 
study period. 56% met criteria for the CPG, and of these, 88% received LMWH. 
Table 1 c ~ a r e a  the outcomes of patients tmatad before and after the 
i m p h ' J a ~ y a  of the CPG. Table 2 enmpercs the outcomes of patiems treated with 
ar wiflmut LMWH altar implemmm~on of C~G. 
i Ta /~  L Pre-4LTG Pmt-CPG Tab/e2. Non 

02 me) 02 mm) C'I'G 
n 132 110 n 55  55 
Inpatient enat ($) 2383 1739 Avg. enst/cnse ($) 2410 1069 
LOS mean (days) 5.39 3.41 LOS nzan (days) 4.95 1.87 
L~r~HRx(%) 1 50 LOS medlan (days) 5.$5 1.17 
Mo~bday (%) 1.5 0.9 Mom~ty (%) 2 0 

Reenn=ot v ' r ~  (%) 2 4 
Censtmlem:. The nae of  a CPG with ennenzrcat eaae mmmsenmat was effective at 

changin 8 ~ lmttems fur patient, with symptomatic DVT. These ehans~ 
resulted ia aignifinant natactiens in enst and LOS withont ~ quality. 
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HERBAL MEDICINE IN THE UNITED STATES: LACK OF EVIDENCE 
FOR EFFICACY AND IMPLICATIONS FOR FUTURE RESEARCH. 
Stenheo Beat. Bntdly Jacebs. Division of General Intental Medicine, Univessity 
of California, San Francisco, Osher Center for Integrative Medicine, San 
Franelsce, California. 

The ~ of this study was to determine the qmmtity and quality of 
information available to health cm'e lxovidets in the United States about the 
efficacy of herbal remedies. We performed a MEDLINE se~ch (1966 - March 
1998) for English-inngnage, randomized controlled trials and systematic reviews 
for each of the ten most commonly used herbal remedies in this country. Foreign 
language articles were excluded since it was felt that the maj~ity of health c~e 
providers in this ¢onntry do not read micles not published in English. All 
studies identified by the search wexe indnded in the study. Two reviewers 
independeoily rated the quality of each of the randomized controlled trials using 
an established scale. We lxespectively hypothesized that in order for a physician 
to form an opinion about the efficacy of an herbal product, he or she must be 
able to locate 2 or more randm~ized controlled trinh of at least average quality, 
with the same ootcome measm'e, ~ with a result in the sm~e direction or one 
syrJemAtlc review of the efficacy of the heaball~Xinct. These cr/teria were 
applied to the studies identified for each of the herbs. The namber of 
randomized controlled trials identified for the herbal remedies ranged from 0-22, 
and the average overall quality score was 3.2 (0-5 scale). There was adequate 
evidence to form an opinion about efficacy for only 3 of the 10 meet commonly 
used herbs (garlic, ginkgo biloba, and ginseng). Despite the widaspread use of 
herbal products in this county, the~e is Ihnit~ evidellce about the effcacy of 
these agents available to health care providexs. We believe that SyStemA,ic 
reviews of the most commonly used herbs should be performed and published in 
seerees readily available to physicians. This po3cess may help improve the 
communicatien between patients and ixoviders about the use of hexbal products 
and other alternative therapies. 

AMBULATORY CARE SENSITIVE CONDITIONS: READY FOR PRIME 
TIME? AS Bierman C Steiner, B Friedman, J Jee, CM Fillmore, C Clancy 
Agency for Health Care Policy and Research, Rcekville, MD 

Objective: Hospital admission rates for ambulatory care sensitive (ACS) conditions 
serve as a marker for impaired access to and suboptimal quality of primary care and are 
higher for vulnerable populations. We assessed the utility of ACS hospital admission 
rates in developing a national objective for Healthy People 2010, aimed at improving 
access to quality primary care, by examining variation by income, health insurance 
status, race/ethnicity and geography in these rates for selected ACS conditions. 

Methods: We sought conditions meeting 4 criteria: 1) commonly encountered, 2) 
evidence for underuse of effective interventions to prevent hospitalization, 3) evidence 
for disparities, 4) amenable to clinical, public health, and community based 
interventions. Three conditions were selected: asthma for children age < 18, 
uncontrolled diabetes for the non-elderly population age 19-64, and vaccine preventable 
pneumonia for the elderly age > 65. Overall ACS admission rates and rates stratified by 
median income of zipcnde of residence and by insurance status were determined using 
data from the 1995 National Inpatient Sample (NIS) of the Healthcare Cost and 
Utilization Project (HCUP-3). All states do not report race/ethnicity, therefore complete 
discharge data from 5 states were used to assess geographic and racial/ethnic differences 
in ACS rates. 

Results: Overall US ACS admission rates per 10,000 persons were 24 for pediatric 
asthma, 7 for diabetes, and 11 for preventable pneumonia. Residents of zipcodes with 
mean annual household incomes > $35,000 had ACS rates for all conditions markedly 
lower than residents of lower income zipeodes. For example, rates for asthma were 9 in 
zipeodes with incomes >$35,000 and 42 in zipcodes with incomes <$35,000. 
Individuals with private insurance had admission rates of 16 for asthma and 4 for 
diabetes, 33% and 43% less than the overall population respectively. State level 
variation in ACS rates was noted for all conditions. The admission rate for preventable 
pneumonia is 4 times greater in MO than FL (14.5 vs 3.6). Rates for asthma were more 
than twice as high in NY than in CA (51 vs 21). African-Americans had admission 
rates for pediatric asthma and diabetes 2-6 times higher than those for whites in all 5 
states, with geographic variation in the magnitude of the differences. Latinos had much 
higher rates than whites for asthma in NY (49 vs. 20), with smaller differences found 
in CA (19 vs. 16) and FL (23 vs. 17). 

Conclusions: Substantial variation in ACS rates was found for all conditions studied 
by income, insurance status, race/etlmicity and geography. The magnitude of this 
variation suggests that selected ACS conditions may serve as benchmarks (despite 
potential confounders e.g., disease prevalence) for national, slate, and commtmity level 
interventions directed at reducing health disparities by using a continuous quality 
improvement rather than rate-setting approach to improving health outcomes. 

THE QUALITY OF HOSPITAL TUMOR REGISTRY DATA. NA Bickell, AH 
Aufses, P Formisano, MR Chansin. Departments ofHeaith Poficy, Medicine 
& Surgery, Mount Sinai School of  Medicine, NY, NY. 

Hospital minor registries (TR) provide data that inform health services 
research and cancer control policies. However, as many c~ncer treatments 
move from inpatient to outpatient settings, the reliability of hospital-based 
tumor registry data is unknown. We determined the reliability of  TR data by 
comparing it with data from a Breast Cancer Quality Improvement (QI) 
project for which data were gathered from numerous outpatient sources. 

For the QI project, we collected data about tumor stage, surgery and 
adjuvant radiation and systemic therapies (RT & ST, respectively) from 3 
participating hospitals. The median number of sources to complete a patient's 
data was 2 (range: 1-4) at Hospital I; 2 (1-5) at Hospital II, and 3 (1-5) at 
Hospital IH. All are teaching hospitals in the NY metropolitan area with 
tumor registries staffed by Certified Tumor Registrars. Hospitals I & II have 
tumor registries certified by the American College of Surgeons. All 146 
patients at Hospital I, 148 patients at Hospital II and all 71 of 154 patients at 
Hospital III who had surgery prior to 1996 had data in the TR. 

Tumor stage and type of surgery had similar rates reported in the Q1 project 
and TR. Kappa values for agreement ranged between .81 and .94 for tumor 
stage and .88-.97 for surgery type. Rates of RT among breast conserving 
surgery patients as tabulated in the QI study were 83%, 82% and 73% at each 
of the hospitals; corresponding TR rates were 41%, 66% and 27%. Kappa 
values for RT weze~. 19, .59, and.  16 respectively. Rates of  ST from the QI 
study at each of the hospitals were 81%, 69% and 84%; corresponding TR 
rates were 29%, 29% and 7%. The associated kappa values were .15, .24 and 
.03. Reported rates of adjuvant therapies frequently delivered in the 
outpatient setting were up to ten times higher in the QI study as compared 
with hospital tumor registry data. 

Tumor registry data may nut provide a reliable measure of cancer 
treatments received in the outpatient setting. Caution should be used before 
TR data is used for research or policy-making decisions. 

MEDICAID MANAGED CARE'S AFFECT ON ACCESS TO PRIMARY 
CARE. ~ K Gnnnbach, D Osmond, K Vnmizan. Sen 
Francisco General Hospital, San Francisco, CA 

States have embraced the use of managed care for their Medicaid 
beneficiaries as a strategy to expand their patients' access to care. Between 
January 1996 and July 1998 California increased the percentage of its 
Medicaid beneficiaries in menaged care from 21 to 47 by implementing 
mandatory menaged care on a county by county basis. We performed a 
longitudinal survey of primary care physicians in California to see if this 
expansion affected their involvement with Medicaid patients. In 1996 
before California's expansion of Medicaid managed care, we asked a 
probability sample of 947 primary care physicians (general internists, 
family practitioners, pediatricians, end obstetricien-gynooologists) on a 
mailed questionnaire to report the percentage of Medicaid patients in their 
practice and their willingness to accept new Medicaid patients. In 1998, 
after the expended implementation of Medicaid managed care, we 
resurveyed by mail the same physicians end obtained 713 (75%) completed 
questionnaires. Before and after the expansion of Medicaid menaged care, 
a similar percentage of primary care physicians had any Medicaid patients 
in their practice (62 vs 61, p=0.4). There was no change over time in the 
overall percentage of primary care physicians ~,cepfin8 new Medicaid 
patients in their practice (55 vs 54, p=0.3) or in the median percent of 
Medicaid patiunts in the practice (2 vs 4, p=0.9). 74 primary care 
physicians who had Medicaid patients in their practice in 1996 no longer 
did in 1998 and 64 primary care physicians who had no Medicaid patients 
in their practice in 1996 did in 1998. Physician characteristics including 
age, sex, race/ethnicity, specialty, end board certification were not 
associated with changes in who was caring for Medicaid patients. There 
was also no association at the county level between the change in the 
penetration of  Medicaid managed care end the change in the percentage of 
primaxy care physicians who had any Medicaid patients in their practice. 
The nation's largest Medicaid managed care program did not result in an 
impcovement in access to primary care physicians for Medicaid 
beneficiaries. 
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PRIMARY INTENSIVE CARE: RESULTS OF A CLINIC DESIGNED TO CARE 
FOR HIGH UTILIZING AND DIFFICULT PATIENTS. KE Brown, JM Levine, PG 
O'Connor, DA Fiellin, WH Sledge. Yale University School of  Medicine, Yale New 
Haven Hospital, New Haven, CT. 

The purl~se of this pilot study was to determine whether comprehensive medical and 
psychosocial assessment followed by intensive outpatient management are feasible and 
cost effective for patients who show high levels ofbealthcare utilization or are judged 
by their providers to be "difficult". 

We designed a Primary Intensive Care team consisting of  an internist, psychiatrist, 
nurse practitioner, pharmacist, and social worker. Twenty-six patients were identified 
as eligible for inclusion. Patients were excluded if they failed to appear for evaluation 
(n=5) or if the current primary provider did not consent (n=4), leaving 17 patients for 
entry into the program. Of these, 12 had shown previous high levels of  healthcare 
utilization (defined as greater than $1000 per month of  cost) and 5 were referred 
because of the perception of  "difficulty". The intervention included I) comprehensive 
assessment and management by the team 2) frequent scheduled visits, 3) separate 24 
hour beeper access for patients. Outcome measures were hospitalizations, ED visits, 
and total hospital costs on a par month basis. Hospital outpatient costs were included 
in total hospital costs. Data from the intervention period were compared to a time- 
matched pre-intervention period. 

The mean age of  the patients was 41 years (25-70), 59% were female, 84% were 
white, and all had Medicaid or Medicare. All patients had at least one chronic medical 
illness; 15 had one or more psychiatric diagnoses. Mean follow-up was 9.4 months (5- 
12). At baseline, patients had a mean of  0.3 (0-1.2) hospitalizations/mouth, 0.6 (0-4.2) 
ED visits/month and monthly hospital cost of  $1904 ($310-4379). With the 
intervention, mean hospitalizations/month were 0. I (0-0.6), mean ED visits/month.0.5 
(0-3.2), and mean hospital cost/month $1537 ($113-6829), p=NS for all comparisons. 
The team did note substantial clinical improvement in 8 oftbe 17 patients. For patients 
whose healthcare utilization was at least $1000 per month (mean $2533/munth, $1426- 
4379) in the baseline period and for whom there were at least 6 months of  follow-up 
(n=10), there was a reduction in hospitalizations/month from a mean of  0.4 (0. l-1.2) 
days per month to 0. I (0-0.4) during the intervention, p--03. There was a trend toward 
reduced total hospital costs per month in this group (mean $1583, $194.-4555), 13=.09. 

We conclude that comprehensive medical and psychosocial assessment for primary 
care patients followed by intensive interdisciplinary management can result in clinical 
improvement as well as decreased hospital admissions and costs, particularly for 
patients with antecedent high levels ofhealthcarc utilization. 

PATTERN OF PSA USE OVER THREE YEARS IN AN HMO SERVING AFRICAN-AMERICAN 
MEN~_~R.C,L~(~ J Geo~ and BD Blalor, Karmanos Cancer Inslitute sod De f~ t i~ t  of 
Med~, Wa~e SNe U~em~+ O~ro~UL 

G ~  the kereasod ~k orpro~ caeer'an0ng'~American men and k ~  
~ of UI~ p01~atid benem and l i ~  of PSA teslmg we examined the p a t ~  of PSA 
tasting.in a p o p ~ o f . A f d c ~  men eegoged in an HMO during the period 1995~97 
Using a d r n l n ~ d a m  m IdmBedyear-specir¢ cohoris of men 40 years of age or older who 
had ~ the ~ 1 ~  fi:T.,.~..i.!! 9~6 n=1568; 1997 n:1498). Over 75% of theae rnen are 
M e d i c a h ~ ,  '12-14% had pmelm-rdmd symptoms, 2% had e ixevlo~ history of I~-u~;at~ 
oancer and 6;7%- fK~Je(fift/fof 0 ~  d0dng ~he slucly year. Age-stx~if~ rates(%) of PSA tes~tg 
dudng anch year folow In the table batow. PSA use increases with age through age 75 
(py~Jue<.O01), and stl  remains over 50% ~long men 80+ yeefs of age. PSA uso increases for 

i + + + i + + i +  ++ 53 1996 33 I 37 56 I 62 68 67 
1997 4 t - ]  4 9  58 [ 59 [ 68 ~ '  73 75 ] 52 [ 

~1 age groupa from 1995b 1 ~  a-at c o n ~  to increase in 1~7 for man under~e ~ of ~ 
or ove~ 70. In em;h ye~f men vtdh ~ pmatale symptoms were more l ik~ to ~ tended Ih~ 
w~re men withotmt ~ e,yn~ohxna (an absobte ~ of 14 to 20%). P ~  t es~  ~ e#so 
more likely among ~ ~ ~ freqtamt ~ care visits, a higher number of ~ronic glness 
diagnosos, and amo~g:tho~e vi~Jpg'a utologiat. Between 6 and 8% of the PSA rasults excsoded 
4ng/mL. 

their higher risk of prostate cancer, the potanUal value of the early d e t e ~  of prostate 
cancer could be sobatso~at a m ~ g ~  men but the extent of benefit, if any, 
remains u n ~ .  N e r O ;  use of PSA tasfin 9 in the study HMO is common and its u~ is 
increasing. Furthermore, use of PSA rasing does not appear to s p e d ~ y  targat the men most 
likely to hanefit. For example, g ~  s o ~  of life expaetancy, men over the age of 75 to 
80 ate uNik~ to bef~efd from ~ htd ow~r half of those men had a P ~  tesL Simgady, false 
~ l i v e  p ~  rasolts ~ rne~e ~ ~ man with benin pn)stata symptoms yat t as~  is 

common ~ such men. If P ~  t ee~  is eventually Ixoven to ~ hene~¢i= mJdfli(m= 
atforts will ~ required ~ targat its use toward those men most Mk~ to hane~ It 
is also important to auute that me~ offered tas6ng understand the patanlial be~ts and 
limitations of these ~ intan~¢~ed efforts. 

DOES MEDIA COVERAGE OF MEDICAL RESEARCH INFLUENCE PRESCRIBING? IV[ 
Brunt. MD Murray, J Kesterann, WM Tierney. Ragenstfief lnstitutu for Health Care, 
Indiana University, Purdue University, Rundebush VA Medical Center, Indimmpolis, IN 

At a scientific meeting in March 1995, Psaty et al. presented epidemiologlc r-',=~'ch 
on pms~le  increased mortality among patients t a k ~  calcium antagonists (CCBs) for 
hyperte~ica. His results reinforced adherence to Joint National Committee Guidelines. 
Media coverage was immediate, intense, typically simplistic, easily misinterpreted, but 
nonethele= persuasive. Peer-reviewed publication occurred 6 months later but received 
minimal media attention. We used a national phamacentical benefit claims database to 
study anfihypartunsive (AH) drug use before and after the inifi~ media exposure in 
March, 1994 and when the article was published in JAMA in August, 1994. Specifically, 
we anticipated a chop in CCB use and an increase in ~-biocker and diuretic use. 

The phmmaceufical database contained prescriptions for more than 15 million 
patients i ,  all 50 states who exclusively used a single national phannoceutical benefits 
company to obtain their drags. There were no formulary restrictions. We extracted 
weekly chug claims over a 2-yeas period from March 1994 through March 1996. 
Reasons for prescn'bing were not available. We examined me  of  CCBs, ~ b l o c k e ~  
diuretics, angioteasin converdng enzyme (ACE) inhibitors, nitrates, and miscellaneous 
AH, comparing their prevalencas among all patients receiving any cardiovascular (CV) 
drugs. 

The database contained approximately 20,000 claims per week for CV drugs. For all 
chugs, week to week variability was large. CCBs mprasented 19.6~-0.9% (SD) of  all AH 
drug claims over entire 2-year period end were the most prevalent among the AHs we 
studied. Comparing prescriptions before and after the publicity surrounding the March 
1995 meeting, there was a minimal change in CCB elaim~ (e.g., 20% of  all CV drugs 
were CCBs in the week before the March 1995 presantafica compared with 19.3% in 
the first week afterwards). No changn was seen within the first mcath after the article 
appeared in JAM& The magnitude of  the change was marginally sensitive to the 
number of  weeks used as a grouping interval. At the time of  the meeting, short acting 
CCBs ~ t s d  only 14% ofCCB cinlm~ and gradually chopped to 12% by March 
1996. The largest change occurred with miscellaneous AHs, followed by ACE 
inhPoitors. Diuretic end ~blocker increases were small. Nitrate claims rose acutely 
from 7.3% before the meeting's publicity to 7.8% afterwards, but fell thereafter. With 
the excel~ca of  the miscellaneous AH group, all trends appeared to begin before the 
March 1995 meeting. 

The embargo of  stody results before junrnal publication is jastified by the worry that 
physicians will make changes in therapy based on incomplete information in the media. 
However, we found only trivial changes in use of  CCBs and other AH drugs coincident 
with the intense media attention surrounding Psuty's presentation, although the ~ e  
variability in p t ~  fill rates could hide smull, clinically insignificant effect=. 

IMPROVING THE QUALITY OF CARE FOR PATIENTS TREATED WITH 
ACUTE MYOCARDIAL INFARCTION ACROSS A HOSPITAL NETWORK 
MA Callahaq, D Alfalta, H Rader, G Heinreich, A Klein New York Presbyterian 
Healthcare System, New York, NY 

Background Despite widespread dissemination of  relevant clinical studies and 
treatment guidelines, many patients do not receive appropriate treatment when 
hospitalized for a myocardial infarction. As part of a quality initiative across art 
academic hospital network, we sought to measure and improve the use of  effective 
interventions for patients suffering a myocardial infarction (MI). 

Methods Data from randomly selected patients from each of the five network 
hospitals (100 cases per site) was extracted for the baseline year (1996). The results 
were delivered to the medical staff members at the participating hospitals 
accompanied by academic detailing regarding current treatment recommendations 
(the im~,,rveution phase). Following the intervention phase, 70 cases were reviewed 
for patients treated at each hospital during 1997. Three additional hospitals served as 
controls. Control hospitals were retrospectively sampled to look for changes between 
1996 and 1997 but did not participate in the intervention program. 

Results 371 patients were included in the final baseline year analysis. Patients 
were excluded if they were transfers from other hospitals, were admitted for terminal 
care, or did not meet the study definitions for an M I. Baseline (1996) use of  aspirin in 
the hospital averaged 71% (range 61% to 81%), beta-blockers 67% (range 36% to 
88%), calcium blockers 17% (range 7% to 25%), ACE-inhibitors 31% (range 21% to 
61%). Similar rates of use of  these medications at discharge were observed during 
the baseline year. After the intevention phase, use of these medications improved at 
the study hospitals, with aspirin increasing from 71% to 95%, beta blocker use from 
67% m 90%, ACE-inhibitor use from 31% to 55%, and calcium blocker, use 
decreasing from 17% to 7% of cases (p <.01 for all change except for calcium blocker 
use). These changes were present for inpotient and discharge use of the medications. 
The control hospitals showed no statistically significant changes in the use of  these 
medications during the study period. 

Conclusions A program of peer-based profiling combined with academic detailing 
was effective in improving the use of medications that have been shown to reduce 
morbidity and mortality associated with myocardial infarction. By targeting 
processes of  care that are associated with outcomes of  interest, the quality of  care can 
be improved for hospitalized patients. We project that these changes in quality would 
lead to overall reductions in mortality from MI. 
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EFFECTS OF SUPPLEMENTAL COVERAGE OH USE OF PREVENTIVE 
SERVICES AMONG ELDER MEDICARE BENEFICIARIES. O Catrasunill0, A Diez- 
Roux. Division of General Medicine, Columbia-Presbyterian Medical Center, NY, NY. 

Background: While most Medicare beneficiaries have supplemental coverage through 
a private plan from a former employer or self-purchesed, others receive supplemental 
coverage from Medicaid or do not have any additional coverage. We examined 
preventive services among Medicare beneficiaries with these three types of coverage. 

Methods: We analyzed data from the 1996 Medical Expenditure Panel Survey. 
Approximately 10,000 nationally representative households were sampled including 
2,418 Medicare beneficiaries age >64. We dichotomized self report of preventive 
services a-priori as follows: a physical exam and blood pressure cheek in the past two 
years, flu vaccination in the past year, a cholesterol cheek within five years, and dental 
checkups every year; among women, a mammngram and breast exam within the past two 
years and ever having a PAP smem'; among men, a prostate exam within the past two 
years. Logistic regression (SAS and SUDAAN) was used to adjust for baseline 
differences in age, gender, educational level, functional limitations, self-perceived 
health, source of care, and health care provider visits. Results: Of the 31.7 million elder 
Medicare recipients in 1996, 62% had private coverage, 9°,4 had Medicaid and 28% did 
not have additional coverage. Those with no additional coverage were more likely to be 
female, older, had lower educational attainment, greater functional limitations, lower self 
perceived health, and fewer outpatient visits vs. those with private coverage (P<.05). 
Medicaid recipients had the lowest educational level, greatest percentage with functional 
limitations, and lowest self-perceived health (13<.05, vs. private coverage). Medicaid 
recipients and those with no additional coverage were less likely to have preventive 
measures. In multivariate analyses, recipients with no additional coverage were more 
likely not to have 5 of the 8 preventive measures examined; Medicaid recipients were 
also less likely to have preventive services. 
* p<.05 Type of suppl, coverage Adjust. O.R. of not having prev. svc. (95%C1) 
% Reporting Private Medicaid None Medicaid vs Private None vs Private 
Physical exam/2 yrs 80% 73%* 77% 1.74 (1.11-2.72)* 1.14 (0.86-1.51) 
B.P. check in 2 yrs 97% 93% 94%* 2.34 (1.25 -4.39)* 1.81 (1.08-3.02)* 
Flu shot in past yr 71% 55%* 63%* 1.43 (0.94 -2.17) 1.36 (1.07 -1.74)* 
Chol. in past 5 yrs 73% 70% 66%* 1.16 (0.71-1.88) 1.35 (1.02-1.79)* 
Breast exam/2yrs 81% 69%* 76% 1.56 (0.90 -2.72) 1.08 (0.76 -1.54) 
Mammogram/'2 yrs 67% 56%* 58%* 1.24 (0.74-2.06) 1.24 (0.92-1.68) 
Ever had a PAP smear 95% 91% 87%* 1.67 (0.71-3.95) 2.26 (1.42-3.60)* 
Prostatcexam/2yrs 82% 43%* 75% 4.70(2.41-9.19)* 1.24(0.81-0.91) 
Dentalchkcveryyr. 56% 24%* 44%* 2.45(1.48..4.07)* 1.38(1.07-1.77)* 

Conclnsions:Even though Medicare covers preventive services (except dental), 
recipients with private insurance are more likely to report receiving these. Socio- 
demographic, health, and access to care variations do not fully explain these differences. 

A DEMONSTRATION OF MANAGED CARE FOR THE MEDICAID 
DISABLED: [HOW] DID IT AFFECT UTILIZATION AND COSTS .9 RDCebul, 
I Solti, NH Gordon, ME Singer, SMC Payne, and KA Gharrity. Center for Health 
Care Research & Policy, Case Western Reserve University, and the Ohio Bureau 
of  Medicaid Policy, Cleveland and Columbus, OH. 
Background and Goals: Challenges to the evaluation of voluntary programs of  
managed care (MC) for the Medicaid disabled include documented enrollment bias 
and unsatisfactory risk-adjustment methods to predict the trajectory of  future 
utilization and costs. This report examines changes in utilization and costs, both 
overall and by service category, associated with MC among disabled Medicaid 
patients participating in a voluntary demonstration program in 3 Ohio counties. 
Design, Subjects, and Data Sources: This is a pre-post cohort comparison of 
disabled Medicaid MC patients, between 7/95 and 12/97, who: 1) were enrolled for 
at least 6 months; 2) had at least 6 months pre-enrollment data available; and 3) had 
satisfactory post-enrollment encounter-level data available from state Medicaid. 
Pre-cnrollment utilization, service categories, and costs used fee-for-service 
Medicaid claims; category-specific average costs from the pre-enrollment period 
were applied to utilization data to estimate post-enrollment costs. 
Main Measurements :  1. Time trends for overall costs and for category-specific 
utilization for both the pre-and post-enrollment periods, up to two years- 2. 
Differences in one year pre- and post-enrollment utilization and costs, per patient 
month (PM). Ualizaaon categories included inpatient care, outpatient hospital 
visits, MD care, drugs, durable medical equipment, and home health care (HHC). 
Results: MCOs in 2 of  3 counties provided satisfactory encounter da ta . .Of  1179 
enrollees, 592 met our inclusion criteria (above). Pre-enrollment, utilization and 
costs were significantly increasing in 4 o f  6 categories, and flat in 2. Post- 
enrollment, decreasing costs were obseeved for 2 categories, 2 were fiat, and 2 
increased, but from a lower "baseline". Except for MD visits and HHC, there was 
lower utilization (p<0.001) in all categories after enrollment. Inpatient and total 
costs declined by $196/PM and $267/PM, respectively (both p values=0.0001). 
Discussion: While we are not yet satisfied that post-enrollment data were complete 
in all utilization categories, we believe that our evaluation methods warrant use in 
other MC settings with enrollment bias and imperfect risk-adjustment tools. If  the 
dramatic changes observed here are "real", measuring changes in quail .ty of  care 
and patient satisfaction will assume greater importance. 

AMBULATORY MASTECTOMY: INFLUENCE OF STATE AND MANAGED 
CARE PAYER. C Case, C Steiner, M Johantgen; Georgetown University, Agency 
for Health Care Policy and Research, University of Maryland; Rockville, MD 
Purpose: Public concern over the influence of managed care on the use of 
ambulatory mastectomy sparked numerous legislative efforts to mandate a minimum 
length of inpatient stay after a mastectomy. This study provides longitudinal rates of 
ambulatory mastectomy across five states, and analyzes the independent relationship 
between managed care and the use of ambulatory mastectomy, while controlling for 
patient and provider characteristics. 
Methods: Data are from the Healthcare Cost and Utilization Project at AHCPR 
which collects all discharges from hospitals and ambulatory surgery centers. Five 
states (CO, CT, MD, NJ and NY) and 8 years (1989-1996) are represented. The 
sample includes all women undergoing inpatient and ambulatory total mastectomy 
(TMAS). Age-adjusted rates per 100,000 women are calculated. The independent 
influence of state and HMO payer on the likelihood of receiving an ambulatory 
TMAS is determined using multivariate logistic models, adjusting for clinical (age 
<50, comorbidity, metastases, simple mastectomy) and hospital characteristics 
(teaching, ownership, urban). 
Results: The absolute rate of ambulatory TMAS (2-141100,000 women) remains 
lower than inpatient TMAS (51-62/100,000) in all five states. However, three of five 
states (CO, CT, MD) have demonstrated a substantial increase in the percent of 
TMAS performed in the ambulatory setting, from 1-2% 1989-1993, up to 8% (CT), 
12% (MD) and 22% (CO) in 1996. Women with metastasis, comorbidity or a more 
extensive mastectomy are 50-80% less likely to receive an ambulatory TMAS. 
Adjusting for clinical and hospital characteristics, women were 2.5 times more likely 
to receive an ambulatory TMAS in CT {95% CI 1.9-3.5 }, 4 times more likely in MD 
{ 3.5-5.7 }, and 8 times more likely in CO { 6.3-10.6 }, as compared to NJ. In addition, 
women with Medicare, Medicaid or private commercial insurance were 20-50% less 
likely to receive an ambulatory TMAS as compared to women with an HMO payer 
(0.8 {0.7-0.9 }, 0.5 { 0.3-0.9 }, 0.7 { 0.6-0.8 } respectively). 
Conclusion: Ambulatory mastectomy is increasingly common. Clinical 
characteristics remain important and independent determinants for whether a woman 
receives an ambulatory mastectomy. However, the state in which a woman receives 
her care and whether she has an HMO payer are equally strong and independent 
determinants of whether a woman receives an ambulatory or inpatient mastectomy. 

ENROLLMENT BIAS IN A VOLUNTARY MANAGED CARE PROGRAM FOR THE 
MEDICAID DISABLED. RD Cobul, ME Singer. SMC Payne, and KA Gharrity. 
Center for Health Care Research & Policy, and the Division of General Medicine, Case 
Western Reserve University at MetroHealth Medical Center, and the Ohio Bureau of 
Medicaid Policy, Cleveland and Columbus, OH. 
Objective: To examine baseline differences betx~een enrollees and eligible non- 
enrollees in the first year of a voluntary Medicaid managed care program for the 
disabled, implemented in three Ohio counties (identified as A, B, and C) in 1995. 
Methods: Medicaid eligibility and claims files were used to compare demographics, 
chronic medical conditions, important utilization categories, and Medicaid costs 
between enrollees and eligible non-enrollees, overall, and within and across counties, 
during the year prior to the program's inception. In county A, we also examined the 
association ofenrollmeat with patient pro~mity to, and prior experience with, the host 
institution, after contmlling for clinical conditions and demographic traits. 
Results: From 7/1/95 to 6130196, only 1.2% of eligibles (447 of 36,120) enrolled. 
Enrollees differed significantly from eligible non-enrollees in virtually all major 
comparisons. Overall, enrollees were more likely than eligible non-enrollees to utilize 
most categories of service and had 21% higher annualized Medicaid reimbursements 
in the year prior to enrollment ($7,322 vs. $6,048; p=.003). In addition, differences in 
demographics, chronic conditions, utilization, and costs varied across counties. As 
examples, enrollees' prc..cnrollment year's costs ranged from 72% higher (County B) 
to 10% lower (County C) than eligible non-enrollees in the same counties: and. while 
patients with HIV/AIDS were more likely to enroll in County A (OR=3.69. CI=2.20- 
6.20), there were no HIV/AIDS enrollees in the other ~.vo counties. In County A, pre- 
existing relationship with the host institution (multivariate OR=6.64, CI=5.00-8.91 ) and 
close proximity to the host institution (multivariate OR=2.48, CI=1.39-4..41) were 
strongly associated with enrollment. 
Conclusions: This report is the first to describe in detail the enrollment in a voluntary. 
program of managed care for the Medicaid.disabled. finding low and biased enrollment 
overall, and enrollment that was variably biased across counties. In the absence of 
perfect methods for risk adjustment, or evidence from randomized trials, evaluation of 
such programs (e.g.; effect on aocess/utilizatiun, cost, and quality) is problematic. 
Likewise, without aggressive marketing to increase the representativeness of enrollees, 
even the fairest risk-sharing approaches may fail to attract the voluntary participation 
of providers and managed care organizations. 
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COLORECTAL CANCER SCREENING WITH FECAL OCCULT BLOOD TESTING 
IN THE ELDERLY. JT Chan~. WF Lawrence, JS Mandelblatt. Divisions of General 
Internal Medicine and Cancer Prevention and Control, Georgetown University Medical 
Center, Washington, DC. 

Purpose: Colorectel cancer (CRC) is a disease that primarily affects older adults and is 
the second leading cause of  cancer-related death in the United States. The natural 
history of  CRC and its high prevalence make it an excellent candidate for screening. 
However, competing causes of  mortality in older adults may diminish beneficial 
screening outcomes. While screening at age 65 has been shown to be cost-effective, the 
impact of  screening in older adults has not been explored. We evaluate the costs and 
benefits o f  screening older adults for CRC with fecal occult blood testing (FOBT). 

Methods: A simulation model was created to determine the incremental cost- 
effectiveness of  annual fecal occult blood testing for colorectal cancer screening 
compared to no screening. A five state Markov model was used to simulate the 
detection and treatment of  adenomatous polyps and colorectal cancer and the subsequent 
progression to death. The incremental cost per life year was determined for older adults 
at various ages. A cost-effectiveness ratio of  $60,000 per life-year or less was 
considered cnst-effective. Costs, probabilities, and the sensitivity and specificity of  
FOBT and colonoscopy were estimated from the literature. Incidence, mortality, and 
survival data for colorectal cances were obtained from the Surveillance, Epidemioingy, 
and End Results (SEER) program of  the National Cancer Institute. Population mortality 
data were obtained from the National Center for Health Statistics. 

Results: The incremental cost per year of life saved for colorectel cancer screening 
with annual FOBT starting at the age of  50 was calculated to be $23,472. The 
incremental cost per year of  life saved for CRC screening at the age of  65 was estimated 
to be $27,528, at the age of  75 was estimated to be $55,235, and at the age of  80 was 
estimated to be $151,491. At the age of  85, not screening was associated with 
improved life expectancy and lower costs compared to screening. 

Conclusions: For older adults with average risk of  mortality, coinrectal cancer 
screening with annual fecal occult blood testing appears to be cost-effective through age 
75. As one approaches the age of 85, screening does not improve life expectancy. The 
impact of competing mortality from comorbid illness appears to be an important 
determinant of  both the outcomes and the cost-effectivaness of  colorectal cancer 
screening, and should be considered in physician-patient decision making about 
screening. Future work will explore the impact of  different combinations of age and 
comorbid illnesses on the cost-effectivaness of  CRC screening. 

BARRIERS TO IMPROVING DIABETES CARE IN 40 COMMUNITY HEALTH 
CENTERS. MH Chin, S Cook, L Jin, J Koppert, J Harrison, F Thiel, SB Auerbach, A 
Hurrand, CT Schaefer, HT Takashima, N Egbert, S Chiu, W McNabb: University of 
Chicago, IL; MidWest Clinicians' Network, Okemos, MI; HRSA, New York, NY. 

Purpose: Little work has examined the challenges of improving diabetes (DM) care it. 
poor clinics serving vulnerable patients (PTS). We aimed to determine barriers to 
improving DM care in 40 community health centers (CHCs) in 6 Midwestern states. 

Methods: We surveyed the 390 physicians (MDs), nurses, dieticians, health educators. 
and administrators caring for adult DM PTS at 40 federally funded CHCs. Our response 
rate is 61% after the 2nd of 3 waves. Using 5-point Likert scale questions, the survey 
assessed barriers to care along 5 domains: provider (PROV) opinions of the importance 
of processes of DM care, PROV perceptions of  PTS' valuation of these processes, 
PROV responsibilities, PROV abilities, PROV barriers, and PT barriers. Organizational 
characteristics of the CHCs were obtained through a separate survey to the DM project 
leader at each CHC and chart review of a sample of up to 80 DM PTS at each CHC. 

Results: 64% of the CHCs were rural and 42% had a hospital affiliation. The mean 
number + SD of PTS cared for by each CHC was 3258 + 2431, of whom 208 + 174 had 
DM. On average at each CHC, 65% of the PTS were female, 80% > 45 years old, 71% 
Caucasian, 25% Medicaid, 19% sliding scale payment, and 36% used insulin. 

PROV thought that regular glucose monitoring, Hgh Ale  measurement, dilated eye 
exams, foot exams, diet monitoring, and exercise were all important (mean for each > 
4.4, l=not at all important, 5=extremely important), but thought that PTS valued these 
processes less (mean range for processes = 2.7-3.4, P<.01). PROV generally accepted 
responsibility for performing these processes, but MDs and nurses had low to moderate 
confidence in doing dilated eye exams (mean 1.8), and helping PTS change diet (mean 
3.4) and exercise (mean 3.6). In contrast, dieticians were more confident (P<.01) in their 
ability to help PTS change their diet (mean 4.7) and exercise (mean 4.4). PROV neither 
agreed nor disagreed that PTS could not afford home glucose monitoring, Hgb Ale  
testing, dilated eye exams, diets, and exercise (mean range 2.4-3.3, l=strongly disagree, 
5=stroagly agree). PROV disagreed that PTS' access to a lab (mean 1.6), 
ophthalmologist (mean 2.3), and nutritionist (mean 2.0) were significant problems. 
PROV tended to either disagree, or neither agree nor disagree that various PROV 
barriers were significant (mean): teaching glucose monitoring too time consuming (2.5), 
language/cultural barriers (2.9), forget to order A1 c/eye exam/examine feet (2.7), not 
enough time to examine feet (2.2) or arrange eye appointment (2.3). 

Conclusions: PROV thought that access to care, cost of care, and sufficient 
appointment time were mild to moderate barriers to quality DM care in CHCs. Most 
striking was PROWs perception that PTS do not value key processes of DM care highly. 
MDs and nurses generally lacked high confidence in helping PT behavioral change. 

AN INTRANET DATABASE TO ASSIST IN DEVELOPING A HOSPITALIST 
SYSTEM ~ JR Harrison, J Previll, CA Estrada, East Carolina University 
School of Medicine, Greenville, N.C. 

Background: Given the growing number of  hospitalist systems, physicians need 
quick, accurate, real-dine information in order to improve quality of  patient care. 
Within these systems, databases can be used to achieve these goals as well as track 
health care outcomes and utilization of  resources. 
Objectives: To develop a web-based computerized database to track health 
outcomes and usage of  health care resources, and to promote better continuity of care 
for patients in a hospitalist setting. 
Method*: We designed a web-based program to track patients, their primary as well 
as co-morbid diagnoses, length of hnspital stay, bed usage, medications used, 
discharge dispositions, and mortality. The system keeps track of  inpatient, consult, 
and nursing home teams. Confidentiality of  data was achieved by using a firewall to 
prevent external access to the system as well as an encryption system to deny access 
to unauthorized users. Any computer terminal in our hospital containing a web 
browser can access the database. House staff are responsible for maintaining the 
database. The system assists honse staffand hospitalists by providing quick and easy 
check out of  patients for cross coverage situations, keeping track of their procedures 
performed, and maintaining an up to date list of  patients and their locations in the 
hospital. The system has a search engine that allows data retrieval and analysis. 
Results: The database was implemented in the fall o f  1998. During three 
.months 653 patients were enrolled, 84% of  these patients were admitted to 
general medicine teams and 16% were on consult or subspecialty teams. 
Approx/mately 80% of  the medicine house staff have used the database to date. 
Of  the house staff, interns have used the database the most often. Interns feel 
the program helps them with their checkout rounds by providing "to do" lists, 
accurate patient locations, and problem lists thus improving continuity of care. 
The average length of  stay for the general medicine teams was 6.5 days. House 
staff perceived that 19.2%, of  the days spent in the hospital, or 1.2 days per 
admission, were inappropriate (patients remained in the hospital for noo- 
medical reasons). 
Conclusion: An intranet based computerized database provides real time access 
to information for hospitalists and is easy to use. We determined that 19.2% of  
hospital days were inappropriate and are allocating resources to decrease this. 
Future directions include development of  antomatic letters to improve 
communication between hospitalists and outpatient doctors and linkages with 
other databases. 

NURSING WORKLOAD DURING HOSPITAL STAY. P,_..C,h~.a~, MP Kossovsky, 
TV Peroager, FP Sarasin, and JM Gaspoz. Department of internal medicine and 
Medical Director's office, Geneva University Hospitals, Geneva, Switzerland. 

Objective: To idendfy factors explaining variation in nursing workload. 
Methods: The nursing workload of 11760 consecutive days among 998 patinnts 

was analyzed using a standardized measurement instrument (Med Care; 78;16:465- 
75). Results: One day of care represented on average 3.66 horns of nursing care (95% 
CI: 3.63-3.69). Patients' age and sex, the Christmas-New Year holiday and weekends 
were not related to nursing workload. The following factors were significantly (all 
p<0.05) associated with workload (lack of independance of days in the same patient 
were taken into account): 

univatiate multivariate 
analysis mgremion 

Constant 21146 

Appropriate admission: no 21147 0 
yes 3h47 -t45' 

Discharge: home 3hi0 0 
other facility 41105 +53' 
dead 5h2A +1h58' 

Length of stay: 1-7 days 3h25 0 
8-14 days 3h20 -5' 
15-21 days 3h43 0 
> 21 days 4h07 +17' 

Days since admission: 1-2 4h06 0 
3-5 3h37 -2Y 
6-9 3h24 -31' 
>9 3h37 -29' 

Days before discharge: 1-2 3h12 0 
3-5 3h19 +10' 
6-9 3h25 +19' 
>9 4h07 +29' 

Appropriate day: yes 3h57 0 
no 2h30 -42' 

Conclusions: This study indicates that nursing workload depends more on the 
processes of admission or discharge, or even on the effecient management of the 
hospital stay, than on patients' characteristics (e.g. age, sex). This suggests that 
improvement of these processes (e.g. reduction in inappropriate days) may increase 
the average nursing workload per patient/day. 
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T H E  IMPACT OF SCHEDULED APPOINTMENTS FOR NON-URGENT 
PATIENTS ON PATIENT FLOW IN AN EMERGENCY DEPARTMENT. 
,IS Cohen and J Porro~o-Carroll, Providence VA Medk:al Center, Brown 
Univerdty, Providence, RI (JSC) and Minnanpolk VA Medleal Center (JIPC). 

Purpose: To measure the impoet of an intervention to improve patient flow in 
a Department of Veterans Affairs Hospital Emergency Department (El)). 

Methods: Both pre and post-intervention l~tflents walking into the ED were 
trlaged as emergent, urgent or non-urgent; emergent patients were seen 
Immediately. Pre-iotervention urgent and nowargsnt patients were placed in 
the same queue and seen as SOon as possible with limited priority given to the 
urgent patients. Past-intervention urgent patients enotinued to be seen as soon 
as possible, but non-urgent patients required an appointment. A subset of ED 
physicians staffed a newly created weekday clinic for non-urgent patients. Such 
patients were either scheduled into this new clinic or into a more appropriate 
clinic outside the El). Non-urgent patients were not assured of a same day 
appointment. Patients both pre and poot-interventton were encouraged to utilize 
an existing telephane care service, through wldch they could aecess the 
appropriate venue of care. The appointment system intervention was 
Implemented October 1, 1996. Variables retketing patient flow were measured 
for the months January to March prior to the intervention, and Jannary to 
March 1997, three months after beginning the program. Variables measured 
Included number of patients seen; standard deviation and variance in patient 
volume; waiting time to be seen; and the number of patients leaving without 
being seen as a resuR of a long wait. Data en emergent patients and any patients 
seen on weekends, holidays, evenings or nights were analyzed separately. 

Remits: The mean number of patients seen and trlaged as non-emergent was 
56.7 pre-appointment system and $7.S with the appointment system. Standard 
deviation decreased from 11.4 pre-system to 8.4 post-system; the variance 
changed from 129.9 to 69.7 which was stnttstieally signitieant (p-value 0,016); 
Waiting time for non-emergent patients placed in queue decreased from 90.3 
minutes pre-appotntment system to 65.4 minutes with the appototment system, a 
decrease of 28% (p-value 0.000). The mean number of patients who left without 
being seen I~r  day pre-appnintment system was 2.2, and with the appointment 
system was 0.2, a reductien of 91% (p-value less than 0.000). Clinician staffing 
was not dgntfleantly changed from pre to post-intervention. There was no 
inerexse in the number of patients seen on the evenLags o r  on weekends after 
Implementing the appointment system. 

Conclusion: A triage system that refers non-urgent patients to specific 
appointments can result In substantial improvements in patient flow. 

VALIDITY AND RELIABILITY OF USING THE COMPONENT OF PRIMARY 
CARE INSTRUMENT IN URBAN PUBLIC HOSPITAL. T Conwav, TC Hu, M 
Salnem. Department of Medicine, Cook County Hospital; Ambulatory and 
Community Health Network, Cook County Bureau of Health Services, Chicago, IL. 

A valid, reliable, and comprehensive tool to measure the quality of primary care 
perceived by the population served is necessary to monitor and enhance clinical 
performance. To assess the psychometric property of a previously validated tool, the 
Component of Primary Care Instrument (CPCI), for urban public hospital patients, we 
conducted a cross-sectional study using a convenient sample. From 07/13/98 to 
08/31/98, all consecutive patients who attended the General Medicine Clinic of the 
study hospital were recruited. 1,451 patients completed the study questionnaire during 
the seven-week study period. Crunhach's O~and Pearson's rs were calculated. 

Domnln CC1 AK IC PRP CC2 A FC CC3 
Comprehensiveness of care (CC1) (0.84) 
Accumulated knowledge (AK) 0.71 (0.91) 
Interpersonal communication (IC) 0.59 0.69 (0.78) 
Preference for regular physician (PRP) 0.67 0.65 0.66 (0.76) 
Coordination of cam (CC2) 0.44 0.53 0.45 0.48 (0.85) 
Advocacy(A) 0.62 0.71 0.70 0.56 0.60(0.84) 
Family context (FC) 0.26 0.36 0.18 0.21 0.38 0.43(0.81) 
Community context (CC3) 0.23 0.29 0.12 0.14 0.34 0.34 0.72(0.86) 

The numbers on the diagonal are Cronbach's Of for internal-consistency of 
reliabilities of the corespondent domains. An acceptable level of Cronbach's C~ is 
0.70 or above. Cronbach's O~ also provides information for the convergence of the 
multi-item domains. The numbers on the off-diagonal area are the Pearson's rs that 
demonstrate the strength of the correlation between two domains. Our data show that 
all the Cronbach's Of are greater than their correspondent Pearson's rs, indicating that 
both convergent and discriminant validity criteria are met; therefore, the validity and 
reliability of the CPCI is ensured for urban public hospital patients. 

Encouraging patients to use primary care service is central to contemporary 
strategies for improving healthcare delivery. Providing high quality primary care for 
inner city populations and redirecting their healthcare seeking behaviors toward 
primary care is an important challenge. Our study demonstrates that the CPCI is a 
valid and reliable monitoring tool to assess the quality and acceptability of primary 
care for health care organizations where urban minorities are served. 

THE EFFECT OF PHYSICIANS' PERSONAL RELATIONSHIPS 
AND CHARACTERISTICS ON NON-VERBAL 
COMMUNICATION BETWEEN PHYSICIAN AND PATIENT. D. 

N.J. FarbeL and B. Aboff. Christiana Care Health System, 
Wilmington, DE. 

Objective: To determine physicians' attitudes regarding specific 
examples of non-vefhal commtmication, and to identify wbethe¢ the 
physicians' personal relationships and characteristics effect the 
opinions and practice of these behaviors. 

Methods: A survey was mailed to all members of the Delaware 
Medical Society. A response rate of 30% was achieved. Areas of 
commtmication included hand holding, hugging , placing an arm 
arotmd the shoulder and sharing personal experiences. Three aspects 
of each behavior were assessed: Indirectly, using hypothetical 
scenarios and directly by asking the acceptability of a behavior and the 
quantity of the behavior performed by the physician ovor one year. 
Data were compared with the physicians' responses to personal 
questions including level of comfort with primary relationships, 
personal exporiance with serious ,illness, and demographic 
information. Comparisons were made using chi square and regression 
analysis. 

Results: The characteristics associated with increased accoptability 
of the behaviors in the vignettes and increased d e m o t i o n  of the 
behaviors were emotional (p<.05) and physical closeness (p<.05) to 
parents, and gender (p<.05). Emotional (p<.05) and physical (p<.05) 
closeness with a significant other was associated with increased 
acceptability of the behaviors. The majority of physicians' found 
sitting on the bed, hugging, hand holding, placing an arm arotmd the 
shoulder, and sharing emotions and personal experiences to be 
acceptable physician-patiant behaviors. Wherens, displaying anger at 
the patient or at the medical commtmity in front of the patiant was 
found to be unacceptable. 

Conclusion: Physicians" physical and emotional closeness with 
pationts is influeaced by their relationship with parents and significant 
others. Physicians' should explore family of origin issues to establish 
optimal non-verhal commtmication with patients. 

PHYSICIAN AND PRACTICE CHARACTERISTICS ASSOCIATED WITH STD 
PREVENTION SERVICES. RL Cook, HC Wiesenfeld, MA Ashion, T Zamborsky, MJ 
Krohn, S Scholle. Center for Research on Health Care and Department of Obstetrics" 
Gynecology and Reproductive Sciences, The University of Pittsburgh, Pittsburgh PA. 

STD risk counseling and chlamydia screening are recommended preventive services 
for sexually active young women; chlamydia screening was recently chosen as a new 
HEDIS measure. The study objective was to determine physician and practice 
characteristics associated with these STD prevention practices among primary care 
physicians. 
Method: In 1997-1998. written surveys were mailed to a random sample of 1600 
Pennsylvania physicians, stratified by specialty and gender. Survey items assessed 
provider and practice characteristics, STD-related attitudes and beliefs, STD-risk 
assessment, and four clinical scenarios. 
Results: Surveys were received from 52% ofaligible physicians. Of these, 31% would 
screen an asymptomatic, sexually active 19-year-uld woman for chlamydia during a 
routine gynecologic exam. Physicians were significantly (P<0.05) more likely to screen 
for chlamydia if they were pediatricians or internists, female, African-American, or 
believed 1hat chlamydia is common in their population. Practice characteristics 
significantly associated with chlamydia screening included practice type (group/clinic 
vs. solo), metropolitan setting, > 80% HMO clients, >20% African-American clients, 
and higher numbers of STD patients. In multivariate analysis, chlamydia screening 
remained significantly associated with female provider gender (OR 1.7; 95% CI 1. I - 
2.8), clinic practice type (OR 5.7; 95% CI 2.6 - 12.8), metropolitan location (OR 1.9; 
95% CI 1.1 - 3.1), and >20% African-American patients (OR 2.0; 95% CI 1.2 - 3.6). 
The proportion of providers assessing specific STD-related risks among young persons 
most or all oftbe time was 88% for sexual activity, 84% for condom use, 42% for 
sexual orientation, 47% for number of sexual partners, and 73% for prior history of 
STD. Only 32% of physicians did a complete STD-risk assessment (all five STD-risk 
items) most or all of the time. Factors associated with conducting a complete 
risk assessment were female provider gender, practice with_>20% AfricawAmerican 
patients, and practice that frequently encounters STD-related problems." 
Conclusion: A majority of physicians do not provide recommended STD prevention 
services. Perceived prevalence of STDs in the practice population may influence 
physician behavior. Interventions to improve ST/) prevention physician behaviors am 
urgently needed. 
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PROBLEM DRINKING AND ADHERENCE TO HIV THERAPY. RL C ~ k ,  S Hunt, 
C Woodward, J Conigliaro, S Sereik& and J Eden. Center for Rescaxch on Health Care 
and Center for Chronic Diseases, The University of Pittsbargh, Pittsburgh PA and 
Borneman Internal Medicine, Reading PA. 
Objective: To determine the extent to which problem drinking is as.u~ated with self- 
reported nonad~rence to medical therapy among persons with HIV. 
Method: The study design was cross-sectional survey. Participants were persons at- 
tending one of two outpatient HIV clinics: an academic clinic in an urban setting 
n=176, 80%), and a community practice. Patients in the 2 practices completed the 
anonymous written sm'vey over three months (1997-1998). Problem drinking was 
defined as either heavy drinking (2 12 [women] or>16 [men] drinks per week), 
hazardous drinking (score of>8 on the AUDIT) or binge drinking (drinks at least 5 
[women] or 6 [mon] drinks in one sitting). Two dcfinitions for medicine nonadherence 
were used: i) missed d0~  (missing at least I dose of medicatiou in previous 24 hours), 
and 2) inconsistent timing of preacribed administration (taking fewer than "nearly all" 
of their medications on time as scheduled during the previous week). 
Results: Of 232 sm'veys collected, 219 (93%) contained sufficient information to 
conduct data analysis. A majority of the respondents from the academic practice 
(n=176) were male (76%), white (69%) and identified homosexual intercourse as a HIV 
risk factor (58%), while the participants from the community practice were 
disproportionately woman (36%), with Hispanic heritage (44%) reporting heterosexual 
intercoorse (59%) and IV drug use (34%) as HIV risk factors. Among all surveyed, 
14% reported missing a dose of medication in the previous 24 hoers, while 29% 
reported inconsistent timing of medications. Problem drinking was found in 31% of the 
sample, with most reporting a history of binge drinking (30%). Problem drinking was 
significandy associated with inconsistent timing of taking medication during the past 
week (OR 2.3; 95% CI 1.2 - 4.4), and marginally associated with a missed dose in the 
past 24 hours (OR 2.1; 95% CI 0.9 - 5.0). Significant crude associations for 
nonadherence in the past 24 hours were also observed for marijuana use, age < 40, black 
race/ethnicity, and having been treated for depression. When controlling for the effects 
of gender, ethnicity, regimen complexity, clinic setting, and other drug use, the 
relationships between problem drinking and nonadherence persisted, although only 
marginally for both missing a dose in the past 24 hours (OR 2.0, p=0.05) and 
inconsistent timing in the previous week (OR 2.6, p=0.09). 
Condnsion: Persons with problem drinking appear to he at increased risk for 
nonadherence with therapy, although a majority of problem drinkers were adherent and 
the cross-sectional nature of the study does not allow for cause-effect conclusions. 
Nevertheless, a better understanding of the factors associated with nonadherence among 
problem drinkers will he useful to refine interventions to improve medical adherence 
with HIV therapy. 

A COMPARISON OF SCREENING FLEXIBLE SIGMOIDOSCOPY 
RATES BETWEEN FEE-FOR-SERVICE MEDICARE AND MANAGED 
CARE PATIENTS: IS THE DIFFERENCE AGE OR SOMETHING 
ELSE? 
S. Cvkert, R.Hanis, and L Kinsinger from the Division of General 
Internal Medicine and ClinicalEpidemidiogy of the University of North 
Carolina Schcd of Medicine, Chapel Hill, NC. and the Internal Medicine 
Program of the Moses Cone H..ealth system, Greensboro, NC. 

Advanced age is often cited as a benier to the performance of 
recommended screening prosoduras. Of procedures done for cancer 
prevention, flexible sigmoidmcopy (fix sig) for cdiorectal cancer has 
probably received the least attimtion. In this study, we measured 
baseline rates of screening flxaig in representative primary care 
practices in four North Cam31ina (!ltias as part of the project, MakJng 
Prevention Work. This project ~es designed to quantitate the delivery of 
a vanety of preventive servicesin private practices and utilize the 
resources and goals of these practices to optimize patterns of care. 
PractJces were chosen in descending on:ler from largest to smallest until 
the target number of practices was reached. The charts of 1225 patients 
aged 50 to 75 yrs. who received primary care from participating 
practices were randomly selected and reviewed. Screening fix sigs done 
between Jan. 1, 1993 and Dec. 31, 1995 were counted. The rate of 
screening fix sig for eligible managed care patients was 20% compared 
to 14% in these same practices for Medicare patients (p = .03). A logistic 
regression analysis wss performed using patients age, race, and 
insurance status, as well as physician age and group size as predictor 
variables. Rate of stool hemoccult performance was also analyzed as a 
predictor. Older physidans used screening fix sig slightly less often than 
younger dinidans (odds ratio .g6, 95% CI .g~, .95) and physicians in 
larger groups screened slightly more often than those in smaller groups 
(OR 1.10, g5% CI 1.05, 1.15). Medicaid patients received the least 
screening (OR .45) but were small in number and did not reach 
statistical significance (95% CI .19, 1.10). Patient age and hemoccult 
rates within a prance did not predict fix sig rates. Patients' economic 
status, size of payments or co-payments by patient, and degree of MD 
reimbursement per insta'ance plan were not accounted for in this model. 
Given the weakness of the predictors defined above, it's possible that 
these economic issues drive the screening decision. 

PROMOTING CLINICAL PREVENTIVE ACTIVITIES: BARRIERS 
AMONG PHYSICIANS. J Comuz. D DiCarlantonio, A Clerc Berod, A 
PEcoud, F Paccaud. Institute of Social and Preventive Medicine, Outpatient 
clinic, Medical School, University o f  Lausanne, Switzerland 

Background: Some physicians are still reluctant to put prevention into clinical 
practice arguing that patients themselves do not expect preventive activities 
such as counseling and health promotion. We surveyed Swiss physicians to 
assess their perception of  patient's expectations regarding preventives activities 
and to determine physician characteristics correlating with this reluctance. 

Methods: Built through a focus group process and then pre-tested, our 
questionnaire gathered physician sociodemographic data (age, gender, years 
and type of practice), self-reported lifestyle characteristics (smoking, alcohol 
consumption, physical activity), and assessed physicians' attitudes toward 
integrating clinical preventive activities into practice. This questionnaire was 
mailed to 686 general practitioners (GPs) of  three slates of  Switzerland, o f  
whom 496 (72%) responded. Responders and non-respenders did not differ by 
age or gender. A multivariate analysis was performed. 

Results: One hundred and forty seven GPs (30%) reported that their patients 
either did not a~-ee that clinical prevention was a distinct and valuable clinical 
activity apa~ from the so-called curative activities or did not expect such an 
activity. Male gender (Odds Ratio [OR] 2.9, 95% Confidence Interval [Ci] I. I- 
3.9), age above 50 (OR 2.3, 95% CI i.3-3.8), being a smoker (OR 2.1, 95% CI 
1.3-3.5) and reported drinking more than one drink a day (OR 2.9, 95% Ci 1.6- 
3.9) were the factors associated with this perception. The other characteristics 
(years and type of  practice, regular exercise) and physicians" perceptions of the 
harriers for integrating prevention intoclinicol practice, such as lack of  
training, time, reimbursement and guidelines for preventive medicine, were not 
associated with this reluctance to implement prevemive services. 

Conclusion: The perecption among some physicians that patients do not 
expect health promotion activities is correlated to male gender, older age and 
unhealthy personal lifestyle. Strategies to improve health promotion activities 
offered to patients should include promoting healthy lifestyles and education 
among male physicians. 

DO PRIMARY CARE PHYSICIANS' ATTITUDES TOWARD 
MANAGED CARE CORRELATE WITH TEST ORDERING 
PRACTICES? 
S. Cvkert. R.Hafds, and L Kinsinger from the Division of General 
Internal Medidne and Clinical Epldemidiegy of the University of North 
Carolina Scho~ of Med~dne, Chapel Hill, NC. and the Internal 
Medicine Program of the Moses Cone Health System, Greensboro, 
NC. 

The assessment of physicians' attitudes toward access to care within 
a managed care plan could serve as a rapid measure of plan 
perfonmance if these attitudes ton'elated with actual practice. In this 
report, we examined ~tmther physidans' beliefs regarding capitated 
care cowelated ~th the pedommnce of important tests on their 
patients. Flexible sigmoiduscopy (fix sig) ~ used as a representative 
screening test while performanue of hemoglobin A-I-C (Hgb alc) in 
diabetics was used as a representative disease management test. 
One hundred family ~ o n e r s  and general internists (PCP's) 
wactidng in central North Carolina were interviewed concerning their 
attitudes toward managed cam and prevention and charts of 1225 of 
their patients aged 50 to 75 yrs. were reviewed. Included in the chart 
review~es whether flexible sigmdiduscopy ~ performed in the 3 yrs 
between Jan. 1, 1993 and Dec.31, lgg5 and whether Hob a lc  was 
performed in 1995. In bivmiate analysis comparing physldans who felt 
access ~es preserved in capltated care, the rate of fix sig was higher 
then for those PCP's ~1o felt othenMse (19.4% vs. 12.1%, p = .04). 
This assodatJon ~es not observed in the performance of Hgb a lc  
(70.8% vs. 65.9%, p = 0.6). Logistic regrassJen analysis v~s performed 
on fix sig rates for which the predictor variables induded physidans' 
attitude, age, and group size as well as patient age, race, and 
insurance coverage. Whether hemoccult screening occun'ed in the 
previous 12 months was also included in the model. Increased PCP 
age mildly predicted fix sig rates (odds ratio .96, 95% CI .93, .98) and 
larger group size predicted slightly higher rates (OR 1.1, 95% CI 1.05, 
1.15). Physidans' opinion of access was not a significant predictor in 
the regression model. We corclude that physidans' attitude toward 
their patients' access to care in capitated plans does not reflect actual 
test perforrnence for screening or disease management tests. 



94 Abstracts  J G I M  

RETRIEVAL BIAS: NOW YOU SEE IT, NOW YOU DON'T. C Daniels, 
K Byhee, and VM Montori. Mayo Graduate School of Medicine, Rochester, 
MN. 

Purpose: Retrieval bias is the predilection for positive over negative 
studies when retrieving them from medical literature databases for the 
purpose of obtaining the best available evidence. The purpose of this study is 
to demonstrate the existence of retrieval bias in a population of physicians 
searching for the best available evidence to answer a clinical question. 

Methods: Using the Evidence-ha,u~ Medicine Conference's article hank, a 
compilation of resident presentations of the best evidence available to answer 
a clinical question, two independent evaluators selected the articles that 
answered questions about therapy. These articles were classified as being 
positive studies - those that rejected the null hypothesis- or negative studies - 
those that did not reject the null hypothesis. A reasonable MEDLINE search 
was performed using the Haynes high sensitivity filter for therapy articles. 
The evidence found was again classified as positive or negative and compared 
with that retrieved for the conference. In the subset of articles where negative 
studies were found when positive studies were presented, a comparison of the 
journal impact factor between the two articles was analyzed. 

Results: One -hundred articles were presented from December 1997 to 
December of 1998. Of these, 44 answered therapy questions. Of the 44 
articles reviewed, 37 (84%) were positive and 7 were negative. The repeat 
search showed that for the 7 negative studies, zero positive studies were 
found. When the search was repeated for the 37 positive studies, 4 negative 
studies were found (11%). In each of these 4 cases the resident physician 
elected to present the positive study and ignore the study with a negative 
result. The average journal impact factor when residents presented the 
positive study ignoring the negative study was; positive 21.9 vs. Negative2.9. 

Condnsioss: We believe retrieval bias as defined above, independent of or 
due to a subtle form of publication bias through journal impact factors may 
play a role in the retrieval of studies from medical databases to he presented 
or discussed as being the best available evidence. We are currently 
conducting an experimental prospective study to determine the presence and 
magnitude of this form of bias in the practice of Evidence-based Medicine. 

ANXIETY AND DEPRESSION AMONG RESIDENTS' PATIENTS: 
DIFFICULT DIAGNOSES. DG Dldden, JT Phllbdck, JB Schodlng, 
Division of General Medicine, University of Virginia, Charlottesville, VA 

PURPOSE: Mental illnesses are very common among patients In 
pdmary care settings. We sought to deten~ine the prevalence of 
depressive and anxiety disorders as well as the rates of their diagrmsts 
and treatment among patients in a resident teaching clinic. 
METHODS: The PRIME-MD was used to screen for mentsl health 
disorders among 135 continuity patients at a University-based internal 
medicine residents' clinic. The 10 item Difficult Doctor Patient 
Relationship Questionnaire (DDPRQ-10) was also administered. This is 
rated on a 10-60 scale, with 60 being most difficult. Rates of diagnosis 
and treatment of these Illnesses were measured by chad review. 
RESULTS: We found the followir ~revalences of these illnesses: 
Diagnosis (n = 135) (%) DDPRQ-1O (mean) 

No anxiety or depression 62.2 21.7 
Major depression 25.9 26.0* 
Dysthymia 15.6 27.8* 
Depression-partial remission 8.9 23.2 
Panic disorder 7.4 31.1" 
Generalized anxiety disorder 13.3 28.0" 

*p<0.05 compared to patients with no anxiety or depression 
Overall, 38% of the patients met cdteda for at least one disorder, and 
21% met cdteria for > 2 diagnoses. After review of the respondents' 
charts, we found the following rs les of diagnosis and dn g treatment: 

Diagnosis (n=135) Chart Diagnosis (%) Drug therapy (%) 
Any depressive disorder 34.1 40.9 
Major Depression 50.0 48.6 
Any anxiety disorder 19.4 54.5 
Generalized anxiety disorder 16.7 50.0 
Panic disorder 37.5 70.0 

CONCLUSION: The prevalence of anxiety and depression Is very high in 
this patient population, and residents perceive patients with these 
illnesses as significantly more difficult. Half or less of the patients with 
anxiety or depresslve disorders had a documented clinical diagnosis, and 
only about half were receiving drug treatment. These rates of diagnosis 
are similar to the original Prime-MD study among faculty physicians. 
These diagnoses are difficult to make among these "difficult" patients, and 
better training in their recognition and treatment is cleady needed. 

THE EFFECT OF CONFIDENCE ON THE ACCURACY OF PROGNOSTIC 
ESTIMATES FOR CANCER PATIENTS BY GENERALISTS AND 
ONCOLOGISTS. NV Dawson, C Thomas, JH Rose, E O'Toole, AF Connors, 
HJ Cohen, MB Hamel, NA Desbieus, N Wenger. Case Western Reserve 
University, Cleveland, OH; University of Virginia, Charlottesville, VA; Duke 
University, Durham, NC; Harvard University, Boston, MA; University of 
Tennessee, Chattanooga, TN; University of California - Los Angeles, CA. 

Introduction: Physicians' perceptions of prognosis for survival are important 
in discussing and planning patient care. When accuracy varies directly with 
confidence in prognostic estimates, assessing levels of confidence can provide 
valuable insight into the trustworthiness of prognostic estimates. 

Methods: Using data from a five-site prospective cohort study of seriously ill 
hospitalized adults (SUPPORT), we compared 72 generalists' (Gen) and 47 
oncologists' (Onc) prognostic estimates of 2 month survival for 1023 cancer 
patients (non-sinai! cell lung or metastatic colon cancer). Physicians' 
confidence in each 2 month survival estimate was measured on a 0 (no 
confidence) to 10 (complete confidence that this estimate is correct) scale. 
Propensity score methods were used to adjust for differences in baseline 
charactenstics of 363 Gen and 658 Onc patients. Analysis of variance was used 
to determine the independent influence of specialty on the accuracy (Brier 
scores: range = 0 to 1.0, smaller is more accurate) of prognostic estimates while 
adjusting for propensity to see an One, prognostic estimate, and confidence in 
the estimates. 

Results: Gen and Onc demographic and training characteristics were similar. 
Mean survival at 2 months for Gen and Onc patients was similar (.58 and .61, 
respectively; p=.382). Onc were significantly more confidem in their estimates 
than Gen (mean certainty = 7.9 vs 7.t, respectively, p=.0001), however, they 
were not more accurate (mean Brier score for Onc and Gen = .19 vs .17, 
respectively; p=.173). Increasing levels of confidence were independently 
associated with higher levels of accuracy for Gen and for Onc (13=.018). 

Conclusions: For Gen and Onc, increasing levels of confidence in their 
prognostic estimates were associated with more accurate esamates. Onc were 
more confident but not more accurate than Gen. Knowing the level of 
confidence of Gen and Onc estimates of prcgnosis may help in determining the 
trustworthiness of their estimates. It may be appropriate to consider confidence 
in prognostic estimates when physicians deliberate about clinical decisions that 
are influenced by prognostic estimates. 

EXCESSIVE PACKAGING OF PHARMACEUTICAL SAMPLES. Martin 
T. Donohoe and Harmony A. Matthew~ Oregon Health Sciences University, 
Portland, OR. 

Pro'pose: Pharmaceutical samples, provided to clinics by industry sales 
representatives, are useful to clinicians, who utilize them for patients unable 
to afford medicines and as starter packs for patients initiating trials of new 
therapies. However, these samples are usually contained in large, elaborate, 
colorful packages. Paper packaging, less than half of which is recycled, 
constitutes up to 40% of the 200 million tons of garbage Americans produce 
each year, and represents the fastest growing segment of garbage production. 
Excessive use of paper products contributes to deforestation end other adverse 
effects on the environment. We sought to determine the relative amounts of 
packaging and pills in pharmaceutical samples in a university general 
medicine clinic. 

Methods: We measured the mass end the total pill and paper packaging 
volnme of one of each brand of drug samples stored in three 8x3x3-foot 
cabinets. All pills were packaged in either foil blister packs or plastic bottles, 
which were contained in papar product boxes (henceforth called paper 
packaging). 

Results: Ninety-two packages contained 665 pills (7.2 4- 6.2 pills per 
package, mean 4- SD). Paper packaging constituted 74% of overall package 
weight. 

Paper Paver Packat, in¢, 
Packaging Pills Pills T°ndM'='g 1135° 12'°1 5"2 [ 

Total Volume, cm s 16754 220 76.2 
Drug samples contained 84% by weight and 99% by volnme paper packaging, 
excluding package inserts. 

Conclusions: Pharmaceutical samples contain a very high ratio of 
packaging to pills. Large packages may contribute to increased brand 
recognition end prescribing, but also take up excessive space in overcrowded 
clinics end constitute a wasteful use of paper products derived from trees, a 
precious natural resource. Broad-based health care provider encouragement 
of, and pressm-¢ on, the pharmaceutical industry to cut down on this excessive 
packaging might be successful, much as public pressure forced the recording 
industry to eliminate excessive packaging of compact discs in the early 1990s. 
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FINDING TREASURE IN THE SAFETY-NET. OUTCOMES FOR MEDICAID 
AND OTHER PATIENTS HOSPITALIZED IN CLEVELAND, 1992-1995. __D 
Einstadter and RD Cebul. Center for Health Care Research & Policy, and the 
Division of General Medicine, CWRU at MetmHealth Med. Ctr., Cleveland, OH. 

Background: To remain viable, "safety-net" hospitals increasingly must 
defend their patients' outcomes and typically higher costs. Few studies have 
compared outcomes for poor patients at safety-net and other hospital types. We 
examined length of stay (LOS) and mortality for Medicaid patients hospitalized 
in Greater Cleveland with other patients classified by insurance status, and 
across hospitals grouped according to Medicaid patient volume. 
Setttng and Study Sample: We examined all non-Medicare patients with one 
of 6 important medical conditions (acute myocardial infarction, congestive heart 
failure, chronic obstructive pulmonary disease, stroke, GI hemorrhage, or 
pneumonia) hospitalized at one of 32 hospitals in Greater Cleveland during 
1992-95. Patients were classified by insurance as Medicaid (MD), Commercial 
(CM), Uninsured (UI), or Other (OT). We used the proportion of MD patients 
treated as a proxy for safety-net provider, and hospitals were classified as High, 
Average, or Low MD providers (responsible for >1.5 x average, average, or 
<0.5 x the overall average proportion of Medicaid discharges, respectively). 
Main Measures: The main outcome measures were LOS and in-hospital 
mortality. Patient sociodemogrephic characteristics and severity of illness were 
obtained from the Cleveland Health Quality Choice Project database. Outcomes 
were adjusted for case-mix and severity using previously validated models. 
Principal Findings: Of 48,306 discharges, 9,362 were MD, 31,359 CM, 4,167 
UI, and 3,418 OT. Case-mix adjusted LOS was 5.9, 5.3, 5.0, and 5.4 days for 
MD, CM, Ul, and OT, respectively. Across all hospitals, case-mix and severity- 
adjusted LOS for MD was 3% longer than CM or OT and 12% longer than Ul 
patients (p<0.001). MD patients were more likely than any group to be 
discharged with Home Health Agency support (p<0.001). After adjustment for 
discharge destination, LOS for MD was 2% shorter than for CM or OT patients 
(p=0.01). There were 8 High (safety-net), 11 Average, and 13 Low MD provider 
hospitals. MD patients at safety-net hospitals had the lowest LOS, on average 
13% less than that at Average and Low MD provider hospitals (p<0.001). Case- 
mix adjusted mortality did not differ across insurance or MD provider groups. 
Conclusions: In Greater Cleveland, adult Medicaid patients *were cared for 
more efficiently at safety-net hospitals during 1992-95, with shorter LOS 
compared to similar patients discharged from other providers, along with 
comparable mortality rates. These findings have important policy implications, 
as managed care distributes Medicaid patients to other hosp~ls, and as the 
number of patients without health insurance increases. 

COLORECTAL CANCER SCREENING IN A POPULATION-BASED SAMPLE: 
MEASURING ADHERENCE TO GUIDELINES by Stephen B. Ethan, Roger 
Luckmann, Jane G. Zapka, and Elaine M. Puleo, University of Massachusetts Medical 
School, Worcester, MA. 

Colorectal cancer (CRC) is the second leading cause of cancer death in the 
U.S,Several professional organizations have put forth guidelines for CRC screening. In 
1997, the American Gnstroenterologic Association (AGA) published an exteealve 
guideline which provides several options for screening tests and combinations of tests. 
In addition, the National Committee on Quality Assurance (NCQA) is developing 
measures of "compliance" with CRC screening standards for the Health Employer Data 
Information Set (HEDIS). The complexity of defining "ctm'ent screening" is a major 
issue in assessing performance of health plans and individual physicians. The purpose 
of this study is to doonnent screening prevalence according to guidelines and to profile 
the tests (screening and diagnostic) which patients have had. 

A telephone tandem-digit dial survey was conducted in Spring/Summer of 1998, of 
1175 Massachusetts adults 50 years of age and over, to assess experiences with and 
perceptions ofcolorectal cancer screening. 

Approximately 48% of respoudents were technically "currently screened," having 
had one or more tests for screening and/or diagnostic reasons. Another 6% could be 
current, but dates of tests are unknown. 18% had had at least one test, but were not 
current. 10% reported having only a fecal occult blood test (FOBT) done in the MD 
office; thero ls debate about the adequacy of this test for sereening. 19% reported never 
having any tests. Of the 48% who were defined as "current", 27% had only a home 
FOBT in the past year;, 23% had a home FOBT (past year) plus a sigraoidoscopy (FS) 
in the past 5 years; 28% had only FS (past 5 years). 10% had FOBT and colenoscopy; 
9% had FOBT and barium enema; and 2% had colonoscopy only. The remainder had 
some other combination. Age was significantly associated with adherence (5064: 
44%; 65-79: 54%; 80+:40o/o) Insurance type was related for those without insurance 
(less screening), and for elders in managed care plans (more screening). 

These results demonstrate the variability in different measures of adherence to 
guidelines. If the measra'e of adheronce is home FOBT in the past year, the rate of 
adherence would be 33% rather than 48%; ifFS is used, the compliance rate would be 
24%; if FOBT and/or FS is acceptable, the rate would be 46%. This last approach may 
provide a simple, reasonably accurate measure of CRC screening prevalence. However, 
many clinicians and patients feel home FOBT alone is insufficient screening. Because 
adherence rates include many individuals who have had tests for diagnosis, they may 
not accurately reflect physician or patient commitment to screening. For example, of 
the people who had FS, 42% were reportedly done for diagnostic reasons. More work 
is needed to develop measures of compliance with CRC screening. 

PHONE REQUESTS FOR MEDICATION REFILL IN A TEACHING 
PRACTICE. TA Elasy, A Spickard, J" Pichen, W Swiggart, G DLxon. Vanderbilt 
University School of Medicine - Center for Professional Health, Nashville, "IN. 

We sought to determine medication type and patient characteristics for phone 
medication refill requests at a University Hospital general internal medicine teaching 
clinic. We hypothesized that controlled substances would constitute a substantial 
proportion of the telephone refill requests. 

All telephone calls for medication refills were consecutively recorded over a two-week 
period. Two receptionists, who receive aU calls for medication refills, were given a 
standardized data cnllection sheet for documentation. We recorded the patients' medical 
record number, medication request, age, gender, race and physician response to the 
request. The patients are seen primarily by a resident physician with supervision by an 
attending physician. The attending physician, however, is responsible for responding to 
all phone medication refdl requests. Approximately 90°6 of the patients have either 
Medicaid or Medicare. 

All 97 consecutive calls for medication refills were evaluated. The average age of the 
patient for whom a refill was requested was 51, 68% were female and 69% white. 
Fifteen percent (15/97) of all refill requests were for controlled substances. This 
constituted the second largest category of refill requests, exceeding diabetes medications. 
antidepressants and pnlmonary medications. All but one (14/15) of the controlled 
substance requests were for an opioid analgesic. Only one opioid request was for a 
schedule II medication. Cardiovascular medications constituted the largest category of 
medication refill requests at 28% (27/97). There was no difference in age or race within 
categories of medication refill requests. Although males constituted an unexpectedly 
larger proportion (53%) of the controUed substance refill requests given their prevalence 
(32%) i~> this population, the difference did not achieve statistical significance (p = 0.07). 
No patients who requested opinid analgesics had a diagnosis of malignancy. Attending 
physicians refilled 82% of all requests without further questions but filled.only 46% 
(7/15) of controlled substances (p < 0.001). 

Controlled substances are the second largest group of medications requested by phone 
for refill at a University Hospital teaching clinic. Males suiicited more refills tbr 
controlled substances than expected though the difference was not statistically significant 
as we lacked power. Attending physicians were more critical of controlled substance 
refill requests than other medications. 

QUALITY, PRODUCTIVITY, AND PATIENT SATISFACTION: 
COMPARISON OF PART-TIME AND FULL-TIME PRIMARY CARE 
PHYSICIANS. D G  Fairchild. S Gharib, H R  Burstin, L Amowitz,  M 
Portnow, J Horsky,  DW Bates. Division o f  General  Medicine, Brigham 
and. Women ' s  Hospital and Harvard Medical School, Boston, MA. 

Managed care organizations and health plans believe that part-time (PT) 
primary care physicians (PCPs) are less effective and less efficient than 
full-time (FT) PCPs. To our  knowledge,  however,  there are few data 
supporting this. As many academic generalists practice part-time, this 
issue is o f  considerable practical importance. To test this hypothesis we 
compared FT and PT PCPs regarding quality o f  care (mean % o f  patients 
meeting pap, m a m m o g r a m  and cholesterol HEDIS goals), productivity 
(work units/bookable clinical hr), and patient satisfaction (% o f  patients 
rating the PCP excellent or very good) using 1998 data. All PCPs were 
associated with one large urban teaching hospital network. 

O f  64 PCPs, 33 (52%) were part-time (<90 clinical hrs/week), 31 (48%) 
were male, and 24 (38%) pract iced off -campus in a communi ty  setting. 
The mean number  o f  years  in practice was  13.5. PT PCPs were more 
productive (91 units/bookable hr) than FT PCPs (57 units/book, able hr) 
(p=.0001), and had higher performance on HEDIS standards (80% o f  
patients meet ing HEDIS goals) than FT PCPs (75% o f  patients meeting 
HEDIS goals) (p=.007). Patient satisfaction was  similar for PT (94% 
excellent/very good rating) and FT (92% excellent/very good rating) PCPs 
(p=.3). In regression analyses,  part-t ime status remained a significant 
predictor o f  higher productivity and better HEDIS performance after 
adjusting for gender,  years  in practice and off-campos location. 

Refuting the commonly  held belief  that PT PCPs are less efficient and 
less effective providers than their FT colleagues, these data suggest  that 
PT PCPs provide clinical productivity, patient satisfaction, and quality o f  
care equaling or exceeding that  o f  FT PCPs. These findings support the 
inclusion o f  part-t ime PCPs in managed  care networks. 
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PHYSICIANS' ATTITUDES TOWARD INVOLVEMENT IN CAPITAL 
PUNISHMENT. ~ Farber. PA Ubel, EB Davis, J Welser, J Jordan, EG 
Boyer, Christiana Care Health System, U of Pennsylvania, St. Joseph's 
University & Drexel University, Wilmington, DE & Philadelphia, PA. 

There has been discussion in the literature about whether physicians 
should be involved in the process of lethal injection for the purpose of 
capital punishment. The American Medical Association has prescribed 
physician involvement, and specified 8 actions that physicians should 
specifically refuse to take in cases of capital punishment. We surveyed 
AMA members to determine their attitudes regarding colleague 
involvement. 

A survey instrument was developed and pretested which asked how 
acceptable it was for a colleague to engage in the 8 AMA proscribed actions 
and 4 allowed actions involving lethal injection. Questions assessing 
attitudes toward capital punishment and assisted suicide, along with 
demographic questions were included. The impact of attitudinal and 
demographic variables on the number ofrproacribed actions deamed 
acceptable by respondents were analyzed via ANOVA and multiple logistic 
regression analyses. 

Of the 945 surveys which were received by subjects, 482 (51%) retumed 
completed questionnaires. Eighty percent of respundants indicated that at 
least one of the proscribed action s was acceptable, and 53% indicated that 
5 or moce of the actions were acceptable, with 34% approving of all 8 AMA 
proscribed actions. The percent of respondents approving of proscribed 
actions varied from a low of 43°/0 for actually injecting the lethal drugs, to a 
high of 74% for determining when death occurred. All four non-prnscdbed 
actions were deemed acceptable by almost 314 or more of the respondents. 
Favonng the death,panalty (p < 0.001), and acceptance of assisted suicide 
(p < 0.001 ) were associated with an increased number of proscribed actions 
which were deemed acceptable by respondents. 

Despite AMA policy, and much of the opinions published in the literature, 
a majority of physicians approved of most proscribed actions involving 
capital punishrnont. The lack of stigmatization by colleagues may alow 
physicians to engage in such practices. Organizations should assess the 
attitudes of their members prier to policy making, and should ensure 
adequate dispersal of such policies to physicians. 

FRIEND OR FOE: WHAT PRIMARY CARE PHYSICIANS THINK OF 
HOSPITALISTS A_ Fernandez, L. Goitein, K. Grumhach, IC VraniT~n; D. Keane, 
D. Osmond, AB. Bindmun. San Francisco General Hospital, U.C.S.F, San Francisco, 
CA. 

Introduction: The increased use of  hospitalist physicians to provide care for in- 
patients" raises concerns about the effect of  hospitalists on patient care and primmy care 
physician (PC'P) practices. We studied PCPs in California to detunnine their experience 
with hnspitalists and their perceptions of  these physicians. 

Methods: We surveyed by mail a probability sample of  740 PCPs. Subjects were 
given a definition of  hospitalists and asked about their availability and whether PCPs 
were required to transfer the care of  in-patients to them. UsIng a five paint Likert 
scale, PCPs who have experience with hnspitalists rated the degree of  change that 
hospitalists have on several aspects of  patient care: quality of  care for patients in the 
hospital, overall quality of  care, patient satisfaction, amount of  care patients need from 
the PCP after hospital discharge, and quality ofpatient-PCP relationship. Subjects were 
also asked to assess the impact of  hospitallats on professional Income, workload, and 
practice satisfaction. In our analysis we combine greatly increased (or decreased) with 
somewhat increased (or decreased). 

Results: 524 (71%) physicians responded to the survey: 34% internists, 37% family 
physicians, 29% pediatricians. 340 (65%) had hospitalist physicians available to them, 
of  those, 30% reported being required to use hnspitalists for all admissions. 

Increased % No change % Decreased % 
Quality of  care hospitalized patients 45 43 12 
Overall quality of  care 41 44 15 
Patient satisfaction 23 41 36 
Amount of care after discharge 30 63 7 
Quality of  patient relationship 6 66 28 
PCP income 5 69 26 
PCP workload 13 33 53 
PCP practice satisfaction 50 33 17 
Among the specialties, Internists report the least favorable impact of  hospitalists, for 
example, 50% of internists report that hnspitalists decrease patient satisfaction 
compared to 35% of family physicians and 20°/0 of  pediatricians (p=0.001). 

Conclusion: PCPs in Califorma report mainly favorable or neutral hrqmct of  
bospitalists on their practices. Most PCPs believe that hnspitalists have a favorable or 
neutral effect on the quality of  patient care. However, more than a quarter of  PCPs 
believe that hnspitalists adversely affect their relationship with their patients and their 
patient's satisfaction; this should also be studied from the perspective of  the patient. 

PHYSICIANS' EXPERIENCES WITH PATIENTS WHO TRANSGRESS 
BOUNDARIES. NJ Farber, DH Novack, J Silvarsteln, EB Davis, J Woiner, 
EG Boyer, Christiana Care Health System, Allegheny University, St. 
Joseph's University & Drexel University, Wilmington, DE & Philadelphia, PA. 

Boundary violations have bean discussed in the literature, but most 
studies report on physician transgressions of boundaries, or sexual 
transgressions by patients. We studied the incidence of all types of 
boundary transgressions by patients, and physicians' responses to those 
transgressions. 

A survey asked physicians for the number ol patient transgressions o! 
boundaries which had occurred in the previous year. Physicians picked the 
most important transgression, and then were asked about their response to 
the transgression and its affect on the patient-physician relationship. 
Attitudinal questions addressed the likelihood of discharging patients who 
transgressed boundanos. The impact of demographic variables on the 
incidence of transgressions was analyzed using analysis of variance. 

Three hundred thirty (37.5°/0) randomly selected SGIM members 
responded to the survey. Almost 3/4 of respondents had patients who 
used their first name, while 43% had encountered verbal abuse, 39% had 
patients who asked personal questions, 31% had patients who were overly 
affectionate, and 27% encountered patients who attempted to socialize. All 
other transgressions induding physical abuse and affempts at sexual 
contact were uncommon. Only gender affected the incidence of 
transgressions; female physicians encountered more personal questions (p 
= 0.001), inappropriate affection (p < 0.005), and sexually explicit language 
(p ,~ 0.05) than male physicians. Respondents dealt with transgressions by 
discussion with the patient or colleagues, or by ignoring the incidentj but 
such transgressions generally had a negative on the relationship. Most 
physiciens would discharge patients wRo engaged in physical abuse or 
attempts at sexual contact, but were more tolerant of verbal abuse and 
ovedy affectionate patients. 

Boundary transgressions by patients is common, but usually involves more 
minor infractions. Female physicians are more likely to encounter certain 
types of transgressions. The incidence and outcomes of such 
transgressions are important in asaisling physicians to deal effectively with 
this issue. 

OBESITY AT INTERNAL MEDICINE ASSOCIATES: PHYSICIAN 
RECOGNITION AND MANANGEMENT Daniel Fischbers, Alysa Krain, Edward 
Anselm, Laurie Edelman, Mount Sinai School of  Medicine, New York 

Purpose: Through a systematic review of patient charts of  medical honsestaff, we 
set out to determine the prevalence of  obesity in the Internal Medicine Associates 
patient population, the presence of  co-morhid conditions, and the honsestaffs 
sensitivity to obesity as a medical diagnosis. Obesity is defined as a body mass index 
(BMI) > 30kg/m z or BMI > 27kg/m 2 with two or more co-morhid conditions. 
Methods: The authors surveyed one thousand (N=I000) consecutive, routine, new 
and follow-up housestaffvisits over a two week period. The focus of  the review was 
to detenmne if the height and weight were measured by the primary care physician, 
and previous physician, or nursing staff. Additiunally, demographic data and co- 
morbid conditions were recorded. Finally, the current physician's notes were 
reviewed for the calculation of  the BMI, presence of obesity on the problem list, and a 
treatment plan for the management of  obesity. 
Results: Of the one thousand charts reviewed, 583/1000 met inclusion criteria. 
Among these patients, 75% were female and 85% were black or Hispanic. 
Seventy two percent of  the eligible charts had a documented weight. The primary 
care physician weighed 30% (159/583) of  the eligible charts. Sixty percent (95/159) 
of  the patients for whom a BMI could be calculated were overweight or obese 
(BMI>27kg/m2). In no patient chart had a BMI been calculated. Of the subgroup for 
which a BMI could be calculated (n=159), the prevalence of co-morbid conditions 
was assessed in the obese and non-obese populations. The prevalence of  
hypertension, diabetes mellitns, hyperehulesterulemia, osteoarthritis, and breast, 
colon, or gynecologic carcinoma increased with a BMI greater than 25kg/m 2. Obesity 
was not diagnosed nor was a treatment plan formed for any of  the obese patients with 
a BMI of less than 30kg/m z. Among the obese patients with a BMI of greater than 
30kg/m 2, documentation of  obesity in the problem list or current progress note with 
the formulation of  a treatment plan increased with increasing BMI. 
Conclusions: Internal MedicIne Associates' patient population is at high risk for 
obesity and the development of  associated medical complications. Despite this fact, 
physician recognition and treatment of  overweight and obesity (BMl>27kg/m 2) is 
limited. Obesity was recogmzed almost exclusively among those with a 
BMl>30kg/m: despite the presence of  co-morbid conditions in many patients with a 
BMl>27kg/m". Obesity was associated with an increased prevalence of  hypertension, r 
diabetes mellitus, hyperlipidemia, osteoarthritis, breast, colon and gynecologic 
cancers, but not ischemic heart disease or biliary tract disease. Further educational 
interventions are warranted to improve resident physician sensitivity to the diagnosis 
and treatment of  obesity. 
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IMPLlgi~gNTING ~ O N  AND CIIRONIC DIBI~kSl~ 
GUIDELllglg~ - PI~OGMJg~L~ AND LEI~ION8 ~ I ~ D .  TL Fox,  C 
Ware ,  N B e n t o n ,  KA Fug l ee ,  C Mackl~y,  !~ Bre ib i sh ,  mad DA 
N a r d o n e .  VHA M e d / e s i  C e n t e r ,  P o r t l a n d ,  O r e g o n .  

~ as :  T o  i m p r o v e  l ~ r t o r ~ - - c e  in  m c e U n g  s t a m l a r d s  fo r  

B a ~ d :  B n r o n e d  p # m . ~ y  e~re  p a t i e n t s  a n d  t o t a l  f ac i l i t y  
visits incl~masd b~)m 6000  and 278 ,000  in 1995 to 18,000 and 
310 ,000  in 1998 r o n l ~ d v e l y .  The number o f  pr imary care 
l ~ v / d o r  (lq[~) ~ in--eased f rom 19.7 to  33. P(~Ps precldce at  
t h r o e  g e o g r a p h l c s i l y  a s l m m t o  s i t e s .  In  1995  17 .5  a tu rs ing  e n d  
a O - , h , l ~ a t i v e  ~ were added to  ampp~mrt l~,r~ma*'y care, the  
group preet iaee ,  and t e l ephone  care.  S ince  Ju ly  1997  we  
a t t empted  to  ~dmintster  h e s i t h  SUrVey8 at  each  v i s i t  and 
c o n d u c t e d  n u r s e  H e s i t h  P r o m o t i o n  eJaason. We e s t a b l i s h e d  t w o  
p a t i e n t - e d u c a t i o n  c e n t e r e ,  a n  a e r o e h - m k o r  e d u e a t / o n  p r o g r a m ,  
a n d  H e s i t h  P r o m o t i o n  i n t e r e s t  G r o u p .  I n  1998 we  were  a u t h o r i z e d  
to b / ~  15.5 add/t lonal  nurees ,  e o n d u e t e d  two  multidinedpl!nm-y 
retreate,  and s p e n t  85%000 o n  contract .data-entry  c lerks .  

Reed•e :  Based o n  Ezternal  Peer  Rev iew Program data  w e  failed 
to  m e e t  per torm-n~e  cr i ter ia  in  any  category  for FY 1997.  In 
1998 there  ha8 been  i m p r o v e m e n t  in  16 o f  20  categories  and 
greater  than  20% i m p r o v e m e n t  in  11 o f  20.  For S o f  2 0  we 
ach ieved  • ful ly 8ucceasful  ret ing.  In  8 categories ,  for w h i c h  there  
are no  comparat ive  FY 1997  data,  w e  • e h t e v e d  a n  except iona l  
rating in  4 o f  8 and were  fully 8ucceasfal  in  2 others .  

Concins ions:  Implement in~  L~idel inee in  • large lnBUtuUon is  
complex .  We ach ieved  m o d e s t  i m p r o v e m e n t  w i th  increased  
etsf l ing,  more  ef f ic ient  s y s t e m ,  and better  communica t ion .  
Retreats  e n h a n c e d  accep tance  o f  L~idelinon, facflftated t e a m  

and spawned innovat ive  strategies .  It  i s  no t  feasible to  
addreas the entire  8pectzum o f  intervent ion8 during the  standard 
20 -minute  PCP vis i t .  Techno logy  is  needed for 8 ~ , , , - i - g  
encounter  forms e spec / s i l y  for h i s tor ics i  data.  We hope  to  s e i s e t  4 
addit ional  Hes i th  Promot ion  nurses  to  ass i s t  wi th  implementa t ion  
includin~ large group pat ient  s e s s ions ,  pre-visit  t e l ephone  
eontoete ,  marveys, and provider  educat ion .  

DIABETES COST AND OONTROL: DI~-F e.JU~CES BETWEEN FACULTY, 
: A F F ,  AND NURSE PRACffflONERS SL Ful~  CB Good, ME Kelley and 
IV~ Fee, Section of Genera] Internal Medicine, Veterans Affairs Me~,~l Cenu~, 
University of P i t t sbu~ Medkal Genter, Pi~burgh, PA 

Background: Although diabetes mdlitus (DM) is a common and costly condition, 
p r d l m i n ~  data suggest that vanadon in u-munem patterns exists among clinidans lescling 
to ~fferences in pharmacy costs as wall as glycemic control. 
Purpose:. To compare patterns of ~ t ,  glycemlc control and drug treatment costs 
for patients with DM among 3 groups of providers: sm.ff auendlngs (AT), internal 
medicine house office~ ~'IO), and staff nurse practitioners (NP). 
Methods: All patients who received DM medications or supplies from Jan 1, 1997 
through Dec 31, 1997 at the Pktsbmgh VA Medical Center were identified from 
computerized pharmacy records. Patients followed in the internal medicine clinic that had 
more than 50% of all DM p ~ o n s  wr~ten by one c l~dan  (]den'dried as AT, HO or 
NP) were eligible. Sododcmogr~hic dam were collected for all study patients Cmduding 
age, sex, race, and mmiml sinus). Pharmacy dam was identified for each pauent indudi~ 
use of drugs which might worsen glycemic control (niacin, corticosteroids, diuretics) and 
all DM medications and supplies. Average month~t patient treatment costs were calculated 
using current VA drug acquisition costs. The last glycosy~ed hemoglobin (HGBAIC) was 
i ~ i f l e d  for each patient during the study yesr. 
Results: Sixty AT providers treated 734 patients, 115 H O  providers treated 533 patients 
and 21 NP providers treated 578 patients. Significant results are shown in table below. AT 
used sulfonytureas and metformin more often and more frequently used ~ 2 medication 
class•s; yet, patients treged by AT had lower average treaunem costs and lower HGBA 1C 
levels. Controlling for sociodemographic data as well as use of confounding medications 
using analysis of covariance did not change the results. 

Tr~tm~nts/Outcomes AT HO NP P-value 
Sulfonylurea Use 63.1% 55.5% 55.1% 0.004 
Me•foe•in Use 23.0% 19.3% 15.6% 0.003 
Insu~ Use 37.7% 44.3% 44.0% 0.024 
Use of ~ 2 medication dasses 26.9% 22.2% 1 7 . 5 %  <0.0005 
Average Monthly Cost $5.54 $6.53 $6.52 0.013 
Last HGBAIC ~ 8 50.6% 44.9% 43.8% 0.079 

Condmiom:  Examination of the pattern of treatment for AT compared to HS and NP 
showed that AT patients had lower costs .with a trend towards better, gly .c~.  "c..control. 
This vmauon suggests an opportamty to .m.~.~. e q..~.'.ty of care w h i l e . ~  costs 
and may have implications for the use of clinical gmdelines and the training of honsestaff 
and other providers in the treatment of DM. 

TIlE USE OF OPIOIDS IN "IHI~ MANAGEMENT OF' BACK PAIN. SS 
K Epstein. EJ Yuen, Division of Internal Medicine, J ~  

College, Phiindophin, PA. 
B K ~ n d :  Back lmin is a leading cause of missed work days and disability, 

as well as a common complaint scen in the ambulatow care setting. A common 
perception exists that ol~oids are over-prescribed for acute pain, although many 
pain mnA~ncnt experts feel that they arc under-utillzed~ We explored 
presoribing patten~ in the nmnngement of back pain, parficolarly for opioids, 
and explored differences by physician ~ t y .  

Metheda: Uti "hzmg data from the 1996 National Ambuintmy Medical Care 
Survey (NAMCS), we analyzed patient visits for back pain, as dafised by ICD-9 
codes. We examined the patterns of prescription of pain medicatien and 
d/~erences between physician specialty. 

Remits: Us~n 8 the NAMCS, there were an ~imatc~135 million patient visits 
in the US related to back pain, which represents 4.8 percent of total l ~ e n t  visits 
in 19%. These patients were scen by various medical spadallles. Of those 
specialties designated in the NAMCS data, the top four in terms oflmck 
management were GP/FP (31.9% of the back pain patients), Internists (17.2%), 
O r t h o p : d ~  (13.8%), ahd Nenmlol0m (5%). 48% of these gntieats recoived a 
pain medication from their physicians. Physicians prescribed NSAIDs the most 
frequemly (55% of prescriptions for rain), followed by Opioids (34%), Aspirin/ 
Acotominophen (6%), and T ~ I  (5%). Among the top four SlZCinities, 
Internists were the most likely to prescribe a pain medication (59% of IX. ~sits), 
followed by GP/FP (55%), Orthopedists (43%), and Neurologis~ (32Y?). 
care physicians (GP/FP and Intern/m) were found to have a h/gh~ h~dihoed of 
opioid prescription (29%) compared to the specialists (20% for Onlmpedics and 
26% for Nenmlngy). When opioids were prescribed, all physicians had a 
preference for either oxycodone, codeine, propoxyphene, or hydrocedone, which 
comprised 92% of all opioids prescribed. 

Coa¢lmiem: Opioids play a sigmficant role in the management of back pain. 
Primmy care physicians are more likely to prescribe an opioid thaa are 

and Neurologists. Opioid products containing either oxymdone, 
codeine, prepoxyphene or hydrocodone account for the vast majesity ofopioids 
used in the management of back rain. 

CREATING A QUALITY REPORT CARD FOR AMBULATORY CLINIC SITES. 
EF Cook, HR Borsfin, AL Punpolo, JS Haas, TA Brenusn. Division of 

General Medicine, Brigham and Women's Hospital, Boston, MA. 
Report cards based on various performance measures have become increasingly 

common for rating hospitals and healtheare plans. However, tittle has been done to 
create report cards at the ambulatoW clinic level, nor has there been much comparison 
of the potential components of report cards: patient reports of care, HEDIS-style 
outr.ome measures, and chart-based reviews of compliance with clinical guidelines. 

We ~ to create a report cerd for ambulatory clinics using data from the 
Ambulatory Medicine Quality Improvement Project (AMQIP), a quality improvement 
effort across 11 ambulatory clinic sites in the Boston-area from May 1996 to June 
1997. Data was collected from each site on compliance with FIEDIS-Iike measures of 
preventive care, patient sal~sfacfion, physician satisfaction, and compliance with 
disease-specific guidelines using chart reviews, patient surveys, and physician surveys. 
Sub-scores for HEDIS compliance, patient satisfaction, and physician sabsfaction were 
created for each site. An overall site score was created from the mean. Disease-specific 
guideline compliance scores for diabetes and asthma were also created for each site. 

There was significant variation between sites for all of  the rob-scores created 
(p<.05). HEDIS compliance and physician satisfaction sub-scores were significantly 
correlated with ovenill site score (p<.05); however, patient satisfaction end 
perfonusnce on asthma and diabetes disease-specific guidelines were not. When 

Clinic yani~noq bsscd on ~ED~ comp~lce mb-scol~s to rAnkings based 
on overall site scores, 3 of  11 clinics had ranldngs that differed by more than 2 
positions. When comparing clinic rankinSS based on patient satisfaction sub-scores to 
ranJ~n~s bescd on overall site SCOl"(~, 4 of I I clinics had ranklnos that differed by 
more than 2 positions. 

In addition, we created sub-scores by limiting the measures used to those found on 
chart review alone and adminhU'ative database alone. The chart review sub-score for 
each site was significantly associated with overall score (correlation coefficient 0.7, 
p<.05), but the administrative database sub-score was not (correlation coefficient 0.5, 
N.S.). 

In summary, patient satisfaction and performance on disease-specific guidelines sub- 
scores were not significantly correlated with overall quality scores and may need to be 
reported separately. Also, clinic gmnkln~l vari@d substantially depending on which 
scores were used to create them. In addition, using admini~,ative data alone may not 
be a good substitute for more complate date collection efforts. Therefore, report cards 
that en~hesize one domain of quality or use limited data collection methods may not 
provide accurate information on the overall quality of an ambulatory care clinic. 
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THE IMPACT OF PHYSICIAN PROFILING ON PHYSICIAN A r l I I U D E  
TOWARDS QUALITY PERFORMANCE MEASUREMENT. ~ Gan~ i ,  E 
Schneider, HR Burstin, EF Cook, AL Puopolo, TA Brennan. Division of 
General Medicine, Brigham and Women's Hospital, Boston, MA. 

Physician profiling is becoming increasingly connnon in health care 
organizations for performance measurement and quality improvement 
purposes. However little is known about the impact of these profiles on 
physician attitudes and behavior. We examined the relationship between 
physician profiling and physician attitude towards quality performance 
measurement. 

We analyzed data from a mailed survey conducted during 1998 o f  1116 
primary care providers (PCPs), endocrinologists, and pulmonologists in the 
New England area. Of the 384 respondents, 54% received non-financial 
performance profiles, 59% received financial performance profiles, and 40% 
received both. Physicians who were PCPs, practiced in private 
practices/HMOs, had a larger % of  clinical time per week, and had a larger % 
of managed care patients were more likely to receive profiles (p<.05). 

Physicians were asked to rate how important various performance measures 
are for assessing a clinic's quality. There was large variation in the ratings of 
these measures (access to care, patient satisfaction, physician satisfaction, 
prevention and disease-specific guideline adherence, and HEDIS 
performance). For example, 77% of physicians rated access to care as very or 
extremely important, while only 35% considered HEDIS performance as very 
or extremely important. Physicians who received non-financial performance 
profiles rated access to care, patient satisfaction, physician satisfaction, and 
HEDIS performance as less important than physicians who did not (p<.05). 
However, physicians who received financial profiles did not provide 
significantly different ratings compared to those who did not. 

In summary, physicians who receive non-financial profiles are less likely to 
consider quality performance measures as important for assessing a clinic's 
quality. As these measures are used increasingly for quality improvement 
initiatives, lack of physician confidence in the importance of these measures 
may be a significant barrier. Further research to improve existing performance 
measures, develop new measures, and improve physician acceptance of  these 
measures will be critical for effective quality improvement. 

REFERRAL FOR KIDNEY TRANSPLANT EVALUATION IN FOR-PROFIT AND 
NOT-FOR-PROFIT DIALYSIS CENTERS. PP Gas~ K Frick, M Diener-W~t and 
NR Powe, Johns Hopkins University, Baltimore, MD 

Attempts to distinguish quality-of-care within for-profit (FP) and not-for-profit 
(NFP) healthcare organizations have demonstrated mixed results. We studied the 
effects of dialysis facility ownership characteristics on providers' decisions to refer 
appropriate patients with and-stage renal disease (ESRD) for kidney transplant 
evaluation during a period in which capitation led to increasing financial pressure to 
under-refer. 

in a national prospective cohort study, we followed three incident groups (1986-7, 
1990, and 1993) of 20-50 year-old patients with ESRD, who lacked clinical 
contraiodicafions to transplantation, to first placement on the renal transplant waiting 
list maintained by the United Network of Orgen Sharing. Using Cox proportional 
hazard models, we examined the independent effect of treatment in a freestanding FP 
or NFP dialysis facility on access to the waiting list while adjusting for patient 
sociodemographic factors (e.g. gender, education, income, employment stares) and 
system factors (e.g. facility occupancy, marketplace competition, distance to the 
nearest transplant center). Analyses were repeated using all patients ages 20-65 years 
with further adjustment for comorbid medical conditions identified from medical 
record review to verify the robustness of oar findings. 

Of 703 healthy and young, patients with new-onset ESRD, 414 (59°,6) were 
walt-listed by May 1996. 318 (45%) were treated in freestanding FP facilities, 91 
(13%) were in freestanding NFP facilities, and 294 (42%) were treated in hospital- 
based or governmental facilities. At baseline, patients treated in NFP facilities were 
younger and more likely to be black, have lower income and be single than those in 
FP centers. For all patients, access to the waiting list improved from 1986-7 to 1993 
(adjusted RH, 1.54 [95% CI, I. 15-2.07]), after adjustment for sociodemographic and 
system factors. While there was no difference in rates of walt-listing in FP and NFP 
centers for patients in the 1986-7 incident group (adjusted RH for FP vs NFP, 1.11 
[95% CI, 0.67-1.84]), there was a growing disparity between these groups over time. 
Between 1986-7 and 1993, the adjusted RH for placement on the waiting list 
increased over 3-fold from 1.0 to 3.71 (95% CI, 1.75-7.89) for patients in NFP 
facilities (p-value for trend, <0.0001), and by less than 30% (adjusted RH, 1.26 [95% 
CI, 0.86-1.85]) for those in FP facilities (p-value for trend" 0.178). Findings were 
unchanged when we analyzed the foll cohort of patients ages 20-65 years. 

Freestanding NTP dialysis facilities increasingly referred appropriate patients for 
renal w0nsplant evaluation despite financial disincentives, in contrast to FP centers. 
These results suggest that NFP providers may be more willing than FP providers to 
forego capitation revenue in order to deliver higher qnality-of-care. 

THE OUTPATIENT REFERRAL PROCESS: A FAILURE TO 
COMMUNICATE. ~ Cran~i, DF Sittig, M Franklin, A Sussman, D G  
Fairchild, DW Bates. Clinical Systems Research and Development, Partners 
Healthcare System and Division of General Medicine, Brigham and Women's 
Hospital, Boston, MA. 

The outpatient referral process is a critical component of  ambulatory care. 
Previous studies have shown significant dissatisfantion with the process among 
both primary care providers (PCPs) and specialists (SSPs). We sought to 
characterize communication problems with the referral system at one 
institution and identify ways it might be improved. 

We performed a real lime e-mall survey of PCPs and SSPs (in cardiology, 
gaslroenterology, or orthopedics) about specific referrals. One day after a 
patient's referral visit, the SSP was e-mailed with specific questions about that 
referral. At 2 and 4 weeks after the visit, the PCP was also e-mailed with 
specific questions about that referral. The survey was conducted from May- 
July 1998. Of 200 referrals studied, we received feedback from PCPs in 112 
(56%) and SSPs in 105 (53%). 

SSPs did not receive information from the PCP prior to the referral in 68% of 
referrals and 38% of these said this information would have been helpful. For 
all the referrals, SSPs reported that they did not know the problem to be 
addressed in 8% and the question to be answered in 11% of cases. In addition, 
they did not receive all the patient information they needed in 29% of cases. 
SSPs were more likely to report any of these communication problems i f  they 
had not received prior communication from the PCP (p<.05). There was no 
correlation between specialty type and receipt of letters, but SSPs in 
cardiology and gastroenterology were more likely to send le t ters  than 
orthopedics SSPs (1)<.05). Two weeks after the referral visR, 40% of  PCPs had 
not received information back from the SSP, and 25% had not received 
information back at four weeks. Patient age, gender, race, severity of 
diagnosis, and managed care status did not affect whether PCPs or SSPs sent 
letters. 

These data suggest that communication between PCPs and SSPs is 
suboptimal in both directions, and that important information is often omitted. 
Interventions such as computerized referral letter generation could facilitate 
physician communication and thereby improve the quality of patient care. 

STATISTICAL POWER AND REPORTING OF SAMPLE SIZE 
CALCULATIONS IN RANDOMIZED CONTROLLED TRIALS. 
BJ Geim~n M Donohoe, Depmlmant of  Medicine~ Oregon Health Sciences 
Uinvermty, Portland, OR. 

Purpose: Statistical power and sample size calculafious are important in 
plannin~ and interpreting "negative" studies. Insafficient statistical power may 
lead one to ecmneously conclude that a g ivm intecvmfien is inef]fi:ctive when, 
in fact, the study may have had insufficient power to detect a clinically 
momin£ful result (type lI  earor). The purpose of  this study is to evaluate 
statistical power and reporfin~ of  sample size calculations in randomized 
controlled trials (RCTs). 

Methods: We evaluated all 174 RCTs published in JAMA, Lancet and the 
New England Journal of Medicine in 1995. Negative studies with two-group 
parallel design and a dichotomous or continuous primary outcome were 
evaluated for the presence of sample size calculations. The ability of  a study to 
detect, with 80% power, a 25% or 50% relative diffanmce between groups was 
calculated. Results were compared with a review by Moher et al j o f  RCTs 
published betwee~ 1975 and 1990. 

Results: Fifty-five "negative" studies were identified, 34 with two-group 
pmullel design and a dichotomous or continuous p, humy outcome. 
Table: Statistical Power of  RCTs and Results o f  Sample Size C,~Iculafi0us 

RCTs with power to detect RCTs (%) reporting a 
Year 25% diffenmce 50% difference sanmle size calculation 
1975 2/16 (12%) 4/16 (25%) 0/22 (0%) 
1980 2/15 (13%) 7/15 (47%) 7/22 (32%) 
1985 1/15 (7%) 4/15 (27%) 10/21 (48%) 
1990 6/24 (25%) 10/24 (42%) 16/37 (43%) 
1995 10/34 (29%) 19/34 (56%) 36/55 (65%) 

Conclusions: The frequency of  sample size caloulatien reporting has 
increased in recently published trials. Still, about one-third did not report such 
cal~lalious. The ability of  studies to detect potential clinically significant 
differanc~s between Weatment and control groups has improved only modestly. 
A priori power calculations and utilizing larger sample sizes through multi- 
institutiomil studies could reduce the frequency of  type II e~ors and result in 
more effective utilization of  limited research funds. 

i Molter D, Dulberg CS, Wells GA. Statistical power, sanaple size, and their 
reporting in nmdomized controlled trials. JAMA. 1994;272:122-124. 
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ASSESSING THE VA NATIONAL FORMULARY BY PHYSICIAN SURVEY 
P Glassmen, C Good, M Kelly, M Bradley, J Ogden, K ]¢dzer. Department of Veterans 
Affairs, Los Angeles, Pittsburgh end Washington DC and RAND, Santa Monica. 

PURPOSE: The VA National Formulary (VANF) was implemented in Jime 1997. We 
surveyed physicians approximately I year later to help assess the VANF's effects on 
patient care, access to drugs, physician workload and VA's ability to train resident staff. 

METHODS: Questions, scored on a 5-point Likert scale, addressed general issues 
about the VANF and specific issues of choosing selected drugs within 6 chug classes. 
Respondents also provided demographic information. The sample population (n = 
4640), based on foe circulation files of The Veterans Health Journal, included all listed 
general internists (n = 2824) and convenience samples of nenroingists (n.ffi 238) 
psychiatrists (n--997), general surgeons (o = 429), neurologists (n = 238) and urologists 
(n = 152). Non-responding physicians received a second survey approximately i month 
after the f'trst. A total of 104 physicians were declared ineligible, leaving a final sample 
of 4536. Comparisons across physician groups were by Chi-squnre analysis. 

RESULTS: Overall response rate was 45% (2041/4536). Physicians were all 
attendings, average age 49 years, with 11 years of VA service and averaging 5 half-days 
per w~ek in outpatient clinics; 73% were full-time employees; 20% practiced in other 
health systems with drug formularies end 13% were on VA P&T Committees. Most 
physicians (63%) felt that they could prescribe needed drugs; 66% agreed that patients 
could obtain non-formulary drugs, when oecossary. About one-third (32%) of 
physicians disagreed that access to prescription pharmaceuticals had increased over the 
past year. Although 29*/0 stated the VANF impinged on providing quality cam to their 
og, n patients, fewer physicians (24%) feR that it impinged on providing quality care to 
other VA patients. Thirty-eight percent (38%) of physicians feR that the VANF was 
more restrictive than private sector formularies but only 16% felt that the VANF 
diminished the ability to Irain residents for managed care. Most physicians (60%) did 
not agree that the VANF added substantially to their workload. Regarding questions on 
drug class selections, the overall perception was that these had nominal effects on 
patient care. For example, choosing lovastatin and simvastatin as formulary drugs was 
felt to have a positive effect by 29*/* of physiciens, no effect by 46% and a negative 
effect by 8%. We also noted significant differences among physicians on many issues. 
For example, VA physicians who worked in other health care systems with formularies 
were less likely to agree that the National Formulary added substantially to workload 
(28% vs. 38*/*, P < .001). Physicians who were familiar with the formulary had more 
positive views of the VANF then these who were unfamiliar (data not shown) 

CONCLUSIONS: Most participating VA physicians did not perceive that the VANF 
negat;vely affected quality of patient care, access to pharmaceuticals, physician 
workload or resident training. Selecting specific agents in 6 drog classes was viewed as 
having a nominal effect on patient care. 

SCREENING AND MANAGEMENT OF HYPERLIPIDEMIA IN 
PATIENTS WITH NEW ONSET ANGINA WITHIN A LARGE HEALTH 
MAINTENANCE ORGANIZATION. THE ANGINA STUDY. AS Go) '2 
K phillips, I JV Selhyl. 1Div. of Resenrch, Kaiser Permanente, Oakland, CA; 2Dept 
of Epidemiology and Binstatisfies, Univ. of California, San Francisco 

BACKGROUND: Screening and treatment of hyperlipidemia in patients with 
comnmy heart disease are highly effective in reducing cardiovascular morbidity 
and mortality, but few studies have evaluated adherence to these recommendations 
and success achieved in patients with new onset angina. 

METHODS: We assessed the rat~s of screening and treatment of 
hyperlipidemin, as well as achieving target LDL goals, in a cohort of patients with 
new onset angina within a large HlvlO. In the ANGingraphy IN Angina (ANGINA) 
Study, we used automated databases to identify patients with new onset angina 
between 7/95-12/96, defined as having inpatient or outpatient angina diagnoses, 
nitroglycerin prescriptions in 1 year, or coronary ungiography for suspected 
symptomatic heart disease. Patients with prior known angina, nitroglycerin use, 
myocardial infarction, congestive heart failure, coronary angiography, or 
revascularizafion were excluded. Patients screened and/or treated for 
hyperl/pidemia within 12 months prior to angina diagnosis were also excluded. 
1993 National Cholesterol Education Program recommendations were used to 
assess 3 modified quafity measures: (1) LDL cholesterol measurement within 6 
months after angina diagnosis, (2) initiation of lipid-lowering therapy within 3 
months for an LDL>I30 mg/dl, and (3) achieving an LDL<I00 mg/di within 12 
months after starting lipid-lowering therapy in patients with an LDL>130 mg/di. 

RESULTS: Among 7,776 patients with new onset angina and no prior screening 
or trentm~t for hyperlipidemin during the previous year, only 16% had a 
documented LDL measurement within 6 months after the angina diagnosis. Among 
the 797 screened patients who had an LDL>I30 mg/dl, only 26% of these patients 
received a lipid-lowering drug within 3 months after lipid measurement, with 
HMG-CoA reductase inhibitor,s Cstatins") being the most frequently prescribed 
medication. Finally, in the 210 patienis with an initial LDL>I30 mg/di who 
received llpid-inwering therapy, only 30% had a docomented LDL<100 mg/dl 
within 12 months after starting treatment. 

CONCLUSION: Within this large HMO-based sample of patients with new 
onset angina, we found relatively low rates of screening and tw, atment of 
hyperlipidemia. Even among treated hyperiipidemic patients, less than one third 
achieved target LDL goals within l year after initiating therapy. Patients with new 
onset angina serve as an excellent opportunity to decrease morbidity and mortality 
through more aggressive identification and treatment of hyperlipidemia. 

IMPLICATIONS OF DIFFERENT STROKE RISK CRITERIA ON 
ANTICOAGULATION DECISION IN ATRIAL FIBRILLATION. THE 
ATRIA STUDY. A$ ~iQ t'2, Ebl Hylek 3, LE Henanlt 3, K Phillips I , .IV Selhy I , DE 
Singe r~. ~Div. of Research, Kaiser Permanente, Oakland, CA: 2DepL of 
Epidemiology and Biostatistics, Univ. of California, San Francisco; 3General 
Medicine Division, Massachusetts General Hospital, Boston, MA. 

BACKGROUND: Accurately identifying patients with non-vnivular atrial 
fibrillation (NVAF) who should or should not take warfarin for stroke prevention 
is critical. We ~__¢__~_~ the potential impact of various stroke risk classification 
schemes on this decision in a large community-hased sample of NVAF patients. 

METHODS: In the AnTienagnlation and Risk Factors In Atrial Fibrillation 
(ATRIA) Study, we used automated clinical and electrocardiographic databases to 
assemble outpatients with confirmed NVAF between July I, 1996---December 3 I, 
1997. We then compared tile proportion of patients classified as "low stroke 
risk--aspirin acceptable" based on published criteria from the Atrial Fibrillation 
Investigators (AFI), American College of Chest Physicians (ACCP), and Stroke 
Prevention in Atrial Fibrillation Investigators (SPAF) Gable). 

RESULTS: Among 13,725 NVAF patients, AH rsiteria classified 14.9% as 
"low stroke risk," compared with 35.5% for ACCP and 46.0% for SPAF (Table) 
(Kappa range: 0.34-0.79). This two-to-threefold increase in the proportion of "low 
stroke risk" NVAF patients by ACCP and SPAF criteria was primarily due to 
inclusion of many elderly subjects (men and women 65-75 yr and/or men >75 yr) 
who had no additional clinical stroke risk factors. 

Table. Proportion of "Low Stroke Risk" NVAF Patients by AFI, ACCP, 
SPAF Criteria (Nffi13~725) 

"Low Stroke Risk" 
Criteria n (%) 

AFI No age>65 yr, prior stroke, hypertension, 2049 (14.9%) 
heart failure, or diabetes 

ACCP No age>75 yr, prior stroke, hypertension, 4877 (35.5%) 
or heart failure 

SPAF No women>75 yr, prior stroke, systolic 
hypenensao~ or recent heart faiinre 6308 (46.0%) 

CONCLUSION: Our analysis reveals that the age threshold for assigning stroke 
risk has a dramatic impact on the decision wbethar to reconunend warfarin in a 
community-based sample of patients with NVAF. Studies of large populations 
with many stroke events are needed to determine precisely which NVAF 
subgroups a ~  may at sufficiently low risk to forgo warfarin therapy. 

R E D U C I N G  A N T I B I O T I C  U S E  IN A M B U L A T O R Y  P R A C T I C E :  
I m p a c t  o f  a M u l t i d i m e n s i o n a l  I n t e r v e n t i o n  o n  the  T r e a t m e n t  o f  
U n c o m p l i c a t e d  A c u t e  B r o n c h i t i s  in Adul t s .  R Gonzales ,  JF Steiner, 
A L u r n ,  PH Barrett,  Jr, Universi ty o f  Colorado  Health Sciences Center,  
Denver,  CO,  and  Kaiser  Permanente  o f  Colorado.  

B a c k g r o u n d :  The emergence  and spread o f  antibiotic-resistant  
Streptococcuspneumoniae has been perpetuated by the overuse o f  
antibiot ics for  acute respiratory infections. 
Objec t ive :  To decrease antibiotic prescr ibing for adults  with 
uncompl ica ted  acute bronchitis.  
M e t h o d s :  We conducted  a control led trial o f  a mul t idimensional  
intervention at pr imary  care practices be longing  to a g roup-mode l  health 
main tenance  organizat ion in the Denver  metropol i tan  area. The full 
intervention site received household  and  off ice-based patient educat ional  
materials,  as well as clinician educat ion that  included pract ice profi l ing 
and detailing. The limited intervention site received only  off ice-based 
educat ional  materials.  Eligible cl inicians included physicians ,  physic ian  
assistants,  nurse practi t ioners and registered nurses.  A mult ivariate 
mixed-effects  model  was  used to adjust  for  cluster ing o f  providers  by  
study site. 
Resul ts :  Antibiot ic  prescription rates for  uncompl ica ted  acute bronchitis 
were  s imilar  at  all sites dur ing the baseline period (I 1/96-2/97). Dur ing  
the s tudy period (11/97-2/98),  there was  a substantial  decline in 
antibiotic prescript ion rates at the full intervention site ( f rom 7 3 %  to 
47%; p=0.003),  but  not at the control  and limited intervention sites (78% 
to 76%, and  82% to 77%, respectively).  There were no concomi tan t  
increases (compared to control)  in non-antibiot ic  prescript ions (inhaled 
bronchodilators ,  cough  suppressants  or analgesics) ,  nor  in return office 
visits (within 30 days  o f  incident visit) for bronchit is  or pneumonia  at the 
full intervention site. 
Conc lus ions :  This  study demonstra tes  that antibiotic t reatment  o f  adults  
d iagnosed  with uncompl ica ted  acute bronchit is  can be safely reduced 
us ing a combinat ion  o f  patient and clinician education.  
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THE FAILURE OF POINT OF SERVICE HEALTH PLAN'S TO BRIDGE THE GAP 
BETWEEN FEE FOR SERVICE AND HEALTH MAINTEHAHCE 
ORGAHIZATIONS. ~S Greenfield. ISH Kaplan, lIB Wilson, IN Tearin, 2'M Corm'or, 
]New England Medical Center, Boston, MA and 2The MEDSTAT Group, Ann Arbor, 
MI. 

In past surveys, patients have been more satisfied with Fee-For-Service (FFS) than 
with Health Maintenance ~niT"~fionS (I'~OS). Point Of  Service (POS) plans have 
been designed to offer more choice at small costs to the patient in the ~ o n  that 
satisfaction would approach that of FFS. Whether this major structural change has 
achieved its goals by satisfying patients and maintaining health has never been 
studied. 

We therefore compared POS to both HMO and FFS across 11 aspects of satisfaction: 
access, availability, administrative hassles, choice of physicians, interpersonal style of 
the physicians, participatow decision making of physiciaus, restriction of services, 
customer service, time pressmen, t n ~  and a behavioral intention ~ measure. 

We su~eyed 30,876 patients in 20 cities with POS (n=8299), HMO (n=14,488), FFS 
(nffi8089). Patients names were obtained from their employers. Mean patient age was 
48. We adjusted each of the 11 satisfacllon mea.mm~ for:. concern with finances (co- 
payments, deductibles and premiums); severity of illness (using the Total Illness 
Burden Index); patient passivity; patient satisfaction with life circumstances; 
sociooconomic status and tenure with plan. We also measured physical function, role 
function, and disability days. 

In unadjusted analyses, POS had ratings at the same level or lower than HMO for all 
11 measures, and both FOS and HMO were somewhat lower than FFS. After 
controlling for the above mentioned variables, of which financial concerns had the 
largest impact, differences became large (8-12 points, all over 30% of a standard 
deviation) for all I I measures. Patients were much ~aore satisfied with F~S than 
either HMO or POS. Physical function, role fimction and disability days were 
equivalent across all systems. 

Overall, patients continue to be much more satisfied with FFS, even in 1998. FOS 
does not appear to optimize cost and choice for consumers. Plans must be clearly 
differentiated in the patients' minds so that they can choose the optimal balance 
between plan features and cost, since at least for this age group, health appears to be 
sinulur. 

THE Q U A L I T Y  O F  Q U A L I T Y  I M P R O V E M E N T  INITIATIVES.  
AR Gupta*, LG Sandy ~, SA Sehroede~. *Yale School of Medicine, New Haven, CT. 
^The Robert Wood Johnson Fmmdafion. Prin~ton, NJ. 

Pnrpme: To assess the effectiveness of quality improvement initiatives. 
Methods: MEDLINE searches for the period from Janum'y 1990 to June 1998 

inclusive combining MeSH headings with relevant text words (eg "impmvement~" 
"strategies") were conducted as well as interviews with administrators and researchers 
in organizations that are engaged in improving quality across the country. 

Results: Quality impmvemont initiatives were divided into two categories: external 
activities and internal strategies. Based on accountability and market forces, exteraail~ 
oriented activities require purchasers and consumers to value and reward quality health 
care. Review of the literature reveals that most purchasers base theft decisions on the' 
cost ofhenlth care, with little attention to quality. A handful of purchasers use 
incentives such us setting lower employee contributions for higher quality liMOs or 
setting aside a percentage oftbe premium to reward the best performing plans. The 
effectiveness of this financial method in improving quality is not known. Most 
consumers do not use quality comparisons in their choice of pisus, physicians, or 
hospitals; they rely instead on recommendations from family members and friends. 
Consumers also define quality in terms of access, choice, and satisfaction, almost 
always focussed at the pmvider-leval. However, it is unclear whether consumers will 
use this physician-specific information in their choice of providers. On the other hand, 
internal strategies (continuous quality improvement [CQI], rapid cycling, academic 
detailing) are aimed at changing the actions of health care providers, administrators, 
and support staff. There em a number of studies limited to single institutions that 
demonstrate one-time improvements using strategies that are based on trial-and-error 
and administrative experience. Sustainablity of  these "improvements" has yet to be' 
documented. A randomized control trial comparing various improvement strategies in 
different clinical settings revealed no differences in implementation of national 
guidelines. Moreover, studies reveal that organizations utilize personnel With limited 
understanding and experience to conduct quality improvement initiatives. Finally, as 
purchasers and consumers demand increased access and choice in health care, managed 
care organizations will be forced to drop exclusive provider networks and instead 
contract with physicians belonging to multiple plans. This will focus quality 
improvement efforts from the plan to the provider, creating new challenges for 
physicians as organizations (NCQA, AMA) attempt to accredit medical groups and 
individual practitioners. 

Con¢lusious: Little is known about the quality of quality improvement initiatives. 
Better evaluation oftbe effectiveness and cost-benefit of  external and internal strategies 
could provide a more solid foundation for policies to improve health care quality. 

T H E  D E C I S I O N  T O  B E G I N  H I G H L Y  A C T I V E  A N T I -  
R E T R O V I R A L  T H E R A P Y  I N  P A T I E N T S  W I T H  L O W  V I R A L  
L O A D S :  A C O S T - E F F E C T I V E N E S S  A N A L Y S I S ,  P W  
Grocnev¢ld,  P M  Salznmnn, and  H Lampiris .  San Francisco V A  Medical  
Center,  Depar tment  o f  Medicine,  U C  San Francisco,  San  Francisco,  CA.  

When  to start Highly  Active Anti-Relroviral Therapy (HAART)  in the 
course o f  H1V infection is controversial ,  part icularly for  HIV infected 

3 3 patients with C I ~  counts  > 500 / ram and  viral loads < 5 , 0 0 0 / r a m .  W e  
constructed a Markov  Decision Analysis  Model to compare  the marginal  
cost-effectiveness o f  Ur~ating such patients with H A A R T  immediately 
versus a strategy o f  delaying therapy until either a pat ient 's  viral load 
e x ~  5 ,000  c o p i e s / m m  3 o r  C D 4  count  falls below 500  cel ls /mm s. 

Taking a societal perspective for  cost  account ing,  we  obtained cost  data 
f rom studies on the costs o f  care for  HIV-infected individuals as well as 
pharmaceutical  and  outpatient costs for  HIV care at  the University o f  
California,  San Francisco.  Utility values for  Health-Related Qual i ty  o f  Life 
were  der ived f rom previous studies o f  HIV patients. Progress ion o f  HIV 
infection to AIDS and death was  projected f rom the Multicenter AIDS 
Cohor t  Study data. The long- term effectiveness o f  H A A R T  therapy was  
extrapolated f rom recently released ~ a l  data. We estimated the likelihood 
o f  developing a mutant ,  resistant virus using published studies on the 
acquisi t ion o f  resistant HIV in cohorts  on mult i -drug therapy.  

O u r  reference case placed the annual  risk o f  progression to AIDS at  5 %  
without  therapy;  this rate was  assumed to decrease to 1% on therapy.  The  
rate o f  acquisition o f  mnit i-dmg-resistant  HIV on H A A R T  was  estimated at  
19~ per year  in the reference case analysis.  The reference case cost  o f  
asymptomat ic  HIV care without  H A A R T  was  $1500 per year,  which  
increased to $7500 per  year  once  H A A R T  commenced.  

W e  found  a marginal  cost-effectiveness ratio o f  $12,600 per  Qual i ty-  
Adjusted Life Year  saved for  the early institution o f  H A A R T  therapy in 
HIV infection. Sensitivity analyses  indicated the most  critical factors in the 
model  were: 1) Outpatient pharmaceut ical  and  clinic costs, 2) the rate o f  
acquisi t ion o f  resistance, 3) retardation o f  progress ion to AIDS (i.e. 
potency o f  drug  therapy),  and 4)  the health utility discount  rate. 

We conclude that  ear ly treatment o f  HIV with H A A R T  compares  wall 
with other  medical  therapies that  are considered cost-effective. However ,  
this cost-effectiveness is achieved only by  combin ing  sufficient therapeutic 
performance with the maintenance o f  outpat ient  costs below $12,500/year.  

QUALITY OF CARE FOR WOMEN WITH COMMON BREAST PROBLEMS 
MANAGED BY GENERAL INTERNISTS. /S Haas. EF Cook, AL Puopolo, FIR 
Bumtin, TA Breanen. Divisions of General Medicine, Brigham & Womco's 
Hospital, Boston & San Francisco General Hospital, t i c  San Francisco, San 
Francisco. 

The management of women with common breast problems poses several unique 
challenges. This is refloctad by tbe observation that falhn~ to diagneso breust center 
is the leading malpractice allegation in the US. The goal of this study was to 
examine factors t.~ociated with vm~ation in the quality of care for woman with two 
common breast problems: an abuormal mnumgnun  or a ciinicel Ixceat cempinint 

W• mrveyad women uadargoiag nmmmo81aFhy fo¢ sen:oning or a diakal  tceast 
compinlm at one of 10 general medkine pracficns in the k l t o n  erea (n = 579), and 
reviewad medical reco~.  We foce.u~ on 3 onteem~: Whsther a wonum n~alved an 
evaluation that was in compliance with a local coer, eusus guideline, the •umber of 
days until the appropriate resolution of the b~,....st problem (if any), sad • wonum's 
overall satisfaction with the quality of her breast cme. 

Overall, 68% of woman were emolled bec__ e,~se of an abcormal screening exam and 
32% because of a clinical breast complaint. 69% of women received cam consistent 
with the algorithm. After adjustment for age, nice, family history, type of breast 
problem, memmogsam result, wow/about breast cancer, and site of c e ~  women 
younger than 50 (odds ratio 0.63; 95% confidence interval 0.46 - 0.94) and those 
with a clinical brenst complaint (compared with an abnormal mammogram: OR 
0.57; 95% CI 0.38 - 0.86) were less likely to receive ~ in compliance with the 
guideline and had a longer time to resolution of their problem. Women with • 
managed cme pisn were more like.ly to receive c4ee in compliance with the guldeline 
(OR 1.72;95%C! 1.12-2.64), and had amure fimaly mmintion. Thers were co 
differences in satisfaction by age or type of po)blem, but women who partic." il~med in 
a managed care plan were less likely to rate their care as excellent (42% vs. 5 I~, 
p <0.05). 

Our work mggests that a substantial proportion of won--,~n with • breast problem 
managed by gsoeraiists do not receive care consistent with a cfinicai guidefine, 
pal~iculafly younger women with a clinical Immst complaint and • b u ~  
memmogrem result. ~ was an association between guideline compliance and 
satisfaction. These findings provide some insight into the growing liability of 
gsnerniists for the care of women with breast problems. 



JGIM Volume 14, April (supplement 2) 1999 ] O] 

THE ANTIBIOTIC CONVERSION DECISION IN PATIENTS HOSPITALIZED 
WITH PNEUMONIA: DO GENERALISTS AND SPECIALISTS THINK ALIKE? 
E Hahn, B Mittman, M Walsh, G Switzer, C Chang, M Fine, Mr. Sinai Medical Center, 
NY, NY, Univ. of Pittsburgh Medical Center, Pittsburgh, PA, RAND, Santa Manica, CA 

We sought to determine the factors influencing the decision to convert from IV to oral 
(PO) antibiotics in patients (Pt) hospitalized with community-acquired pneumonia (CAP) 
As part of a guideline trial, we developed a pre-intervention written survey to assess 
baseline attitudes about CAP management. Physicians (MDs) rated the impurUmce of 14 
clinical factors on the antibiotic (ABX) conversion decision on a 3 point scale (not, 
somewhat, and very important). They also reported vital sign threshold values at which 
they would consider a typical Pt stable to be switched from IV to PC) ABX. We surveyed 
641 internal medicine (llv0 attendings who treat CAP in 7 bospitals ~ Pittsburgh, PA 
hospitals (1 university, 3 community teaching and 3 community non-teaching). 

We received 352 completed surveys (55% response rate): 86/128 at Univ. of Pittsburgh 
Medical Center (UPMC) Montefiore, 49/84 at Jefferson, 19/34 at UPMC Braddock, 
55/99 at UPMC Passavant, 78/147 at UPMC Shadyside, 45/102 at St. Francis, and 20/47 
at UPMC McKeesport. Overall, 79e of MDs were generelists (general IM, family, 
general practice) and 21% IM subspecialists (pulmonary/infectious diseases). Specialists 
cared for more CAP inpatients/yr (32 v. 18; p<.0001) and did more inpatient care (27 v. 
12 hrs/wk, p<.0001) then geaeralists. Among all MDs, absence of metastatic infection 
was the most influential factor in streamlining ABX with MDs rating as very important 
"no suppurative infection" (93%) and "no positive blood cultures" (63%). Other factors 
rated as very important were: ability to take POs (79%), respiratory rate (RR) baseline 
(64%), temperature (Temp) normal (62%), 02 sat baseline (55%) and mental status 
baseline (50%). Less important factors included', general appearance (46%), heart rate 
[HR] (42%), etiology (39%), comorbidities (38%), and blood pressure [BP] (27%). Only 
17% of MDs felt the WBC should be normal and 8% the CXR resolved. Mean threshold 
values at which MDs would first consider switching ABX from IV to PO were: Temp < 
100°F, RR < 22, HR'~g 100, 0z sat > 90% and systolic BP ~ 100. Opinion was split about 
Pts being "afebrile for 24 hours before conversion to PO ABX" (48% agreed, 5% no 
opinion, 37% disagreed). Only 18% of MDs felt "Pus should receive a standard duration 
of IV ABX." Generalists and specialists rated the same factors important to the ABX 
conversion decision except that more specialists emphasized CXR resolution (14% v. 
7%; p=.04) and more generalists stressed BP (29e v. 17'/o; p=.05) and mental status 
(53% v. 41%, p=.07). We found no significant differences between the 2 groups in vital 
sign thresholds for judging clinical stability or attitudes about Pts being afabrile for 24 
hours before being switched to POs or needing a standard duration of IV ABX. 

Guidelines and pathways to decrease delays in streamlining ABX should take into 
account the importance of stable vital signs and metastatic infection. Genera[ists and 
specialists had very similar heuristics for making the ABX conversion decision. 

THE GENERAL INTERNIST IN SURGICAL SUBSPECIALTY 
DEPARTMENTS: AN INNOVATIVE OPTION FOR SPECIALTY 
CARE AND PRIMARY CARE EDUCATION. C Henry_ and K Lee, 
Department of  General Internal Medicine, The Cleveland Clinic 
Foundation, Cleveland, OH. 

As managed care increases its market share and decreases 
reimbursement, medical institutions must respond to pressures to 
control costs. At the same time, academic medical centers seek to 
develop methods to teach trainees about "non-traditional" ambulatory 
topics previously not well covered in internal medicine residencies. We 
describe an innovative program to involve primary care internists in 
providing medical care within surgical subspecialty departments. 
The Cleveland Clinic Foundation is a large, multi-specialty, academic 
group practice. In the past, the institution has involved primary care 
physicians in specialty care, in the departments of Gynecology, 
Urology, and General Surgery (Breast Center). Anecdotally, this 
service has been well received by patients and has proved 
professionally satisfying. The presence of the generalist in subspecialty 
areas provides opportunities for delivering selected specialty services 
with greater integration with the patient's primary care physician, less 
secondary referrals and fi'agmentation of  care, and unique 
opportunities to educate trainees in common outpatient surgical 
problems that could be handled by generalists. 
In 1998, two additional general internists began spending half of their 
clinical time in two surgical suhspecialty areas, the Breast Center and 
the Department of  Otolaryngology. This presentation will describe the 
training process, development and scope of these practices, obstacles 
to success, advantages and disadvantages, educational opportunities, 
and financial issues encountered. 

WHERE WILL WE DIE?: A NATIONAL STUDY OF NURSING 
HOME DEATH; LC Hanson*, M Henderson, E Rodgman, 
University of North Carolina, Chapel Hill, NC. 

Purpose: We analyzed a nationally representative sample of  
decedents to describe temporal trends in location of  death, and the 
characteristics of  persons who die in nursing homes compared to 
other sites. 
Methods: We conducted a secondary analysis of  the 1986 and 1993 
National MoRality Follow-back Surveys, based on a 1% sample of 
adult US death certificates linked to interviews with surviving next- 
of-kin. Deaths from trauma and perinatal causes were excluded, 
leaving study samples ofn=13,676 (1993) and n=16,678 (1986). 
Results: From 1986 to 1993 the probability of  dying in a nursing 
home increased (18.7% to 20.0%, p<.05). Sixty-six percent of  
persons who consider the nursing home their usual residence died 
there in 1993, and the probability of  death in the nursing home 
increased with length of stay. Nursing home decedents were 
disproportionately aged,-white, unmarried, and in poverty. Their 
personal health care costs for the last year of  life more ofcen 
exceeded $I0,000 (19°/0 vs 5%, p<.05). Thirty-nine percent of 
nursing home decedents were totally dependent in ADLs, and 43% 
had cognitive impairment some or all of the last year of life. Living 
will use was high in nursing home deaths (44%) but pain medication 
use was low compared to other sites. 
Coadusion: Nursing homes are a more common site of death, and 
unique social and functional characteristics of nursing home 
decedents influence their terminal care needs. 

HOUSESTAFF CONTINUITY DECREASES LENGTH OF STAY. 
JE Herbers, GL Barbour, Medical Service, Veterans Affairs Medical 
Center, Washington DC. 
BACKGROUND: Limited past research has suggested that post-call 

transfer of patient care responsibility between house officers contributes to 
increased length of stay (LOS). Increased residency training in the 
outpatient setting necessitated a reconfignration of inpatient coverage, 
offering an opportunity for a controlled evaluation of two approaches to the 
assignment of patients admitted after-hours. OBJECTIVE: To determine 
whether post-uall transfer of patient care adversely affects overall LOS. 
DESIGN: Prospective controlled trial comparing two methods for assigning 
patients to intern-resident teams. SETTING: The four medical primary 
care wards of the Washington VA Medical Center, a tertiary teaching 
hospital of the George Washington and Georgetown Universi~ internal 
medicine residency programs. Residents are assigned to one of four firm 
wards. PATIENTS/PARTICIPANTS: Al~er exclusion ofpatiants boarding 
as overflow, all 399 admissions (352 patients) during the nine-week study 
period were analyzed. INTERVENTIONS: Residents were assigned to one 
of the four wards, uniformly distributed between the two residency 
programs. On two of the wards all patients admitted by a resident remained 
with that resident for the duration of hospitalization unless the resident 
rotated off-service (continuity, group). On the other two wards patients 
remained with their admitting resident only if both resident and patient were 
in the same primary, care group; otherwise patients were "handed-off' to one 
of the other group's residents for the duration of hospitalization (hand-off 
group). MEASUREMENTS AND MAIN RESULTS: 76 patients (79 
admissions, mean age 64) were admitted by residents who subsequently 
handed-over responsibility for their care. 276 patients (320 admissions, 
mean age 65) were admitted by residents who continued with them. Median 
LOS v-as five days in the hand-offgroup and three days in the continuity. 
group (p < 0.01). CONCLUSION: Transfer of care to a different resident 
post-call adversely affects LOS. Approaches to nighttime, weekend, and 
holiday coverage that entail loss of provider continuity need to be evaluated 
tbr possible negative consequences. 
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CONFIRMATION OF UNSTABLE ANGINA CASES SELECTED BY ICD-9 
CODES: IMPACT OF DEMOGRAPHIC AND PATIENT CHARACTERISTICS. 
G Heudebert. J Allison, S Baker, R Centor, F Sun, H Hood, C Kiefe. Dept. of 
Medicine. University of  Alabama- Birmingham. 
Background: Detailed clinical information obtained from medical record abstraction is 
commonly done for administrative, billing, and research purposes. This form of chart 
abstraction is resource-intensive and often hampered by the inability to accurately 
identify the appropriate medical records for abstraction via ICD-9 codes. We report the 
influence of  patient demographics and hospital characteristics on the yield of  ICD-9 
codes for patients with unstable angina (UA). 
Methods: Centrally tiained abstractors reviewed medical records of  Medicare patients 
hospitalized at 14 institutions in Alabama for calendar years '95 and'97. Potential cases 
of  UA were identified by a stratified sampling scheme of ICD-9 codes obtained from 
claims data. The scheme included coded admission and principal as well as secondary 
discharge diagnoses.ICD-9 codes were selected to represent UA as well as 
"neighboring" diagnoses such as subendocardial MI and coronary atherosclerosis. An 
AHCPR / UA guideline-based algorithm confirmed the diagnosis of UA. This 
algorithm contained information on the character of  chest pain (pain, location, 
radiation), modifiers of chest pain (exercise, evocation), and detailed 
electrocardiographic information. Proportions of  confn-med UA cases were compared 
by risk category of UA, sex, race, and hospital characteristics such as size, location and 
presence of a cath lab. 
Results: A total of  3128 charts were identified as candidates for a possible diagnosis of  
UA. Of these charts, a final diagnosis of UA was confLrmed in 1727 (56.4%, range for 
all hospitals 22% to 96%). Yield did not change between '95 and '97 (57.2% vs. 
55.2%). 

Hospital Characteristics (% yield) 

Rural 88 
Location* 

Urban , 52 
No 88 

Cath Lab* 
Yes 52 
Small 81 

Size* Medium 72 
High 37 

*: statistically significant differences. 
The gender difference persisted after stratifying by race. 

l| Patient Characteristics (% yield) 

Risk* High 93 
Low 4 
Female 63 

Sex* 
Male 49 
Black 53 

Race White 56 

Conclusions: There is wide inter-hospital variability in the coding of  UA by location, 
size, and cath lab availability. There is also a higher coding yield among women, which 
is independent of  race. This gender difference may be beneficial to women only if 
appropriate management is offered to these individuals. 

RELIABILITY OF PEER REVIEW IS NOT IMPROVED BY CASE 
DISCUSSION. TP Hofer, S Bemstein, S DeMonner, RA Hayward, VA HSR&D 
Field Program and Division of General Medicine, Univ. of Michigan, Ann Arbor, MI. 

OBJECTIVES: Peer review is used to make final judgments about quality of care in 
almost all quality assurance activities. In many cases disagreements are resolved by a 
second peer review and discussion between the two reviewers. We assessed the impact 
of discussion between two reviewers on the reliability of peer review. 

METHODS: A group of 12 board certified physicians reviewed a total of 379 
charts of  patients who developed severe laboratory almormalities while in the hospital 
0aypokalemia, hyperlademla, elevated crestinine and digoxinemia) using sU'uctured 
implicit review instrttments assessing the quality of care relating to each particular 
laboratory abnormality. At the end of  each review there was a single summary 
question asldng the reviewer to assess the overall quality of care as it related to the 
m~nagemeut of  the laboratory abn0rmality on a 6 poim scale. The scale was collapaed 
to three categories (substandard to poor quality, borderline and average to superior 
quality). 

The physician reviewers worked in pairs and independently rated each chart. At the 
end of the session they were unblinded as to which charts were part of  the reliability 
sutdy. They then discussed any differences of opinion and re-rated the chart. If the 
discussion pointed out omitted information or changed either reviewers' opinion they 
were told that they should modify their original rating. They were instructed not to 
change their rating if it arose from honest disagreement unresolved by discussion. 

We compared weighted kappas for agreement on overatl quality before and alter 
discussion for each pair. We then calculated kappas for agreement of the pair averages 
across separate pairs of reviewers before and after discussion to see if pair discussion 
increased the reliability of pair average ratings. 

RESULTS: 13% of all ratings were substandard or poor care, 37% were borderline 
and 50% were good to superior care. The pair agreements on quality had an average 
kappa of .34. After discussion the pair agreement increased to .56. However the 
agreement of  the average rating between the 6 pairs of reviewers was .28 before 
discussion and .23 after discussion. 

CONCLUSIONS: Having two physicians discuss a chart that they are reviewing to 
point out overlooked information or allow for reconsideration of opinions improves the 
agreement between those two physicians but does not improve the overall reliability of 
their ratings. 

DOES INVESTOR OWNERSHIP COMPROMISE HEALTH PLAN QUALrrY? 
DU Flimmelstein, S Woolhandfer, I Hellender, SM Wolfe. Department of  Medicine, 
Cambridge Hospital/Harvard Medical School, Cambridge, MA; Pubfic Citizen Health 
Research Group, Washington, DC; and Physicians for a National Health Program, 
Chicago, IL. 

Bac~round Betweea 1985 and 1997, the proportion of  HMO m e m ~ r s  
enroned in investor-owned plans rose from 26 % to 62 % and the proportion in group 
and staff model plans de¢iinod sharply. Yet most research on quality of  care in 
I-I~[O8 ha8 e~amined not-for-profit group or staff model plans. 

Mahods We compared quality of  care, petlem satisfaction and fmancial 
indicators for investor-owned and not-for-profit HMOs using 1996 data collected by 
the National Committee for Quality Assurance. Quality sad flum~al indicators were 
available for 329 plans representing 54~ of total U.S. I-IMO enrollment. Patieat 
satisfaction surveys were available for 200 plans. 

Re.subs Investor-owned plans had lower scores for all quality indicators and 
for 22 of  the 23 satisfaction measures. The only two measures of  the quality of  cage 
for chronic medical illnesses showed the largest differenoes; among patients 
discharged from the hospital after a myocardial infarction, 59.2% of eligible pstients 
in inveO.or-owned HMOs received a beta blocker vs. 70.6% in not-for-profit plans 
(p < .001); only 35.1% of diabetica in investor-owned plans had received an annual 
eye exam, vs. 47.9 % in not-for-profit pl~as (p < .0001). Investor-ownod plans had 
substantially lower rates of  outpatient follow-up after psychiatric hospitalization; 
immunizations for 2 year olds and for adolescents; mammogrephy; Pap smears; and 
advising smokers to quit. In investor-owned plans, 53.9% of enrollees were 
completely or very satisfied with their plan vs. 61.8 % in not-for-profits (p < .0001). 

Quality indicators were consistently higher for staff and group model HMOs 
and for plans in New England. Satisfaction nmasures were not consistently correlated 
with model type. In multivariate analyses controlling for model type, the method 
each HMO used to collect data and geographic region, investor ownership remained 
a consistent predictor of  lower quality and worse satisfaction. 

Total costs were the same at investor-owned and not-for-profit plans, but 
overhead and profits coasanned a larger share in the investor-ownod sector;, 19.4% 
vs. 13.1% of premiums. 

Conclusions The investor-owned HMOs favored by the market provide 
lower quality care and worse patient satisfaction than not-for-profit plans. Our 
findings are particularly disturbing since previous research has shown that even not- 
for-profit HMOs produce worse outcomes for the sick poor and elderly than does fee- 
f o r ~ c o  care. 

THE DIRECT-TO-CONSUMER MARKETING OF P R E S C ~ O N  DRUGS AND 
HEALTH SERVICES UTILIZATION. ~ Division of  General Int~nal 
Medicine, Department of Medicine, University of Washington, Seattle, W~,hi%gton. 

Pur]mse: Over the last decade ~ e  pharmaceutical industry hss devoted incrsasing 
resou~es to direct-to-consumer (ITFC) marketing of pw.scdption dm~.  Despite concern 
that this may affect health service util;,ation, the impact of  DTC marketing has undergone 
limited independent evaluation. This study takes the first step in evaluating the mapsct of 
DTC ~ t i n g  by locking for an association between patient exposure to ads for 
presc~fiption drags used to ta~at osteopomsis and subsequent bone density measurement. 

Methods: The study uses a case-control dedge. A questionnaise assesses eapogue to 
advertisements in women prssenting for bone density measurement by asking them if they 
are familiar with any of a list of prew.fiption drugs (including two osteupomsis drugs 
advertised dLrectly to c o ~ )  and ff so how they first became f~mili., with the th'ugs 
(e.g. flora an adverdsereent, from a doctor, etc.). Conttola, women who have not 
undergone bone density measurement and matched on health care provider and age, 
complete the same questionnaire. The q~w.stionnaire also asks about other variables 
including risk factors for OStanpo~fis. Logisuc segression provides an estimate of the 
adjusted odds ratio of  receiving bone density measurement after eapnsure to 
advertisements for presedption drags used to tzeat osteupomsis. 

Results: With sespsct to ~ esteopomsis drugs, 27.1% of women ~ f,~mili~ with 
ndoxifene and, of these women, 52.6% based theiz familiarity on advertising, while 28,6% 
of women were familiar with siendronste and, of these women, 25.(F/, based their 
familiarity on advertising. 

The adjusted odds of receiving bone density testing, contxolling for menopausal status, 
total number of osteoporosis m k  factors, level of education, household income, marital 
stsms, health stares, health worry, and other health tests, if a women was familitt with 

o either of the two osteopomsis drags was 6.31 (95Vo CI, 0.69, 57.6, p = 0.10). The adjusted 
odds of  sece/ving bone density if a women was familiar with either of the two esteopomsis 
drags based on advertidng w ~  3.17 (95% CI, 0.17, 58.8, p = 0.44). 

Stedstically significant pzedictors of receiving bone density messurenmnt in the model 
included a mb~cct's number of ~ factors for usmoporosis and level of education entered 
as a continuous variable. The odds ratio for seceiving bone density testing for each 
additional risk factor was 2.36 (95% CI 1.15, 4.81) and for each step up in level of 
education was 6.68 (95% CI 1.96, 22.72). 

Conclusions: This study demonstrates that independent evaluation of the impact of 
DTC marketing of preschption drags using avsilable observational evidence is possible. 
The msulte', which ~ s t  a possible association between eapnsme to advertisements for 
drugs used to u'eat esteopot-nsm and subsequent bone density mesant'ement, failure to 
reach statistical significance may be due to limited statistical power. This pxdiminaty study 
supports further independent research into ~he impact of  DTC marketing of preu:fiption 
drugs on health services utilization. 
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TO TEST OR NOT TO TEST? A SURVEY OF PER[OPERATIVE 
MANAGEMENT STYLES. L ln0uy¢, M Mackrell Gaglione, JL Jackson, R 
Hawkins, Portsmouth Naval Medical Center, Portsmouth VA 

Practice guidelines are often not widely, rapidly or uniformly implemented after 
pubfication. Moreover, guidelines from different or~ni7~tions often va!y 
substantially. There arc two recent guidelines for perioperative evaluation with 
significantly different recommend~tiol~. The American College of Cardiology- 
American Heart Assuciation (ACC/AHA) suggests greater preoperative testing 
than does the American College of Physiciun-American Society of Internal 
Medicine (ACP-ASI/vl) guidelines. Additionally, while the ACP-ASIM guidelines 
recommend pcrioperative beta-biocknde for patients with cardiac risk factors, the 
ACC/AHA guidelines do not emphasize this. Our purpose was to determine the 
perioperative practices among physicians routinely performing these evaluations in 
the face of confiieting guidelines. 

Methods Su~ey of residents, staff and fellows in Medicine, Cardiology and 
Anesthesia at two tertiat 3, medical centers. Participants were given several clinical 
scenarios designed to highlight differences between guideline recommendations 
and asked to make pre- and perioperative evaluation and management decisions. 

Results 95% of the 98 participants reported familiarity with at least one 
guideline, with 58% reporting understanding of both. 33% reported following 
ACC/AHA guidelines, 35% ACP-ASIM and 10% both. However, in the clinical 
scenarios, only 33% of ACC/AHA and 35% of ACP-ASIM "followers" consistently 
adhered to pubtished gmdelines. 52% of respondents recommended perioperative 
beta-blockers in patients with risk factors and another 25% used them in patients 
with non-invasive tests consistent with ischemia. Cardiology staff and fellows 
reported following ACC guidelines more often than general internal medicine staff 
and fellows, but neither were more consistent in guideline adherence. 41% 
recommended more frequent postoperative ECG evaluation in patients with 
abnormal non-invasive preoperative evaluation. 

Conclusion While the majority of participants reported familiarity with one or 
beth guidelines, nearly 2/3 were inconsistent in the application of either guideline 
in our clinical scenarios. Despite a lack of evidence supporting more frequent 
ECG monitoring, nearly half Increased the frequency of postoperative ECG 
assessment in patients with preoperative testing suggesting ischemia. 
Implementation of perioperative management guidelines is complicated by 
conflicting recommendations. 

EVALUATING SMOKING CESSATION EFFORTS FOR PATIENTS WITH 
CHRONIC OBSTRUCTIVE PULMONARY DISEASE. DG Jolicoenr, GF Salmen, 
SD Holenmb, M Salmesun, EF Ellerbeck, and JS Ahluwalis, Departments of 
Preventive Medicine, Internal Medicine and Family Medicine, University of Kansas 
Sch6ol of Medicine, Kansas City, KS. 

The purpose of this study was to examine the processes and slructure of care in a 
university-based primary-care clinic, for patients with chronic obstructive pulmonary 
disease (COPD) who smoke. 

Telephone interviews were conducted with 31 patients diagnosed with COPD. 
Subjects were asked to recall if, at their last visit, their physician inquired about 
smoking, advised them to quit and offered help with cessation. Chart reviews on these 
patients were conducted to determine documentation of smoking status, advice to quit 
and assistance with cessation. Using the Agency for Health Care Policy and Research 
(AHCPR) guidelines on smoking cessation, I l questions relating to office systems 
were identified and used to evaluate this clinic. These questions addressed 
staff/physician training and tasking, charting systems, patient aids, feedback and 
monitoring. 

Of the 31 patients interviewed, 18 (58%) stated that they were current smokers. Of 
the 18 current smokers, 14 (77%) reported being asked about smoking, 12 (67%) 
recalled being advised to quit, and 6 (33%) recalled being given assistance with how 
to quit. Chart reviews of these 18 smokers revealed 11 (61%) were documented as 
.current smokers and 8 (44%) had been advised to quit. During the review of offÉce 
systems three of the eleven issues examined were currently being addressed in some 
manner: charts contained problem lists with an area specifically designated for 
documentation of tobacco use; patient education materials were available at the 
nurses station; and an on-site smoking cessation program was available. The 
following were found to be insufficiently addressed: formal training .of 
staff/physicians, assignment of tasks, recording smoking status at each visit, recording 
readiness to change, recording assistanee with cessation, referral lists, a program for 
patient follow-up and a system for measurement and feedback. 

Identification and counseling of smokers is inadequate in some primary care 
settings. A systematic review of resources in these settings can identify areas to 
target for quality improvement activities. 

INCREASING EFFICIENCY IN PREt4ARY CARE CLINICS: THE 
ORIENTATION CLINIC. S lain. CL Chou,. Division of General Internal 
Medicine, VA Medical Center, Universi ty of California, San Francisco, 
CA. 

BP, CKGROUND: Primary care clinics often report h igh rates of failed 
appointments for new patients, resulting in wasted resources, longer wait 
times for initial appointments,  and  reduced clinic efficiency. 

OBJECTIVE: We sought to assess the effect of an orientation clinic for 
new patients on their subsequent  no-show rates to primary care prov/ders. 

METHODS: Previously, patients referred for pr imary care at the VA 
Medical Center in San Francisco were scheduled directly to see a new 
provider. Starting in May 1998, these patients were scheduled for a nurse- 
run orientation clinic, dur ing which the purpose and operation of the clinic 
were discussed in a group setting. Initial health maintenance information 
and screening were also provided. Patienis who attended the orientation 
clinic were subsequently scheduled for an  appointment with a primary 
care provider.  

RESULTS: Before the start of the orientation clinic, the no-show rate 
for new patients to see their pr imary care provider  was  45*/. (166/368; 95% 
confidence interval 40-50°/.). After the orientation clinic was initiated, 
the no-show rate for that  clinic was  42°/. (210/499; 95*/. confidence interval 
37-47%). O f  those patients who a t tended the orientation clinic, 25°/. 
(71/289; 95% confidence interval 20-30°/.) failed to attend an initial visit 
with a pr imary  care provider,  for a cumulative no-show rate of 56%. 
Patients who  at tended the orientation clinic had  a significantly lower no- 
show rate to a new provider  than before the intervention (p<0.0001); 
however, after the insti tution of the orientation clinic, the total number  of 
patients who missed an  initial clinic visit with a provider increased from 
45% to 56% (p=0.001).  

CONCLUSIONS: The use of an orientation clinic is a novel, efK~tive 
way to increase clinic efficiency b y  minimizing failed appointments to new 
pr imary care providers. However,  fewer patients scheduled for the 
orientation clinic ul t imately at tended an  appointment  with a prhnary 
care provider .  

THE USE OF I .YNANNOUNCED S T A N D A R D I Z E D  PATIENTS IN 
Q U A L I T Y - O F - C A R E  R E S E A R C H .  TV Jones and SH Burmer, Section 
o f  Gene ra l  Internal  Medicine ,  The Mil ton S. Hershey  Medical  Center,  
Depar tment  o f  Medic ine ,  Penn  State Col lege o f  Medicine,  Hershey,  PA. 

Purpose:  To determine  the accuracy ,  reliability, and  validity o f  
unannounced  s tandard ized  pat ients  (SPs) in studies on  qual i ty-of-care  
provided b y  heal th  professionals ,  and  to compare  the s trengths and  
l imitat ions o f  SPs wi th  other  methodologica l  approaches.  

Methods:  A li terature search o f  s tudies publ ished f rom 1966 through 
March  1998 w a s  per formed ,  us ing MEDLINE,  CINAHL,  ERIC, A N D  
PsychLIT,  m a n u a l l y  searched bibl iographies  o f  articles identified, and  
consul ted  experts .  O n l y  those  studies that utilized u n a n n o u n c e d  SPs to 
measure  c l in ical  behav io r  or  dec is ion-making  o f  health professionals  in 
actual  p rac t i ce  sett ings were  included;  studies in which  clinicians were  
made  aware  o f  the identi ty o f  SPs and studies o f  trainees were  excluded.  
Studies  were  rev iewed for  the r igor  o f  their methods,  ;and determinat ions  
o f  accuracy  o f  SPs '  role por t rayals  and recording o f  behaviors ,  and  
reliabil i ty and  validi ty.  

Results:  Thi r ty-seven  articles were  identified which  descr ibed 30 studies 
in wh ich  u n a n n o u n c e d  SPs were  utilized. Al though  measured  infrequently,  
results f rom 5 studies showed  SPs could  accurate ly  por t ray  case scenarios,  
wi th  s imple  ag reement  r ang ing  f rom 93-96% and kappa  values f rom 0.82-  
0.93. SPs were  s imilar ly  accura te  in recording o f  behaviors ,  wi th  s imple  
ag reement  r ang ing  f rom 77 -100% and kappa  values f rom 0.85-.0.91. 
K a p p a  values  for  intra-SP and  inter-SP reliability ranged f rom 0.70-1.0  
a n d  0.78-1.0,  respect ively.  As  evidence  o f  face validity,  rates for detect ion 
o r  suspic ion o f  persons  as SPs were  low, ranging  f rom 0-26%. 

Conclusions:  Despi te  l imitat ions,  proper ly  des igned studies us ing  
u n a n n o u n c e d  SPs  of fer  a potent ia l ly  powerfu l  means  for assessing cl inical  
behav ior  and  dec i s ion-making  o f  heal th  professionals ,  and  ul t imately a 
cri t ical  de terminant  o f  qual i ty-of-care .  However ,  more  studies are required 
to  further  ref ine and  s t rengthen the s tandardized patient methodology .  
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USE OF COMPLEMENTARY AND ALTERNATIVE MEDICINE BY OLDER 
ARTHRITIS PATIENTS. PJ Kaboli, BN Dcebbeling, KG Sang, G E Rosenthal. Univ. 
of  Iowa sad Iowa City VAMC, Iowa City, IA; Univ. of Ainbama, Birmingham, AL. 

Objective: Arthritis is prevalent in older patients and a common reason for seeking 
medical care. However, few studies have examined the use of  complementary and 
alternative medicine (CAM) in older patients with arthritis. 

Methods: We conducted a population-based telephone survey of  patients 65 years or 
older in 10 urban and 12 rural counties in Iowa. 480 patients with self-reported arthritis 
were identified. The survey obtained demographics, arthritis symptoms, co- 
rnorbidities, access to care, and use of traditional and CAM providers and treatments. 

Results: The mean age of  the study sample was 75 yrs (range 65-95); 75% were 
women, 96% were white, and 53% lived in a rural area. 330 (69%) reported ever seeing 
a traditional provider for arthritis (45% in the past year). 141 patients (29%) reported 
ever seeing a CAM provider for arthritis (17% in the past year). The i41 patients 
reported visits to chiropractors (n=126), acuponcturistrJmassage therapists (n=16), or 
other CAM providers (homenpaths, faith healers, hypnotists, or iridologists; n=2l). 
Patients who saw a chiropractor were more likely to see another CAM provider than 
patients who did not see a chiropractor 0 7  vs. 4% pffi.001). Factors predictive of  
seeing a CAM provider included poorer self-sssessed health (fair/poor= 37%; 
good=29%; very goed/excellentffi24%; p=.02) and higher numbers of  arthritis 
symptoms (0 symptoms, 16%; 1-3, 28%, >4, 35%; p=.02). Patients who reported 
seeing a general or family practitioner for arthritis care were also more likely to see a 
CAM provider than other patients (33 vs. 24% p=.03), as were patients who reported 
seeing a podiatrist (47 vs. 28% pffi.007) or a physical or occupational therapist (39 vs. 
27%; p=.02). However, patients who saw internists, rbeumatelogists, or surgeons were 
not more likely (P>.2) to see a CAM provider. Other demographic and clinical factors 
including age, sex, marital status, education, cornorbidity, insurance, employment 
starers, rural residence, prior joint surgery, or use of  arthritis medications were not 
associated (P>.I) with seeing a CAM provider. In a logistic regression model  arthritic 
symptoms and use of  a podiatrist were independently (P<.05) related to seeing a CAM 
provider. Further analyses found that the proportion of  patients using alternative 
therapies for arthritis (74% ever and 64% in past year) was substantially higher than the 
proportion seeing CAM providers. Alternative therapies reported by patients included: 
prayer (n=203), topical creams (n=179), exercise (n=170), relaxation or biofeedback 
(n=47), diet or enzyme therapy (n=28), jewelry (n=24), meditation or imagery (n=22), 
herbs (n=20), spa (n=20), mall-order products (n=10), and energy healing (n=3). 

Conclusions: A substantial proportion of  older patients with arthritis reported seeing 
a CAM provider, while a majority used CAM treatments. Patients with poorer self- 
assessed health, greater symptom burden, and who saw general or family practitioners 
for arthritis care were more likely to see a CAM provider, although other demographic 
and clinical factors did not differentiate the use of  a CAM provider. 

ARE INTERNISTS EQUIPPED TO CARE FOR PREGNANTWOMEN 
W I T H  MEDICAL PROBLEMS? ~ ~ u r e n &  R. Powrie, K. Rnsane-Montelin. 
Division of  Obstetric and Consultative Medicine, Department of  Medicine, 
Women & Infants' Hospital, Brown University School of  Medicine, Providence, 
Rhode Island. 

PURPOSE: To determine how commonly, how well, and with what degree of  
comfort internists provide care to pregnant women. 

METHODS: A self-edministered survey was mailed to 250 randomly selected 
board certified internists in Connecticut. The survey consisted of  questions 
regarding the management of  several simple clinical scenarios in pregnant patients 
and included questions about the level of  comfort the internist felt in managing the 
problem. A control survey with identical case scenarios in non*preguant patients 
was sent to a further 250 Connecticut internists. All surveyed internists were also 
asked the number of  pregnsat patients they see in a year. 

RESULTS: Eighty surveys were returned. Of  the respondents, 41% see more 
than l0 pregnant patients yearly and 19°.4 see more than 20 pregnant patients 
yearly. Respondents reported feeling less comfortable with the pregnant cases than 
with the non*preguant controls. For investigation of  a classic case of  pulmonary 
embohis, only 41% of the internists correctly ordered a ventilation perfusion (V/Q) 
scan for the pregnant patient compared to 73% who ordered it for the non*pregnant 
woman. For a pregnant woman with a migraine, 26% of  the internists chose 
sumatriptun or a non-steroidal anti-inflammatory d~g,  both of  which have known 
adverse fetal effects. Fifty-oue percent of  the surveyed internists chose to wait three 
weeks to review glycemic control of  a type 2 diabetic in the first trimester despite 
the known essociation of  hyperglycemia with teratogenesis. Thirty-one percent of  
the internists chose ciprofloxacin (a potential teratogen) and 21% chos~ penicillin 
to treat gram negative pyelonephritis in pregnancy. 

CONCLUSIONS: The internists we studied see a significant number of  pregnsat 
patients and frequently mismanaged the medical problems in the case scenarios 
presented to them. Our findings suggest that there is a need for intemists to be 
better equipped to care for medical illness in pregnancy. 

TRAINING INTERNAL MEDICINE RESIDENTS TO PROVIDE PRIMARY 
CARE FOR HIV-INFECTED PATIENTS: RESULTS OF A RANDOMIZED 
CONTROl J.h=D TRIAL. SA K¢itz, TL Box, JA Bartlatt, E Z Oddon~ Duke 
University Medical Center, Durham VA Medical Center, Durham, North Carolina. 

Objectives: Re~deney tmining in the principles of  primmy care for HIVe 
infected patients is under-emphasized. Therefore. we trained internal medicine 
residents to provide primmy care for H1V-infocted individuals in their outpatient 
general medicine clinic (GMC) and compared this to care provided in the 
infectious diseases clinic (IDC). 

Methods: We conducted a single site trial io which 214 consecutive HIV- 
infected patients presenting for primary care were randomized to GMC (nf l09 
patients) or IDC (n ffi 105 patients). We measured hospitalization rates, lengths of  
stay, henlth-reiated quality of  life, preventive and screuning measures including 
tuberculosis (TB) screening, prophyl&xis for pncmnecystis carinii pnG~nnonis 
(PCP), pneumncoccal vaccinntiou and discussions regarding advance directives for 
a period nfoan year following randomization. The training module consisted oftbe 
implementation of evidence-based clinical practice guidelines, a 10 session 
didactic series for study residents and quarterly case-hosed conferences jointly run 
by genemlist and specialist faculty. 

Results: Patients randomized to GMC and IDC were similar with respect to age, 
intravenous drug use and gender. GMC patients were more likely to be African- 
American (85%0 vs 71%; pffiO.03) sad Iw, d lower CD4 couuts Ihan IDC patients 
(262:J:269 vs 329.2±275.3; p=0.05). The educational intervention was effective in 
facilitating screening and prevention in the GMC. Rates for the appropriate 
administration of PCP prophylaxis, TB screening and pneumovax were high and 
similar in both groups. Documentation of advance directives for each group was 
similar as well. 

The patients randomized to GMC and IDC made a similar number of visits to 
their respective clinics during the follow up period (4.3Y.3.8 vs. 4.4+4.6). 
However, GMC patients made a greater number of visits to tl~e ER dam did IDC 
patients (I.5+ 3 vs. 0.6 ± 1.4; pffi0.016). In total, 67 patients were admitted to the 
hospital during the study period representing 32% of GMC patients vs 21% of IDC 
patients (p=0.066). Annnal admission talc for GMC patients was higher than for 
IDC patients (0.75+1.7 vs. 0.3±(t.7; pffi0.0 I) and average Icugth of stay ~ s  higher 
for GMC patients (7.8±6.3 vs 5.7±3.8 days; p~).038). In analyses which adjust for 
potential imbalances in baseline variables, th~;c differences remain. 

Conclusions: Despite targeted education, differcoces in utilization favored 
patients randomized to IDC. The delivery of  primary care is nccessa W but not 
sufficient to lead to changes in health care utilization. Other factors such as MD 
experience or clinic slmcture may account for these differences. 

VARIABILITY IN THE CARE FOR PATIENTS WITH UNSTABLE ANGINA: 
ARE SECULAR TRENDS PREDICTED BY HOSPITAL CHARACTERISTICS? Cl  
Kiefe, JJ Allison, RM Cantor, G Heodebert, E Bemer, E Funkhonser, NW Weissman. 
Department of  Medicine, University of  Alabama at Birmingham, Birmingham, AL. 

Background: Evidence-based guidelines for the management of  Unstable Angina 
03A) were published in 1994, but no statewide effort to disseminate these took place in 
Alabama. Because considerable resources am being invested in such large-scale efforts 
nationwide, we ascertained whether adherence to guidelines improved from 1995 to 
1997, and whether certain hospital characteristics might predict such improvement, 
even without large-scnie improvement efforts. 

Methods: For this observational study, we designed a stratified random sampling 
scheme based on ICD-9 codes to identify from Medicare claims data potential cases of  
UA and "neighboring diagnoses". For each of  14 hospitals in Alabama, this scheme 
retrospectively identified a total of  1972 records for '95 sad 1 ! 56 for '97. Centrally 
trained abstructors reviewed the complete medical records. We used guido!ine-bssed 
criteria for diagnosis of  UA and for patients to receive, if indicated, heparin end bata- 
blockers during hospitalization, and aspirin (ASA) within 24 hours of  admission. 

Results: The number of  confirmed UA records per hospital varied between 38 and 
223 (mean 126, SD 56). Performance varied significantly across hospitals for each 
medication and year (all chi-sqnare p<0.005 except beta-blockers in '97, pffi0.06; 
coefficients of  variation ranged from 33 to 58%). Mean (weighted by number of  
patients in each hospital with indication), lowest and highest performance across the 14 
hospitals, and weighted mean performances stratified by hospital size were: 

Beta-blockers Heperin ASA lit 24 hrs 
1995 1997 1995 1997 1995 1997 

All Hnsp (N=I4), % 32 40 40 38 56 56 
Lowest - Highest, % 14-30 7-58 0-61 14-61 15-78 18-79 

Large Hosp (N=7), % * 33 45 38 40 59 65 
Small Hosp (NffiT), % * 30 34 41 36 49 43 

• Large Hasp: hosj r; S mall'Hosp: hospitals with < 200 beds. 
Similarly, the single teaching hospital, and the 10 hospitals with coronary sagiograpby 
facilities performed better in 1995 and had improved more by 1997. 

Conclusions: There is considerable inter-hnspital variability and room for 
improvement in the mmmgement of  UA. In the abeenco of  statewide guideline 
implementation projects, care showed modest improvement over a two-yenr period, but 
this improvement was marked only in hospital categories which akendy performed 
better at baseline. The evaluation of  large-scnie improvement efforts needs to account 
for secular trends. "Such effer~ may be most effective when targeting certain hospital 
categories with poorer baseline pe~'fmmanea, since these may exhthit the least 
"~n t aneons"  improvament 
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HOSPITALISM AND INTERNISTS' JOB SATISFACTION: 
DIFFERENT STROKES FOR DIFFERENT CLOAKS. 

TR Konrad. S Saint, M Linzer and SGIM Career Satisfaction Study Group 

Purpose: TO examine how the pattern of inputieut vs. outpatient care provided 
by community based general internists is associated with their satisfaction with 
various aspects of their work. 

Methods: Cress-sactionel observational design of a nationally representative 
sample of 416 general internists in full-time community practices from the Physi- 
cian Worklife Survey. Internists were c,a~gorized by pattern of inpatient care: (1) 
exlusively ambulatory (no inpatient care); (2) most/y ambulatory (spending less than 
a quarter of their time in hospital care; (3) mixed ( between 1/4 and 1/2 time work- 
ing in the hospital; and (4) hospitalists (over half of time in the hospital). We ex- 
pected a curvilinear (U-shaped) relationship between time spent in the hospital and 
level of satisfactions with certain facets of work: administrative burden, clinical 
autonomy, personal time. 

Results: Hospital care is an important but not dominant portion of most inter- 
nists' practice. Only one in six internists was exclusively ambulatory; one in twenty 
was a "hnspitalist." Significant differences in satisfaction across the 4 groups were 
found for 5 of the 10 job facets. Internists who hospitalize, but whose inpatient 
practice is less than half their time, experienced more gratification from their rela- 
tionship with the community than their ambulatorian or hospitalist colleagues. They 
were less satisfied with the amount of control over their free time, administrative 
responsibilities, and autonomy than were those who practiced exclusively out of a 
hospital or mostly in a hospital. Satisfaction with the adequacy of clinical resources 
was positively and monotonically related m time spent in the hospital. Most rela- 
tionships persisted aRer controlling for confounders. 

Conclusions: A division of labor is emerging between ambulatory and inpatient 
general internists. Neither group is more or less satisfied overall, but sources of job 
satisfaction do vary. Internists working exclusively in outpatient or predominantly 
in inpatient settings, may have simpler administrative environments, hut more 
challenges to continuity of care. More research is needed on the evolution and 
structure of this division of labor and effects on care. 

COST OF GENETIC COUNSELING AND TESTING FOR BRCA l AND BRCA2 
BREAST CANCER SUSCEPTIBIL[TY MUTATIONS, WF Lawrence. BN Peshkin, W 
Liang, C Lerman, C [saacs, J Mandelblatt. General Internal Medicine, Cancer 
Prevention and Control, and Cancer Genetics, Georgetown University, Washington, DC. 

Purpose: Counseling and predictive testing for the recently isolated BRCAI and 
BRCA2 breast cancer susceptibility genes is currently performed in research settings hy 
trained genetic counselors. As testing becomes more readily available, counseling and 
Iesting may extend to primary care. However, the costs of counseling and testing have 
not been explored in any setting. We examine the societal costs of providing counseling 
and testing in different settings to women at high risk for BRCAI/2 mutations. 

Methods: In a research program, counselors prospectively monitored the time 
necessary to provide counseling and results disclosure. A time-motion study was used to 
determine the ratio of amount of time spent on phone caHs,.preparation, and 
documentation to the time spent counseling. Costs of the counselors' time and general 
internists' time were estimated using national rates. Study participants were surveyed to 
determine their travel time and need for dependent care during counseling. Participant 
time costs were calculated using the median wage for women aged 45-54 years (which 
includes the mean age of the study cohort of 47.3 years, s.d. 12.2). Ancillary personnel 
time w~  estimated by counselors. Non-personnel costs included the costs of office 
space. The test cost was calculated using the charge for full BRCA I/2. gene sequencing 
(Myriad Genetics, Inc.) multiplied by a cost-to-charge ratio of 71%. 

R,;saltz: Cos:s ',istea ,n me Taoie am divided !n[o cc~t o(g.~r.e:~: counseiing (GC) and 
the cost of testing and disclosure of results (TD). Counselors spent an average of 4.0 
hours in GC (including calls and 
documentation) and 1.6 hours in TD. Cost GC TD 
GC withoot testing costs $205. IfTD 
is added to GC. then the total costs ar~ ; Counselor time $112 $44 
$2050. If primary care internists Participant costs $78 $72 
spent 25% of the time spent by Testing $1714 
counselors to provide GC and TD, Clerical, Phlebotomy, etc. $15 $15 

total costs would decrease by $'2_8. Total $205 $1845 
Conclusions: While the cost of 

testing and counseling exceeded $2000, the counseling portion of the cost comprised 
only 16% of the total. Physician counseling, even if more hriefthan counseling by 
genetic counselors, does not appreciably change costs. If testing becomes more 
common, costs would be expected to decrease due to economies of scale. The cost- 
effectiveness of counseling and testing for BRCA I/2 genes in different settings is an 
important area for fitture research. 

DOES SUBOPTIMAL IN HOSPITAL MANAGEMENT OF PATIENTS 
WITH CONGESTIVE HEART FAILURE PREDICT EARLY UNPLANNED 
READMISSION ? MP Kosanvskv. FP Sarasin, TV Pemeger, F Bolla, P 
Chopard, and JM C-nspoz. Department of internal medicine, Groupe de 
recherche et d'analyse en sysHmes et soins hospitaliers (GRASSIO. and 
Medical Director's Office, Geneva University Hospitals, Geneva, Switzerland. 

Purpose: To examine if suboptimal care of patients admitted for congestive 
heart failure (CHF) is linked with early unplanned readmission. 

Methods: Design: cnse-control study. Population: patients hospitalized with 
a principal diagnosis of CI-IF, discharged alive. Source of information: chart 
review. Cases: patients with an unplanned reedmission within 31 days of 
discharge. Controls: random sample of patients with a similar diagnosis but no 
readmission. Predictors: explicit criteria of quality of processes of care 
(Ashton et al., Meal. Care 1994;32:755-70), grouped into 3 scores: admission 
work-up; evaluation and treatment during the stay; readiness for discharge. 

Results: 91 cases and 351 controls were included in the study. Explicit 
criteria of quality of processes of care regarding admission work-up or 
evaluation and treatment during the stay had no relationship with early 
unplanned reedmission, while the score of readiness for discharge did: odds of 
re.edmission increased by 14% (Odds ratio = 1.14; 95% CI: 1.01 - 1.29: 
p---0.04) with each 10% decrease in the proportion of criteria met. This 
relationship predicted readmission only weakly (area under ROC curve=0.57). 
Furthermore, in a multiple logistic regression model, previous diagnosis of 
CHF predicted early unplanned reedmission three times better than the score 
of readiness for discharge (Weld statistics: 11.9 vs. 4.4). 

Conclusions: Explicit criteria of rend'mess for discharge were weakly related 
with early unplanned readmissinn, while the quality of admission work-up or 
evaluation and treatment during the stay were not. Patients' individual 
characteristics are important predictors of early unplanned re, admission, as 
might be other variables that were not examined in this study, such as out-of- 
hospital treatments. Therefore, early unplanned readmission should not be 
used as a quality of care indicator for patients admitted for CHF if clinically 
significant variables cannot be controlled for. 

CORRELATES OF THE QUALITY OF AMBULATORY ASTHMA CARE. JW 
Levenson. RS Phillips, HR Burstin, AL Puopolo, IS Haas, TA Brennan. Divisions of 
General Medicine., Beth Israel Deaconess Medical Center and Brigham and Women's 
Hospital, Boston, MA and San Francisco General Hospital, San Francisco, CA. 

Background: Guidelines for the provision of high-<luafity ambulatory asthma care 
have Iteen widely circulated, but few studies have tried to identify factors associated witl~ 
glfidefino adherence, Of particular concern is whether patient race or socioeconomic 
status (SES) are associated with quality of asthma care, given worse a..qhma outcomes 
among non-whito patients. We determined demographic, clinical and provider 
characteristics as.ugiated with quality of asthma care at 11 primary care practice siU:s. 

Methods: We performed a crnss--sectional chart review and patient survey of 483 
patients with asthma ( I n ~  age 46 y.; 71% female, 30% non-white). We calculated an 
Asthma Care Quality Score (ACQS) for each patient, based on the percent of 7 quality 
standards met, derived either from chart review or, when available, patient ~xvey data. 
Quality standards included whether the patient was given a written treatment plan, 
prescribed a steroid inhaler, instructed in use of inhalers, given a peak flow meter for 
home nse" given influenza vaccine in the past year, given pneumococcal vaccine in the 
past 5 years, or whether an environmental history was taken. Using multivariable linear 
regression, we assessed the association between ACQS and age, sex, race, education, 
income, asthma severity (based on a dyspnea symptom score [DSS], or number of recent 
urgent asthma visits), self-rated health and whether asthma care was performed by a 
provider other than the patient's primary care physician (PC]?). The analysis was then 
repeated on the subset of subjects with a DSS consistent with at least moderate asthma. 

Results: For the 483 subjects, mean ACQS was 48%; adherence to the 7 quality 
guidelines ranged from 21% for pneumococcal vaccine administration within the past 5 
years to 97% for having been instructed in the use of inhalerS. In bivariate models, 
increasing asthma severity, poorer self-rated health status and asthma care from 
provider other than the PCP were each associated with increasing ACQS. In 
multivariable models controlling for age and sex, the variables representing severity and 
non-PCP asthma ca~ remained independently (p < 0.05) associated with higher ACQS. 
SES, race, age and sex were not associated with ACQS in bivariate or multivariate 
analysis. Mean ACQS was slightly higher (57%) in the analysis restricted to those with 
higher DSS, but the associations with ACQS were essentially unchanged. 

Conclusions: Neither SES nor race was associated with quality of esthma care in this 
population. Receiv~g care from a provider other than one's PCP was associated with 
higher quality care. Patients with more severe asthma also had more quality of ~re  
standards met, posm'bly indicating appropriate targeting of care interventions. 
Nonethele~, even patients with more severe symptoms had a mean of 57% of quality 
standards met, demonstrating substantial opportunities to improve n.~Juna care. 
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IS A C ~  TO CARE AT TEACHING 1'I06PITN.8 FALUNG AMONG UNDERSEK~ 
POPULATIONS? RJ Lm,'in. Auoniatlon of,ea~rioan MedP..ai Colegu (N~¢),  
Washingto., DC. E Moy, AMIC. PF Gdmr, A4~IC. 

0 1 ~ :  To ~bmlne vdlaiher eoonomb pmmn~ m tMc~ing hospita~ md th~ faculty a-e 
affe¢~lg ~ to cam for paiJents who em uninjured or unde~nm~d. 

l h m k g r o u n d : / ~  med~ eantars (AMPA) Ixovide a dispmlx~ate amount of r, ere to 
the u n d e t ~ .  Concerns have been raised ~at incread~gly oompe~ve merkeis could resuR 
in reduced _ag~_ _~ to cam et leaching ho~oit~ for palienb who are uninsured or unde¢insumd. 
A ~  Irende in rabs of eledive (ns ~poead to emargency) surgery for indigenlpe~enb might 
help address b'~e question of whaiher access b heapital cem is declining. 

Methods: Using 10% s u b ~ l e s  of ~ Na~eJ Inpafient Sample, we evelua~cl bends b Ihe 
Wopodion of M e ~  s~*-pay end no-pay, oomnwd~t/insured, and Meckam parmb re~Mng 
e,~diao oaihnladza~ons, c~xon~ ~ bypass graits and pereulaenous kanduminal coronary 
angiopl~ at AldCs, other teaching hospitals, and non-taaching hospita~ for the years 198g 
• reugh I ~ .  

Pflndl~l Flndln~: Al~ough the propor~on of lhese l~ocedure~ pedoened elec~vdy has been 
decrensing among hospilab generally, the highest rates of eleclive surgecy conlinua ta be 
pedennad in AMCs. Competing Medicaid and uninsured pa~ents with commerekdy insured 
palients, Ihe propor~on of aiedive ixocedures received by Medicaid and the uninsured has been 
increasing feral types of ho~ilats (see, Table 1). AMCs, however, conlinue to be the principal 
provide~, maintaining naedy half of tha m~tkat for each of the years studied (data not shown). 

Table 1: PIropoctlon o1 patients receiving Mectlve procedures who were 
Insured by Medicaid or m uninsured 

1999 1990 1~1 1992 1993 1994 11)96 
AMCI ~ 9% 8% 11% 14% 14% 14% 

Other Te,ad1~llg 8% 6°~ 7% 8% 9% 10°~ 14% 
Non-Teaching 4% 4% 7% 8% 9% 8% 12~ 

Coneluaien: These findings suggast Ihat dl~oils increasing ~mcieJ pmssurns upon teaching 
hospitals end ~tak" rnadical and surgical staffs, through 1995, access to common cardiovascular 
procedures has not declined. These findings suppod the premise that baching hospilab are 
maintaining '~eir comrnil~ant to the care of the indigent. 

MANAGEMENT OF PATIENTS WITH PAROXYSMAL OR NEW-ONSET 
ATRIAL FIBRILLATION: A REVIEW OF EMERGENCY ROOM AND 
INPATIENT PRACTICES AT A TERTIARY MEDICAL CENTER. El Lubotkln. J 
Coromilas, end R Greene, Divisions o f  General Medicine and Cardiology, Columbia 
Unlve~ity College of  Physicians and S ~  New York, NY. 

Purpose." Although ~ filx/IIation is the most common arlthy~mia ill clinlt~Ll 
practice end is associated with an increased risk o f  stroke and death, a paucity o f  data 
exists as to the optimal management ofthe disorder. 

Methods: Since August 1998 we have been conducting a prospective study 
examining the management of  patients presenting to the emergency room or admitted 
with paroxysmal or new onset atrial fibrillation at the Columbia-Presbyterien Campus 
of  New York Presbyterian Hospital. 

ResuRs: Over the past four months, we obtained data on 38 patients. The mean age 
of  patients was 69.32 +/- 15.74 years end slightly more males than females were 
diagnosed with the condition (52.6% mnle/47.4% female) The most common 
presentations of  atrial fibrillation were chest pain (36.8%) and dyspnea (34.2%). 
Nearly two-thirds of  patients (65.8%) reported a past history of  hypertension end 
almost one-fourth (9/23.7%) reported coronary artery disease. Only 2 patients (5.3%) 
had a history of  rheumatic heart disease. Diabetes mallitns, the most fiequently noted 
noncardiac condition, was reported in 21.1% of  pationts. 

The most popular inpatient investigations were the echocardlogram (63.2%) and 
thyroid function tests (52.6%). By contrast, cardiac enzymes were drawn in only 8 
patients (21.1%), 3 patients (7.9*,6) underwent a stress test, and I patient (2.6%) had an 
eleotropbyaiology study. More than half of  the patients (21/55.3%) were assigned to a 
telemetry bed. 

Of  the 23 patients (60.5%) given medications for ventrionlar rate control, 13 
patients (56.5%) received digoxin, while 10 patients (43.8%) end 7 patients (30.43%) 
were treated with beta-blockers and calcium-channel blockers, respectively. Upon 
discharge, 12 patients (31.6%) had converted to normal sinus rhythm. No patients with 
a left atrial size above 4.5 cm were noted to be in normal sinus rhythm upon discharge. 

With respect to entionagulation, 12 patients (31.6%) had been taking warfarin end 
8 patients (21.1%) had been on aspirin prior to presentation. While hospitalized, half 
of  the patients had been entionagnlated with heparin end 3 patients (7.9%) were noted 
to have onntraindications to enticoagnlation. Dunng the hospitalization, 1 patient 
(2.6%) experienced a major bleed end 2 patients (5.3%) experienced minor bleeds. 
Examining new medications at discharge, 7 patients (18.4%) were begun on warfarin 
end 4 patients 00.5%) were started on aspirin. The average length of  stay was 5A2 +/- 
4.60 days end two patients (5.3%) died over the course of  the hospitalization. 

Cotw.lg¢lan: Great variability exists in the management of  patients presenting with 
atrial fibrillation, suggesting the potential for constructing clinical pathways. 

SATISFACTION WITH MEDICAL PRACTICE: VA AND PRIVATE SECTOR 
PHYSICIANS. CJ.Lin, JR Lave, J Whittle, DS Macpherson~ JA Deneselya, N Brucker. 
Center for Research on Health Care, University of Pittsburgh; Pittsburgh VAMC. 

Objective: Since satisfaction with practice will influence ability to attract end retain 
high quality providers, and both the VA and private sector health care ~ are 
undergoing substantial changes, we compared work satisfaction of providers working in 
the VA healthcare system to that ofprivats sector physicians 0aSPs). 
Design: We mailed a survey, including questions regarding overall satisfaction with 
practice, ability to provide quality care, ease of referral, limitations on treetmont 
decisions, and effect of costs on care to all 218 primary, care practitioners in one of the 
22 Veterans integrated Service Networks. The stax'ey was adapted from a 1995 
Commonwealth Fund survey of PSPs. The response rate was 77% (n=168, 23 nurse 
practitioners, 35 physicians assistants, 106 physiciens) end did not differ by training. 
Results: (I)  Overall satisfaction with medical vractice: Among VA providers, 32% 
were very satisfied, 49*/* somewhat satisfied, 7% somewhat dissatisfied, 2% very, 
dissatisfied, compared to 24%, 41%, 26% and 9*,6, raspaetively, for the PSPs. (2) Time 
snent with Patients: Similar proportions of VA providers end PSPs (30.4% vs 30%) 
indicated that they were somewhat or very. diasatisfiad-with the amount of time they can 
spend with their patients, although this number w'a~higher (38%) for PSPs working tbr 
staff model l-IMOs. (3) Ability to make decisions for-Ntients: Fewer "CA providers 
(28%) than PSPs (44%) reported that they. were vm 3' satisf~xl with their ability to make 
decisions the'  think are right tbr their patients. Similarly, "CA11roviders were less likely 
(45% vs 60%) to report very or somewhat senons problems w~'th external review and 
lirmts on clinical decisions. (4) Referral: Among VA providers, 57% reported somewhat 
or very. serious problems due to limitations on their ability to refer patients to spaeialists 
of their choices, compared to 34% of PSPs rating such problems for patients whose 
primary insurance coverage is fee for service, 69*/* for PSPs in group stal~model HMOs 
and 81% lbr PSPs rating access with discounted and/ur capitatad provider payment. 
Conclusions: in this tirst study comparing satisfaction among VA and private sector 
clinicians. VA providers were more satisfied with the overall practice of medicine. 
However, VA providers may be less satisfied with their ability to make decisions they. 
think are appropriate for patients, especially when compared to PSPs describing fee tbr 
service practice. The results suggest that the VA may become relatively more attractive 
as a practice site as the number of patients with pure fee tbr service insurence declines. 
Interpretation of our study results is limited by differences in the providers included in 
the two samples: one third of the VA sample was non-physician, while a substantial 
proportion of the PSPs participating in the Commonwealth survey were specialists. 
Additionally, the VA survey, was conducted by mail in a single region, while the 
Cununonwealth survey was conducted nationwide, using telephone interviews. 

A COMPARISON OF THE QUALITY OF CARE BETWEEN THE U.S. AND 
A DEVELOPING COUNTRY 
JeffLuck, John W. Peabody. Fimkn Tozija, Gurdena Pecelj, Nioez Ponce, and Robert 
Nordyke; West Los Angeles VAMC; Schools of  Medicine and Public Health, UCLA; 
RAND, Santa Monica, CA; International Policy Unit, Macedonia; UC Berkeley. 

Purpose: Comparisons of  quality between countries are complicated by many 
factors, including economic welfare, patient populations, financing and the organization 
of services. The unanswered question in developing countries is whether health care 
suffers becanse of  these factors alone or because the quality of care is inadequate. We 
used validated clinical vignettes to compare the quality of prima D, care befween 
physicians in the U.S. and in a developing country. We hypothesized that although 
quality would be :higher in the U.S., the range of  scores would be similar. 

Methods: Clinical vignettes were prospectively athninistered to primary care 
providers in two academic VA medical centers and four municipalities in the Former 
Yugoslavia Republic of  Macedonia. The vignettes described an uncomplicated post 
myocardial infarction (MI) end a post MI complicated by mild heart failure. They were 
randomIy administered to 40-50 providers in each country. 

Scoring criteria for the quality scores were definedby internation~'~,fildelines end 
reviewed by local expert panels in both countries. Providers were asked to indicate 
how they would proceed in five domains: history, physical examination, test ordering, 
diagnosis and treatment. Scores were calculated as the percentage of  correct answers in 
each domain; differences in means were calculated end compared using a t-test. 

Results: The mean scores of  Macedonian doctors were lower than in the U.S---25% 
and 17% lower for the two cases, respectively. Comparisons of  specific skills showed 
that history taking by the Macedonian physicians was 23% lower. Physicians in both 
countries ordered tests equally well (no statistical differences). The range of sonres 
showed that the better doctors in both countries performed at a similar level, however, 
the lowest scores in the developing country were much lower than their US 
counterparts. 

Conclusions: Clinically validated vignettes describing the essential elements of  
clinical care for post MI patients reflected substantial variation in practice in the U.S. 
and in Macedonia. The level of  information asked for in the vignettes appears to be 
appropriate; US and Macedonian providers do not have problems using the vignettes or 
identifying what the critical information is when they know the correct answer. 

Vignettes show promise as a way to compare the quality of  primary care among 
groups of  providers in different health care systems--even systems as disparate as in an 
academic VA practice end a developing country. Quantifying these variations can 
provide policymakers useful information and assist in the design of interventions to 
improve the qunlity of  care. 
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SHOULD WE USE VIGNETTES AS A YARDSTICK? A PROSPECTIVE 
TRIAL COMPARING QUALITY OF CARE MEASUREMENT BY 
VIGNETTES, CHART ABSTRACTION AND STANDARDIZED PATIENTS 
JeffLuck, John W. Peabody. Peter Glnssmun, Tim Dresselhans, Martin Lee, Ming 
Ming Wang; West Los Angeles VAMC, UCLA Schools of  Medlcine & Public Health, 
VA Center for the Study of  Health Care Provider Behavior, San Diego VAMC, UCSD 
School of  Medicine and RAND 

Purpose: Chart abstraction is widely used to measure quality, but is subject to a 
number of  putential biases. Clinical vignettes are becoming more widely used as an 
alternative, but their validity has not been systematically evaluated. The purpose of our 
study was to evaluate whether clinical vignettes are an adequate method for measming 
actual clinical prn~ce (process of  c~m). 

Methods: Prospective randomized trial comparing three methods to measure the 
quality of  care that primary care physicians provided for common outpatient conditions. 
The methods were structured reports by standardized patients (SPs) who presented 
unannounced to the physicians' clinics, abstraction of  the medical records for those 
visits, and the physicians' responses to clinical vignettes that exactly corresponded to 
the SP presentations. The stocly was conducted in two VA primary care clinics. 

Ten physicians were randomly selected st each site; 97 percent of  general internal 
medicine staff physicians, faculty, and second and third residents consented to be 
randomized. Each selected physician subject saw 8 SPs (2 cases for each of  4 
conditions), yielding a total of  160 encounters. The main outcome measures were the 
quality scores based on identical explicit criteria for each oftbe three methods for each 
encounter (480 total scores). Statistical analyses were based on 4-way ANOVA 
models. 

Results: Clinical vignettes consistently produced scores closer to the gold standard 
of  standardized patient scores than did chart abstraction. This pattern of fmdings was 
robust across sites, condition, and case complexity. Patterns of  findings across levels of  
physician training and domains of  the clinical encounter displayed the same general 
pattern. Vignettes were also responsive to expected directions of  variation in quality 
among sites and case complexity. The rate of  detection of  SPs was only 3%. 

Conclusions: Carefully constructed clinical vignettes may be a useful way to 
measure the quality of  care in an outpatient setting. They appear to be responsive to 
actual differences in quality, and to approximate actual clinical practice more closely 
than does chart abstraction. It is striking that low quality scores were observed across 
all three measurement methods---overall, only 76.2% of quality criteria were met. 
Further research is indicated to evaluate vignettes in a wider variety of  settings. 

E x p l a i n i n g  L e n g t h  o f  S t a y  D i f f e r e n c e s  in M e d i c a l  P a t i e n t s  
Elizabeth ~ v .  William Ghafi,, Hude Quan, Divisions of  Internal Medicine and 
Community Health Sciences, Unive~ity o f  Calga~, Calgary, Alberta, Canada 

In fight of  the present focus on reduced utilization of  acute care resources, 
length of  stay is increasingly, being used by insurers and governments as a marker 
for e~ciancy. In Calga~s two teaching hospitals, length of  stay, (LOS), has been 
shown to vary dramatically by teaching unit. In this study, we performed a risk- 
adjustment analysis to see if we could "explain" these LOS differences based on 
patient case-n~. 

We examined LOS for all patients admired to the Interred Medicine services of  
the two teaching hospitals in Calgary, Alberta for 3 six-momh periods fi'om 1995 to 
1997. An administrative database was used to capture admission and discharge 
information for the 3,410 admissiom. We used linesr regression t o sequentially 
risk-adjust hospital LOS values for 1) sociodemngraphic factors, 2) comorbidities, 
and 3) whether or not a patient had been the subject of imer-servica transfers. Inter- 
service transfers could include transfer to or from an Intensive Care Unit, Family 
Medicine, Surgery, Geriatrics, rehabilitation or subspecialty services. We 
characterized case-mix by using a comorbidity coding algorithm developed by Deyo 
to identify the comorbidity variables which constitute the Charlson index. We then 
analyzed each variable independently (rather than as a summary index). 

In the final 6 month period studied, unadjusted mean LOS was 7.6 days in 
hospital A, and 13.1 days in hospital B (13<0.0001 ). However, patients in hospital B 
were more likely to have comorbid illnesses, thus indicating that risk-adjustment is 
necessary. ARer adjusting for sociodemogrephics, comorbidities and inter-service 
transfer, the adjusted LOS was 10.0 days for hospital A and 12.3 days for hospital 
B (p=0.0084). We then examined the prevalence ofinter-servica transfers among 
the patients studied and found that such transfers were more prevalent in hospital B 
and accounted for the largest portion of  variability in LOS (20 of  30 %). Overall, 
the LOS for those without transfers was 5.6 days versus 16.6 days for those with 
inter-service transfers. A restricted analysis which examined only those who did not 
undergo inter-service transfers revealed similar LOS in the two sites. 

While on first glance there are large differences in mean LOS between the two 
teaching hospitals, these differences are significandy lessened in analyses which 
sequentially control for case-mix and inter-service transfers. While case-mix 
differences remains as an important variable when comparing hospitals, inter-service 
transfers increase LOS considerably. Further work is now needed to determine 
whether there are inappropriate delays occurring when patients are transferred from 
service to service. 

THE PRIMARY CARE WORKFORCE: A GROWING CONCERN? JD 
Lurie, DC Goodman. VA Outcomes Group, White River Jct, VT and the ~ t e r  
for Evaluative Clinical Sciences, Dartmouth Medical School, Hanover, NH. 

Purpose: The Council on Graduate Medical Education (COGME) estimates that 
the current supply of  clinically active generalists (66 per 100,000 population) is 
adequate to meet the needs oftbe population (60 to 80 generalists per 100,000). 
COGME predicts that this supply will remain relatively constant, but recent U'ends 
suggest that more physicians are entering primary care. Furthermore, COGME's 
requirement estimates ignore the 3-fold variation in the per capita supply of  
generalists. To provide additional information about future primary care 
opportunities, we developed a workforce model to examine the generalist 
workforce in relation to COGME's requirement estimates and two regional 
benchmarks: an area with high penetration of  managed care (Minneapolis, MN - 
68 generalists per 100,000) and an area predominated by fee-for-service (Wichita, 
KS - 61 generalists per 100,000). 

Methods: We used Stella® soft'ware to project the supply of  gencralists into the 
future based on the annual number of  physicians entering and leaving. We 
obtained the current supply of  clinically active genernliats (family medicine, 
general pediatrics and general interual medicine physicians, excluding residents 
and fellows) from the American Medical Association (AMA) and American 
Osteopathic Association Physician Masterfites. The number entering was defined 
as the number of  graduates in each primary care specialty, minus the number 
entering relevant subspecialty programs in the 1997 AMA Annual Survey of  
GME (approximately half of  intematioual medical graduates were expected to 
enter the permanent US workforce based on their immigration status). The 
number leaying was calculated using age-sex specific physician death, retirement, 
and productivity rates from the Bureau of  Health Professions. We used the 
middle series population estimates from the US Bureau of  Census. 

Results: COGME assumed that 30% of  new physicians would enter primary 
care fields and that about 90% would be clinicafiy active. However, current data 
suggest that 37% of  graduating residents are entering primary care fields and that 
94% of tbese will be clinically active. As a result, the projected supply of 
generalists is expected to grow to nearly 81 pe r  100,000 by the year 2020. 
Adjusting for the changing demographics of  the physician workforce decreases 
the "effective" supply to 78 full time equivalent generalists per 100,000 in 2020. 
Thus by the year 2020, the adjusted tom1 supply of  generalists will exceed current 
per-capita supply by 38,000 physicians, the Minneapolis benchmark by 33,000 
physicians, the Wichita benchmaxk by nearly 56,000 physicians, and will come 
within 5,000 physicians of  COGME's upper limit of  projected requirements. 

Conclusions: The supply of  physicians clinically active in primary care will 
grow substantially at current levels of  uaining. While increasing the ratio of  
generalists to specialists may be desirable, growth in the number of  physicians 
entering primary care will likely result in a significant oversupply ofgeneralists 
over the next 25 years. 

INI~gNET-BASED OFIFICE-PATIENT INTERFACE IN PRIMARY CARE: 
A B ~  S'llUDY OF ~ A B I L I T Y  A N D  I P A ~  PREFERENCES 
Charles D MacLcan, MD, University of  Vermont, Burlington, VT 

The Internet is becoming increasingly available to home and library computer 
usars. There has been limited systematic investigation of Internct applications of  
physician-patimt cemmonication or of  medical information available on the intemet. 
Studies of  feasibility, patient acceptance and health outcomes have generally been 
positive. A participatory decision-making style on the part of  the physician is 
associated with a higher level of  patient satisfaction. This project was designed to 
assess the feasibility of the futemet for communication between an office practica and 
its patients and to assess patient preferences for an interact interface. 

Methods: Two primaw care offices (7 MD'S, I NP, I PA) launched a web site in 
August 1998. The interact site provides patient access to: personalized health 
infonnatien encrypted electronic requests for appointments and prescription refills; 
general health information fi'om an online dat,,ha~; links to web sites of  interest that 
have been reviewed by the provider group; updates from the practice regarding new 
information, (practice newsletter, warnings about medications, new updates 
r e g a ~  specific diseases), and reminders. Focus group analysis was used to assc~ 
initial patient feedback on the system. An email mrvey was used to assess: I. 
demographic data, 2. Imtient setisfiu~on with current telephone aceess to the practice 
3. satisfaction with access to medical information and 4. satisfaction with 
participation in medical derision-making. 

~ :  421 patients were registered on the system. Two focus g r n ~ s  (nffilS) 
showed a strong interest in the system providing consumer health information and 
clinical reminders. The email survey (nffi134) s h o v ~  ~ ha~ a mean ~ge of  49 
years, with 20% over age 60; 55% female and 43% with less than a college 
~,yh_ _,c~_fion. Baseline telephone access was unaoceptable for 39°,6 of  respondents; 40°,6 
reported they had too little access to health information. 80% reported they had just 
the fight level of  input into medical decision-making. 

Conclusions: In this baseline study of  two primary care offices, a secure practice- 
pationt internet interface was established with 421 use~ and about 1500 visits to the 
internet site in the first two months. A focus grmEp of patient use~ showed strong 
interest in congener health information and in clinical reminders. Users had a laved 
range of  age and education. Almost half the group would like to see improvements 
in access to consmaer health information. 80% were satisfied with their level of 
participation in the medical dceision-making process. Future research will be 
directed at ass~sing the impa~ of the interact i n ~  on the satisfaction variables. 
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H O S P I T A L I S T S '  AND P R I M A R Y  CARE PHYSICIANS '  CARE O F  PA- 
TIENTS A T  T H E  END O F  LIFE.  P. Mahadevia, S. Kavuru, E. Cohen, D.N. 
Rose. Division o f  General Internal Medicine and Primary Care, Long Island 
Jewish Medical Center, New Hyde Park, NY. 

Purpose: End o f  life issues are common in hospitalized patients. How hos- 
pitalists, inpatient specialists, care for patients at the end o f  life is unknown. 

Methods: We performed a retrospective cohort study, comparing the care 
provided by a full-time internist hospitalist service (HS) to that provided by 
community-based primary care physician service (PCPS). The setting was an 
academic tertiary care hospital. We studied adult patients who died on the 
medical service over a 12 month period. We excluded patients whose attending 
was a subspecialist, patients cared for by both the HS and PCPS, and patients 
who died within 48 hours o f  admission. Data was obtained from medical record 
review and a hospital database. 

Results: Among the patients who had medical records available for analysis, 
36 were cared for by the HS and 39 were cared for by the PCPS. Both groups 
were also cared for by housestaff. There were no significant differences be- 
tween the two groups with regard to age, sex and principal diagnosis except that 
there was more cardiac disease among the HS patients. Comparing the HS pa- 
tients to the PCPS patients, attending end-of-life discussions were more com- 
monly documented (67% vs. 39%, p< .02), were more frequent (a mean of  2.4 
discussions per  patient vs. 1.4 discussions per patient, p <.005) and more fre- 
quently lead to Comfort-Measures-Only (CMO) status (25% vs. 3%, p < .01). 
There were no differences between the groups with respect to timing o f  these 
discussions in the hospital course, number o f  residents' discussions o f  end o f  
life issues, Do-Not-Resuscitate orders, proportion with completed advance di- 
rectives, number o f  ICU transfers, or the number of  invasive tests or proce- 
dures. 

Conclusions: The differences in the frequency of  end of  life discussions 
suggests that the HS attendings may have been more attuned to their patients 
end o f  life wishes. The HS attendings may be better at recognizing the futility 
of  curative care since a greater proportion of  their patients had a CMO status. 
The extent o f  invasive care given to the two groups of  patients was similar, 
suggesting that factors other than attending discussions affect the amount of  
aggressive care a patient receives. Hospitalists are a receptive group for a pal- 
liative-care intervention study. 

THE RELATION OF HIV/A1DS PRACTICE VARIATIONS TO PHYSICIANS' 
JUDGEMENTS REGARDING ANTIRETROVIRAL THERAPY. 
I ~  M ~ f i ,  VE Stone, KH Mayer, CA Duefleld, RM Pceus. Dept. of Medicine, 

Men~rial Hospital.of R.L, Brown Q.nlv, ~ of Medicine, ~ ,  R.I. 
Objective: ~ vafiatiom are w i d e l y : ~  but remain largely 

~ l a i I l e d .  We examined variafiOl~ in prescribing antireUDviral therapy (ART) and 
their associations with physicisns' judgements about the effectiveness and adverse 
effects of ART. 

Methods: We surveyed 2,500 general internists and ID specialists in four states 
(MA,NY,FL,CA) randomly selected from the AMA Masterfile. To date, 45% of 
eligible pbysiciaus (nffi 1057) have responded. Respondents read three Standardized 

of patients with asy~c HIV infe~ion and indicated their preferred 
trealmem. Here We ~ * n t  the ~ t lys i s0 f  a ~ Wiih CD4+ count 610 celis/ml and 
HIV RNA load 5,~00 copies/ml; for such a patient; the need for ART remaing 
controversial. Respondents were also asked to.estimate the likelihood that the patient 
would have ala ~ t b l c _ v i r a l  lead (UDYL) at 6 ~ponths, ~ AIDS-~lefining 
condition or death (ADCD) by 1 year, or an improvement in quality of life (QOL) at 
6 months were they to receive 3-drug-ART vs. no treatment. Prom this+ we c.alculated 
their estimate of treamk'iit benefit in ~ of red0ction of ADCD and increases Of 
UDVL and QOL. We also asked the responding physicians to estimate the likelihood 
of compliance and adverse drug events, were the patient to receive 3 drug ART. 

Result :  Overall, 56.4% chose to treat with ART. There was no association between 
the decision~to treat with provider gender, graduation year;specialty, HIV experience, 
practice type or location. Respondents who chtse to treat judged that ART provided 
more benefits in terms of reducing ADCD and increasing UDVL and QOL compared 
to those who chose no treatment (all comparisons significant, p<0.05). R e s ~  
who chose to treat estimated the compliance with 3-drug ART to bc better th,'an those 
who chose no treatment ( p <  0.05). Of those who chose to treat, 42% e~timated that 
> 60% of patients will be compliant with 3-dra 8 ART, as compared to 30% of those 
who chose not to treat. Similarly, those who chose to treat estimated the likelihood Of 
adverse events to be lower than did those who did not treat (p=0.06), with 15% of 
those who treated e s ~  that >_60%. o(patiants will develop a significant adverse 
reaction as compared to 20% of those who did not treat. 

Conclusion: So~-de-gree Of p ~  ~ n  with regard to ART prescribing 
appear to be associated with differences in beliefs about ART effectiveness, adverse 
effects and comp!ia:ece, pe rh ,~  better provide ~ education about the effectiveness, 
adverse effects and compliance of ART in particular groups Of patients wi/h HIV may 
improve treatment decisions. 

PHYSICIAN SPECIALTY AND RELINQUISHING C A L C I U M  
C H A N N E L  B L O C K E R S  A F T E R  ACUTE M Y O C A R D I A L  
INTARCTION.  SR Maiumdar. TS lnul, JH Gunvitz, MW Giilman, TJ McLm~hlin; 
SB Soumerai. Harvard Medical School and Harvard Pilgrim Health Care, Boston MA; 
and The Meyers Primary Care Institute, Worcester MA. 

Purpose: Although differences between generalists and specialists in the adoption 
of  new drags are well-documented, little is known about how ineffective or unsafe 
drugs are relinquished. Therefore, we compared the use, by ganeralists and 
cardiologists, of  calcium channel blocke~ (CCBs) in patients with acute myocardial 
infarction (AMI), before and after the adverse medical and media reports about CCBs 
in 1995. 

Methods: We reviewed the medical records of  5138 patiants admitted with AMI at 
37 commanity hospitals in Minnesota, 2265 patients before (1993) and 2873 after 
(1996) the adverse reports. We studied temporal trends in the association betweea the 
use of CCBs at discluuge and physician specialty, while controlfing for 
sociodemographic variables, prior cardi~ history and risk factors, AMI seveflty mu:l 
hospital course, comerbiditias, contraindieatinus to beta blockers, other discharge 
medications, and possible within-huspital cocrelation of  patient level data. We 
mmlyzed the data using multiple l og i~c  regression and ganerelized esthnatlng 
equations. 

Results: From 1993 to 1996, overall CCB use in patients after AMI decreased from 
24% to 10%, with ganeralists' use decreasing from 19% to 9"/. and cardiologists' use 
d e c ~  from 25% to 11%. In multlvarinble models, ganendists were less likely to 
start CCBs dining AMI hospitalization than cardiologists in 1993 (odds ratio 0.52 
[95% coofldmce intaval 045-0.76]). F o ~  the adverse reperts, and regardless of 
specialty, all physicians decreased new starts of  CCBs 8t a common rate (0.33 [0.26- 
0.42]). HoweveL if a patient was already using a CCB at the time of sulmir~tinfl for 
AMI, ganeralists were more likely to continue their use (1.79 [1.23-2.56]). Variables 
indepandeatly (p < 0.05) associated with the increased use of CCBs included female 
gender, prior atrial fibrillation, and the use of aspirin and nitrates, while decreased use 
of CCBs was associated with new congestive heart failure, thrombelytlc therapy, and 
the use of beta blockers. 

Concluslous: Compared .with cardiologists, generalist physicians were 
"therapeutically ~ v e , "  that is, they were slow to adopt a new d~'ug, as quick to 
relinquish a drug associated with possible risk, and more likely to continue a th'ug once 
started. We believe flint this pattern of practice may represent an adaptive response to 
an expanding, but increasingly risky and uncertain, phmnacopoei~ 

OIISEK'VATION ~ A hEW IN'rI~,PE ~ INI?AT[I~ff AND OUTPA~ 
IvI~DIC~I~ 31-momh expe~lan~ with 6,649 ~ at a large pubUc hoq~ud 

~ ~L McDermo~ a. Ratlb- (cuek Cou.~, t~q~al ,  chicqo u.) 

Ennm 6/96 throogh 12/98, a "23 hour Obm~atloa UnR" (09S) staffed by 
~ resldents and nue~s ta Madldm md Emergancy Hedicine at Cook Coomy 
Huspttal has cused fer 6.649 imlanm InNany evainamdand treated ta the ~es1~tcy 
~ t  (s:~). Unan'tatm~ about the need for inlmeamr h ~ l l a m t o n  Is the 
p r i n t e d  c r t t ~  for O ~  a d m / ~ m .  Prim- m l~J~, ~)  pat/e~ts wlth e~em diaSnmm 
(Tabte) romtaely wege ~ m bzlpaslant wasd~ 

~ n ~  gvo~'omm ~gmm~a Iq~ ~ W s m ~  ~ 2~ H a u l '  ~ f l a m ,  t 

r~ert Pain, K/O MP 271 (16) 667(12) 611 (7) 1549(11) 
A s t t l ~ a / ~  329(17) ,4~0 (17) 3M (16) 1187(17) 
Soft-t~me infection 115(16) 2 ~  (13) 226(17) 569(15) 
D i a b e t a s ( D l ~ )  122(11) 184(10) 133 (6) 439 (9) 
Toxin Ingert/wtthdrawat* ?9 (10) 147 (13) 139 (18) 365 (14) 
heumoa la  8..3 (23) 119 (22) M (26) 250 (23) 
Abdominal pain* 67(10) 88(2O) 65(2O) 220(17) 
Pyelooephrttis 59 (19) 77 (31) 61 (26) 197 (26) 
FmrerRts/dehydeatto~ 34 (24) 58 (16) 29 (21) 121 (19) 
~ongertive bean failure 42(14) 40(18) 24(38) 106(21) 
Sickle cell ~ cr ib* 40(35) .,]4.(41) 25(24) 99(34) 
Seizures" 19 (16) 26 (IS) 23 (26) 68 (19) 
Other 360(11) 526(12) 553(23) 1439(11) 
Tool 1620(15) 26.54(15) 2375(13) 6649(14) 

Twdve ~ ceantmm~ a ~ m m d  for >75~ of O1~ paUems ~ the 
study pm-tod, la asv~m~dmmWada~mm, ~ a l l l m ~ a s m m m m t  ofpsmmt*' dinteal 
response to 24 hom, s d ~ d k s m t  p a m s m ~  therapy ~ k ~ ,  antlbtoOcs, tamdm. 
hydraOo~ dtueeOcs), bs the r-mm~'~_ ~ Wuds~ma (* to Table). OilS peovkks an 
opportunity p r tmm~ to obom've pamam'  dtaical course for outcoma mm~ d m d y  
requirtnz heaptud~. _tkm (e.8., m ~ d ~ ' t o m  er~mem, severe lm-mmmt 
r ecumm seizures). Husp tmims~  m t ~  f ~  each s,~,trome were ~ 
over Ome. Ovm'ail, 86~o fOm ~ , ~ , ~ t h e  mm'y per t~  were dimdam~d home 
without tapaOeM admmtm. 

( w e m m m  , queaty taq~ovemen 
guideline) and rmd~ t /m l l ea t  aduamon (commm wndr0m~) m the interface 
i x ~ v m  inpeUe~ and omimO~t asedk:~e. TIz~ iI~es~b~ arela  o( care deasgv~ 
more ~ from ~ *,4--;,,**qztm,J snd educmor~ 
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ARE THERE GENDER DIFFERENCES OF THE MANAGEMENT AND 

OUTCOMES FOR THE PATIENTS OF ACUTE MYOCARDIAL INFARCTION IN 

JAPAHESE INSTITUTIONS? K MIt.ll, T Fukui. Department of General 

Medldne, Aso lizuka Hospital, Japan; Department of General Medicine and Clinical 

Epidemiology, Kyoto University Hospital, Japan. 

To determine whether gender-based differences exist for management and 

outcomes among patients with acute myocardial infarction (AMI) at Japanese 

institutions. Retrospective cohort study by chart reviews pedormed at four 

Japanese teaching hospitals where cardiac catheterization and cardiac surgery are 

available. The consecutive patients who had admined to these institutions with the 

diagnosis of AMI between July 1995 and June 1996 were included. 

A total of 473 patients with AMI, 342(72%) were male. Women were older, had 

history of congestive heart failure (CHF). hypertension, and hyperlipidemia more 

frequently, whereas more men smoked, had liver disease. Predictors of coronary 

angiography were: male gender (adjusted odds ratio [OR] 3.13; 95% contidcuce 

interval [CI] 1.52 to 6.35), age 80 years or older (OR 0.09; 95% CI 0.04 to 0.19). and 

ST elevation on EKG (OR 2.47; 95% CI 1.15 to 5.32). Predictors of revascolafization 

w e r e :  male gender (OR 1.48; 95% CI 0.95 to 2.31), age 80 years or older (OR 0.43; 

95% CI 0.22 to 0.86), history of CHF (OR 0.27; 95% CI 0.08 to 0.98), and ST 

elevation on EKG (OR 1.76; 95% CI L l l  to 2.80). Gender did not obviously predict 

to have coronary bypass graft surgery and mortality during hospitalization. However, 

using Cox proportional-hazards modeling, male gender was one of the mnltivariate 

correlates of discharge (adjusted hazards ratio 1.33; 95% CI 1.06 to 1.33). 

These findings suggest that women were less fikely to have cardiac catheterization 

and revasuculatizafion in this Japanese population. However, in-hospital mortality 

was not different, and women tended to stay hospitals longer than men. 

IMPACT OF PEER CHART REVIEWAND FEEDBACK ON QUALITY OF 
CARE FOR TOBACCO CESSATION IN RESIDENT CLINIC. KM Mayhew, 
MA Earnest. JS Kutner, R Gonzales. Division of.General Internal Medicine, 
University of Colorado Health Sciences Center, Denver. Colorado. 

Baekgrnund: The United States Preventive Services Task Force (USPSTF) 
recommends assessment of tobacco use on a regular basis. A common strategy for 
improving compliance with this recommendation is chart review and feedback. The 
impact of having medical residents perform this activity on their own practice is not 
known. 
Methods: We conducted a prospective controlled trial of chart review and feedback at 
a University Hospitsl-affiliated internal medicine resident clinic. Approximately half 
of the 24 and 3 'd year residents (n=16) were assigned to conduct chart audits and 
receive feedback of compliance scores based on the USPSTF recommendations 
(FB+), whereas the control group of residents (n= 12) conducted audits and received 
feedback on a different topic (FB-). Scores were based on the presence of the 
following items documented in the chart: 

Item Points 
smoking status 20 
pack-year history 15 
current amount of tubacco use 20 
assessment of nicotine dependence I 0 
recommendation to quit smoking 15 
offering behavioral modification 10 
offering drug therapy I0 
Total Score 100 

The baseline period took place between April and August 1998. and the follow-up 
period took place between October and December 199g. Statistical significance 
between groups was tested using multivariate linear regression. 
Results: Documentation of smoking status was present in 74/110 (67%~ and 61/77 
(79%) of patient charts belonging to residents in FB+ and FB- at baseline, 
respectively and did not change in either [group following feedback (47/68 (69%) and 
39/51 (76%), respectively). Among documented current smokers, the mean baseline 
compliance scores (+_ standard deviation) between groups were similar (FB+: 64 + 27; 
FB-: 73 + 24), and increased to a similar degree in both groups (FB+: 68 + 28; FB-: 
79 + 24) (p=0.73). 
Conclusion: In comparison to published studies, compliance with USPSTF guidelines 
for smoking assessment and treatment was high in our study population, and was not 
affected by peer chart review and feedback. Further improvements in the quality nf 
care for patients addicted to tobacco may require more comprehensive intervention 
strategies. 

USING AN ELECTRONIC MEDICAL RECORD TO IDENTIFY OPPORTUNITIES 
TO IMPROVE COMPLIANCE WITH CHOLESTEROL GUIDELINES 
SM Mavi21ia. JM Teich, J Fiskio, DW Bates, Brigham and Women's Hospital and 
Partners Information Systams, Boeton, MA. 

In order to improve compliance with evidmco-based practice guidelines, it is 
important to identify canrent patte~ts ofnenccmpliance. Electronic medical records 
(EMRs) provide an opportonity to identify specific areas for imWovemant within 
large populations. We used such an EMR to evaluate compliance with a portion of . 
the published NCEP cholestecol management guidelines. 
Our study population included 48,811 patients who actually visited their PCP 

within the preceding year. Ofthesu, 2,062 met NCEP cholesterol guidelines criteria 
for secondary prevention: 1,426 had coronary artery dhease, 586 had ceschrovascular 
disease, and 400 peripheral vascular disease documented on their phyJ,ician- 
maintained electronic problem lists. Among these qualifying l~ttiants, 1,614 (78%) 
were out of cempliance with the NCEP guidelines. There was no LDL on recefd at 
all for 537 (26%); 238 (12%) had at least one LDL on record, but none in the last 
three years (I 89 of thase were >i00); and another 839 (41%) had an LDL in the last 
three years that was above the recemmended terget of 100. Of this last group, 448 
(53%) were sub-optimally being treated with lipid-lowuin8 medication& and 391 
(47O/O) were hoe on any lipid-lowm'ing thm'apy; in fact, 178 had a recent LDL >130, 
the threshold for initiating pharmacologic therapy, yet were not bern 8 treated. Nen- 
compliance among secondary prevention patients with CVD or PVD but not CAD 

even higher: 565/636 (89%) versus 1049/1426 (74%), p<0.0001. Most of the 
additional non-compliant cesta were patients who never had an LDL checked. There 
were no sigtificent differences in rates of compliance ~ on physician-specific 
factors, such as specialty, level oftralnin~ gmda-, panel size, volume of secondary 
prevention patiants, peresntese of secondary prevention patient& or location of 
practice. Important I~ttient-sp¢cific factors that were es~clated with compliance 
were having a cardiologist 0 4 %  venus 13%); having had a recent admission for 
myocardial infarction, unstable angina, or angina (31% versus 17%); being male 
(27% versus 17%); and being white (25% versus 17%); p<O.O001 for all ccmpurisons. 

We conclude that compliance with nationally published and relatively well-accepted 
guidelines on management of hypurcholestesolamia in sectmdury prevention patients 
was po~, that compliance was evan lower when such pationta did not have 
documented cot~mury diseme, and that compliance was independent of physician- 
related factors but was aasoniatad with patient c h i c s  such as se~t and race. 
Further, there were different mechanisms of non-onmpliance, suggesting the use of 
tuitoted ~ for remedy. 

A N  I N V E S T I G A T I O N  O F  T H E  R E L A T I O N S H I P  B E T W E E N  
R E S P O N S E  R A T E  A N D  P A T I E N T  S A T I S F A C T I O N  R A T I N G S  
K M  Mazor ,  TS  Field, J H  Gurwi tz ,  K Yood,  Meyers  P r imary  Care  
Institute, Univers i ty  o f  Massachuse t t s  Medical  School  and  Fal lon 
Heal thcare  System, Worces ter ,  M A  

B a c k g r o u n d :  Surveys  o f  pat ient  sat isfact ion are  increasingly used for  
managemen t  purposes  related to individual  p r imary  care providers ,  
inc luding the  determinat ion  o f  compensa t ion  levels and  employment .  
W e  invest igated the relat ionship be tween  response rate  and sat isfaction 
rat ings o n  a survey assess ing pat ients '  sat isfact ion wi th  their  p r imary  
care  providers.  
M e t h o d :  Pat ient  sat isfact ion surveys  were  mai led  to  a random sample  
o f  patients enrol led in a Massachuse t t s  g roup-mode l  H M O  with  
>130 ,000  members  w h o  visited their  p r imary  care  provider  dur ing  the 
previous 3 months.  D a t a  for  t w o  quar ters  were  combined  for  this 
analysis.  Response  rntes were  ca lcula ted  as the number  o f  returned 
ques t ionnai res /number  Of distributed. F o r  each patient  survey, the mean  
o f  the 11 sat isfact ion i tems was  taken.  F o r  each  physician,  the mean  o f  
all pat ient  sat isfact ion means  w a s  taken.  All i tems were  on a 5 point  
scale, wi th  5 be ing  the  highest  possible  rating. The  resulting da ta  set 
contained rat ings o f  82  phys ic ians  b y  6681 patients,  with an average  o f  
81 pat ients  ra t ing each  phys ic ian  ( range  14 to  158). The correlat ion 
be tween pat ient  sat isfact ion scores  and  response ra te  was  calculated. 
Resul t s :  The  correlat ion be tween  response rate  and mean sat isfact ion 
rat ing is .52 (p < O.O1). 
Conc lus ions :  This  result  sugges ts  that  pat ients  who  are less satisfied are 
less l ikely to  return surveys.  While  this m a y  seem counter-intuit ive,  
there is some  indicat ion f rom previous  research that  this may  be the 
case. I f  less satisfied pat ients  are  less l ikely to  respond,  then obtained 
sat isfaction rat ings are  over-es t imates  o f  t ree  patient satisfaction. This is 
l ikely t o  be  the  ease across  all physic ians ,  but  the effect may  be most  
marked for  physic ians  wi th  the lowest  t rue sat isfaction scores, hence 
in t roducing a bias. 
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PREVALENCE AND QUALITY OF WARFARIN USE FOR PATIENTS 
WITH ATRIAL HBRILLATION IN THE LONG-TERM CARE SETTING. 
D McCormick: JI-I Gurwitz, ILl Goldberg, A Elweil, MJ Radford. Division of 
General Medicine, University of Massachusetts-Memorial Medical Center, 
University of Massachusetts School of  Medicine, Worcester, MA; Qualidigm 
Inc., Middletown, CT; Center for Outcomes Research and evaluation, Yale- 
New Haven Health, New Haven, CT. 

Background: Evidence-based clinical practice guidelines recommend 
warfarin for stroke prevention in elderly patients with atrial fibrillation (AF) 
without risk factors for hemorrhagic complications. 

Purpose: To assess the prevalence of AF among elderly patients residing in 
the long-term care facilities; the percentage receiving anticoagulant therapy 
with warfarin; and how well patient0s given warfarin are maintained in the  
therapeutic range of INR (international normalized ratio). 

Methods: The medical records of all residents of 21 participating CT nursing 
homes were screened to identify patients with atrial fibrillation as documented 
by EKG or by physician note. Patients with a length of stay under 30 days and 
patients with end-stage renal disease (ESRD) were excluded. The records of 
all remaining AF patients were evaluated for warfarin use and bleeding risk 
factors. For patients receiving warfarin, the percentage of days spent in 
therapeutic INR range (2-3) was also assessed. 

Results: Atrial fibrillationwas present in 441 of the 2,834 0 6 % )  nursing 
home residents whose records were reviewed for this study. 40% or 436 
patients without ESRD were receiving warfarin. 88 patients (20%) had no 
bleeding risk factors. Of these "ideal" candidates for warfarin 49% were 
receiving warfarin. 4% of all patients receiving warfarin had no monitoring 
with INRs at all. Nursing home residents who were receiving warfarin 
chronically were maintained in therapeutic range (INR 2-3) 55% of the time. 

Conclusions: Atrial fibrillation is common among patients in long-term care 
facilities. Warfarin is underutilized for stroke prevention in long-term care 
facility patients with AF even when bleeding risk is taken into account. 
Control of anticoagulation intensity in patients who receive warfarin may 
warrant improvement. 

PREVENTIVE H E A L T H  C A R E  FOR INJECTION DRUG USERS. 
K MeGarty,  J Clarke, P O'Sull ivan,  MD Stein, Promethius Study, 
Providence, RI. 

Purpose: Injection drug users f lDU) are at high risk for certain 
communicable diseases which may be detected early or prevente0, through 
vaccination. This population often receives urgent health ca~ ,  but little is 
known about their  access to and use of  preventive health services. 

Methods: Persons wi th  history of  IDU (n----482) from a methadone 
maintenance program (MMTP) and the needle exchange program (NEP) 
in one city were interviewed between 7/97 and 5/98 as part of a study on 
health services use. IDUs were asked i f  they had ever been tested for 
HIV, TB, Hepatitis B, Hepatitis C and syphilis, and i f  they had received 
tetanus vaccine (last. 10 years), pneumovax (ever) and pap test (last 3 
years). We restrict analyses to persons who were HIV-negative. 

Results: MMTP participants (n=240) were more l ikely to be female 
(44% v. 34%), insured (62% v. 36%), report having a regular site of  
medical  care (76% v. 48%) than NEP enrollees (p <.01). Preventive 
services received: MMTP (%) NEP (%) 
HIV 99 92 <.001 
TB 99 96 .08 
Hep B 86 58 <.001 
Hep C 83 45 <.001 
Syphilis 31 26 .22 
Tetanus 70 72 .55 
Pneumovax 6 4 .22 
Pap 77 77 .51 

In both cohorts, persons with a regular MD were more likely to report 
higher receipt of  I-IBV and  HCV testing (p<.05), but not other services. 
NEP participants never previously enrolled in formal drug treatment 
(n=27) were less l ikely to have HIV testing (82% v. 94%; p=.08) than 
persons who had received drug treatment. 

Conclusions: Persons attending a needle exchange program more often 
lack knowledge of  their hepatitis status than MMTP enrollees, l imiting 
their treatment options. A distinct set of interventions, including 
pneumovax, should be delivered as part of  drug treatment programs. 

MEASURING JOB SATISFACTION OF PROVIDERS IN VA PRIMARY CARE: 
THE SEATFLE PROVIDER SATISFACTION QUESTIONNAIRE. MB M ~ e l l , S D  
Film, J Marshall, DL Lessler, KE Kilpaaick, University of WA and VA Puget Sound 
Health Care System 

Purpos~ Determining the satisfaction of health care providers is critical given 
organizational changes and expectations that dranmtically influence providers' 
perceptions about their ability to deriver high quality care. We developed/validated the 
Seattle Provider Satisfaction Quastlennake (SpSQ) to measure multiple dimensions of 
job satisfaction among VA primary care providers. 

Methods: Open-ended interviews were conducted with 20 providers from a large 
group practice and the Seattle VA to identify factors cotun~uting to work satisfaction. 
Interviews and published questionnaires were used to generate a prototype 78-item 
questionnaire.As part of the Ambulatory Care Quality Improvement Project (ACQUIP), 
the survey was tested among 236 general internists at 8 VA and non-VA facilities and 
condensed to 50 items. The 50-item questionnaire has been atlmlni~-ql~d to 220 
providers at 7 ACQUIP sites and 792 providers at 56 VA facilities participating in the 
PRIME program. Exploratory (EFA) and confirmatory (CFA) factor analyses were used 
to analyze dimemienaiity and validity of the SPSQ. AHOVA and linear regression were 
used to examine anbseale and global satisfaction scores and to adjust for demographic 
c ~ c s .  Scales were scored from 0 0east satisfied) to 100 (most satisfied). 

Resu/ts: The sample of 1012 providecs was comprised of physicians (69%), nurse 
practitioners (22%) and physician assistants (9%). 49% were female. Ages ranged from 
2065 years. 77% were ~ i a n ,  12% Asian, and 4% African American. Six 
dimensions (anlncales) emerged from factor analysis aad all demonstrated high internal 
consistency: clinical staff communicatien (Croabanh's alpha=.86); relationships with 
g~eeiaiis~ (.89); haasle-free work environment (.89); patient (pt) characteristics (.77); 
philosophy of practice (.84); and colleagues (.84). The CFA also demonstrated both 
convergent and diseriminant validity (p<.00l). Mean scale scores were low: staff 
communication (38.6); specialists (41.5); haasle-free (37.7)~ pt characteristics (49.3); 
philosophy (66A); colleagues (58.4). Subscale and global satisfaction scores did not 
differ significantly according to demographic characteristics but there were s~dfinant 
differences among facilities. In a regression model predicting global fanisfaedon, the 
philosophy domain (belle'fin organizatien's philosophy and ability to practice acenrding I 
to personal standards) accounted for 57% of the variance (p<.O01). Clinic organization 
and staff communication were also significantly related to overall satisfaction (p<.001 ). 

Cone2as/ons: The SPSQ is a reliable, valid measure of multiple dimonsiuns of 
provider setisfactinn.The extent to which a provider's practice standards and philosophy 
am aligned with 8~e ~ltmdzation is a key determinant of overall satisfaction. 

THE "WEIGHT" OF MAILINGS FROM MANAGED CARE COMPANIES 
ON THE SHOULDERS OF PRIMARY CARE PROVIDERS. Thomas McGinn 
MD, MPH. Montefiore Medical Center/Albert Einstein College of Medicine 

Background: The busy general internist frequently finds him/herself 
overwhelmed with productivity pressures and the ever increasing ~umber of 
complex restrictions and recommendations from managed care companies. One 
method of informing physicians is through direct mailings which is at times 
overwhelming, lmpraedcal to read, and costly. The object of this not-so- 
objective study is to evaluate the actual contents and potential impact of such 
mailings by managed care companies on providers. The average primary care 
physician (PCP) participates in over five manage care plans not including 
Medicare and Medicaid. Little attention has been placed on the efforts of 
managed care companies to "educate" PCPs with regards to plan restrictions and 
practice guidelines through these direct mailings. This study looks at the 
mailings of managed care companies to their PCPs and their potential impact. 
Methods: Prospective collection ofail managed care related mailings were 
collected for one busy primary care provider who is a full time faculty member 
at an academic medical center. While the provider belonged to over ten 
managed care plans his faculty practice made up less than 20% of his job 
description. The mail was first weighed then placed in various categories (1) 
educational (2) drug related (3) directories of providers (4) adinlmstrative and 
(5) other. No patient information was included in the study. Overlap and 
redundancy along with percentage read were examined. Results: Over twenty 
pounds of mail were collected during a four month period. The vast majority of 
the mail received was guideline related (20%) and drug formulary related 
(40%). Approximately 5% of the material was actually read and only one 
educational item was deemed useful but not implemented. Approximately two 
thirds of the educational material was repeated or overlapped by more than one 
company. Conetasinns: This study is clearly not meant to be an objective 
evaluation of the current situation but hopes to highlight a problem. A 
tremendous amount of literatere is produced and mailed from manage care 
companies to providers. A majority of the mailings are redundant and 
infrequently read. The spotlight of cost control needs to be focused back on 
managed care. The cost of producing and mailing such material is unclear. This 
simple study, however, has demonstrated there is significant room for 
coordination between companies and a potential t~luctinn in unnecessary costs. 
In addition such coordination has the potential to reduce the unnecessary sU'ess 
on primary care providers created by receiving such "weighty" mail. 
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EDUCATIONAL NEEDS ASSESSMENT IN A MANAGED CARE 
ORGANIZATION. MJ McGuire. M Chaberski, CA Bergman. Medical Affairs 
Department, Johns Hopkins Medical Services Corporation, Baltimore, MD. 
Background: The Johns Hopkins Medical Services Corporation (JHMSC) is a 
managed care organization with 115,000 patients (75% capitated) and 18 
primary care sites staffed by 100 physicians and 350 clinical Staff. 
Administrative functions of the JHMSC are staffed by an additional 300 non- 
clinical employees. In 1996 a staff development and education department 
(SDES) was initiated to develop competency-odented, guidelines-driven training 
to the clinical staff, and to implement an annual educational needs assessment 
for all employees. The survey was inplemented in 1997, repeated in 1998 and is 
underway for 1999. 
Method==: The survey was developed with multidisciplinary input from 
representing all corporate departments. The questionnaire assessed position, 
highest educational level, years employed, department, mandatory/OSHA 
training received dunng employment, major sources of job-related training, and 
leamer-preferencas (schedule, location, preferred learning mode). It requested 
self-assessment of need for training in 8 competency-related areas (clinical skills 
people skills, information systems, billing & coding, safety, leadership, business 
& contracts, and performance improvement) and provided a write-in option. The 
survey was mailed directly to all employees, and an incentive (raffle ticket) to 
complete and return the survey was included. Surveys were centrally collected 
and results were analyzed using a spreadsheet program. 
Results: Of 700 employees surveyed, 371 (53%) in 1997 and 362 (52%) in 
1998 retumed forms. The response rates (responders/total in job category) 
were" 65% management, 89% non-clinical administrative, 55% clinical 
administrative, 47% physicians, 55% medical assistants, 68% nurses, 81% 
patient services, and 29% other. Top ten training requests were consistent both 
years and included medical informatics, working with difficult people, conflict 
resolution, medical coding, capitation/contracts, and CPR. The top physician 
requests for training were: 56% medical coding, 52% medical informatics, 
44%CPR, 37% clinical documentation, 35% practice guidelines, 35% difficult 
people, and 35% disability determination. Nurses requested more clinical skills 
training (starting IVs, EKG interpretation, and phlebotomy skills). 
Conclusion: We performed a training needs assessment in a managed care 
organization to improve quality and efficiency of care and to promote guidelines 
and competency-besed training in our medical practices. A curriculum has beer 
implemented based partly on this assessment. Of note, physicians working in 
our managed care organization requested training in coding, informatics, and 
people skills, which are not commonly offered in medical CME programs. 

BURNOUT IN US WOMEN PHYSICIANS: ASSESSING REMEDIABLE 
FACTORS IN WORKLIFE.  ~ M Linzer, J Douglas, and TR 
Konrad for the SGIM Career Satisfaction Study Group, Dept.s o f  Medicine and 
Biostatistics, Univ o f  Wisconsin, Madison, Shaps Center, UNC, Chapel Hill. 

Obiective: To assess factors related to burnout in practicing women physicians 
in primary care and medical subspecialties. 
Samnle and Study Desima: National random stratified sample of  6100 
physicians (32% female; adjusted response rate=52%) assessing personal and 
practice characteristics, career satisfaction, and burnout. 
,Analvsis: We used logistic regression to identify factors related to burnout for 
women physicians (scale score >_ 3 on 5-item scale) including percaived control- 
of-practice factors, specialty, practice site, time pressure, patient mix, and 
significant other and colleague support. 
Results: Twenty six per cent o f  women physicians vs. 21% of  men sutweyed 
had burnout scores >_3 (p<.05). Burnout in women was associated with more 
work hours (p<.05) and lack o f  workplace control; i.e. less control o f  office 
schedule and patient volume (p==.001). For men, the correlates o f  burnout were 
having more hassles and less control over medical decision making (p<.001 and 
!)<.05, respectively). For each additional 5 hours worked in a full time practice 
(>40 hours per week), the odds o f  burnout increased 12-15% for women 
(p<.05), while for men there was  only a borderline association with burnout 
(5-6% increase in burnout for each additional 5 hours worked, p<.l) .  In a 
separate analysis o f  women _< age 45, women with more support from a 
significant other for their career or from colleagues for attempts to balance work 
and home had significantly lower odds o f  burnout than those without such 
support (as support by spouse increased one point on a 5 point scale, burnout 
risk decreased 40%, and as support by colleagues increased one point, burnout 
risk decreased 45%, p<.05 and p<.01 in regression analyses, respectively.) 
Conclusions: Burnout is common in contemporary medical practice, and 
women physicians are at higher risk than men. Increased control over the work 
environment and support for balancing work and home could markedly diminish 
burnout in women physicians. 

NATIONAL COMMITTEE FOR QUALITY ASSURANCE EXPANDS WOMEN'S 
HEALTH-RELATED PERFORMANCE NflEASURES USING MEASUREMENT 
ADVISORY PANEL. ED McKinley. JW Thompson. Division of General Medicine. 
MetroHealth Medical Center, Cleveland. Ohio, Division of Pediatrics. University of 
Arkansas Medical Center. Little Rock. Arkansas. 

The National Committee for Quality Assurance (NCQA) created the Women's 
Heahh Measurement Advisory Panel to address the limited ability of its performance 
measures to assess the quality of medical care providcd to women. NCQA is an 
independcut, non-profit organization that has developed a group of I:~rformance 
measures called the Health plan Employer and Data hfformation Set (HEDIS) to help 
assess the quality of care providod by health care delive H' systems. HEDIS measures 
have come from a variety of sources and are continually evol',-ing, but the,',' have 
recognized gaps and limitations. While there are several Women's Health-related 
performance measures in HEDIS. many important health conditions that are more 
common in ,,',omen. are unique to ",,,'omen. or affect ,,,,'omen differently have not been 
targeted for measure development due to methodological and/or feasibilit?," barriers, 
climcal uncertain.t)', or unrecognized potentzal for benefit. 

To support the broader development of measures related to women's health. NCQA 
created the Women's Health Measurement Adt-isozy Panel (MAP). The MAP is 
composed of 24 individuals tvith collective skills including clinical and 
methodological e:,q~rtise, public health knowledge, and purchaser and consumer 
perspectives. The Women's Health MAP iniually voted on a list of top 10 clinical 
conditions affecting women ranging from cardio,,asctilar health to mental health. 
They. then collected e.,dsting measures and created uew potential mea.~res ~ithin each 
category. At~er review of the evidence-based data for each of these 70 possible 
measor~, the MAP voted to forward, delete, or hold some for future development. 
The MAP then identified members who ~ould lead the development of a -measure 
work-up" detailing the measure's relevance, scientific validi .ty, and feasibilitT 
following NCQA guidelines. If the work-up ~ls  toted forward, the measure was then 
pilot-tested and the results reviewed ~ '  the MAP. Them are now two sun'ey measures 
that have come from this more intensive re,,'iew process that are being recommended 
for inclusion in HEDIS. The first is entitled "Options for the Management of 
Menopausal Hormone Changes'" and the second is entitled "'Birth Control 
Comt.~ling". Two osteoporosts-related measures are on hold bocause their 
dw,'etopment has preceded published national gmdelines. " 

The Women's Health MAP has developed an intensive and productive ~oup process 
that ?:as encouraged creative thinking about measure developmem and has helped 
standardize the process. Hopefully. this process wilt substantially broaden the 
assessment of the quality of health care pro'.lded to v, omen in managed care plaus 

PROPHYLACTIC TREATMENT OF MIGRAINE: EFFECTS ON 
EMERGENCY DEPARTMENT VISITS AND HEALTH PLAN COSTS. M._~A 
Medow. B Sill and D Pathak, The Ohio State University, Columbus, OH 

Objective: Do migraineurs with and without prophylactic medications 
differ in the number of migraine related Emergency Department (ED) visits 
or health plan costs? 

Methods: A cohort of OSU Health Care members, continuously enrolled 
from July 1996 - July 1998, 18 years or older at inception, with a 
diagnosis of migraine (ICD-9-CM 346.x) were identified. The prophylaxis 
group included all patients with more than one prescription for a 
prophylactic medication filled; those with zero or one prescriptions filled 
were controls. Prophylactic medications were: ~-blockers, calcium 
channel blockers, tncyclic antidepressants, selective seretonin reuptake 
inhibitors, phenelzine, gabapentin, methysergide and divalproex sodium. 
The number of ED visits with a primary or secondary diagnosis of migraine 
and plan costs, excluding outpatient pharmaceuticals, were measured. 
We evaluated ED visits (categorized as 0, 1, 2, or • 2 visits) by 
contingency table analysis and multiple linear regression to adjust for age 
and gender. We analyzed the logarithm of health plan costs by t-test as 
well as multiple linear regression. 

Results: 492 patients had a migraine diagnosis, of which 39 had 
prophylactic medications. The mean number of migraine related ED 
visits was 0.34 in the control group and 0.15 in the prophylaxis group (p = 
0.827, Z z = 0.892, df = 3). Median costs were $2324 in the control group 
and $4111 in the prophylaxis group (p = 0.0675, t = 1.833, df = 490 for log 
transformed costs). In multiple regression analysis, neither age, gender nor 
prophylaxis were independent predictors of the number of ED visits; age 
and gender, but not prophylaxis, were independent predictors of health 
plan costs. 

Conclusions: Migraine patients on prophylactic medications had 
similar numbers of migraine related ED visits and did not have 
significantly increased health plan costs (just missing statistical 
significance). A number of limitations exist: this is a retrospective, 
observational study in a single, small, employment-based health care 
plan. Prophylactic medications may have been prescribed for reasons 
other than migraine prophylaxis and may not have been prescribed during 
the whole 2-year study period - both diluting any potential positive effects 
of prophylaxis. Prophylaxis maybe a marker for more severe disease, 
hence cases might be expected to have more ED visits and higher costs. 
Outpatient pharmacy costs were not included in the economic analysis. 
Finally, we used no comorbidity adjustment other than age and gender. 
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PHYSICIAN REPORTED DIAGNOSES FOR ANTIDEPRESSANT USE IN 
OUTPATIENT CANADIAN MEDICAL RECORDS. CA Meifi ~'', RL Robinson *, SL 
WesP, M McNutt ~, ME Nan~tieP. 'Eli Lilly and Company, indianapolis, IN; 21ndiana 
University School of Medicine, indianapolis, IN; ~Rescarch Ttiangie Institote, Research 
Triangle Park, NC; 'Saskatchewan Department of Health, Saskatchewan, Cann,tn 

Utilization patterns of  antidepressant (AD) medications in the United States (US) have 
been previously studied because of  the perception that these drugs incur significant 
costs to health plans and are widely used for diagnoses other than depression. 
Exammatinn of  drug prescn'bing in Canada ailows for a useful comparative benchmark 
/or the U~. "v'artauous due [o differences m he.alto plan ct~ractensucs are elimmatea in 
Canada due to its comprehensive health insurance coverage. For this study, a random 
sample of patients stratified by age (20-39, 40-64, 65-80 years), sex, and type of AD 
[40% selective serotouin reuptake inhibitor (SSRI) users, 40% tticyclic (TCA) users, 
and 20°.4 monoamine oxidase inht'oitors (MAOI) users] was selected in order to 
determine the indication for AD use. In order to capture new episodes of  care, sample 
patiants included those seen between I/I/94 and 12/31/95 who had six months of  
coverage with no evidence of  AD use prior to the receipt of the index AD. 293 
prescribing physicians were contacted for permiesion to review charts: 58% consented, 
34.5% refused, and 7.5% did not respond. 557 patient medical records (83.8% for 
patients of general practitioners) were abstracted including the records of  245 SSRI 
users, 224 TCA users, and 88 MAOI users. Indications for use. including multiple 
diagnoses, were determined from the charts for a period + 3 months of the initial AD 
prescription. Depression was listed as an indication for use in 78.4% of MAOI users 
and 73.9% of SSRI users and was less connnon with patients receiving TCAs (27.2%) 
(p<0.001). Other depression related indications were specified infrequently (13.1% 
SSRIs. 9.4% TCAs. 13.6% MAOIs, p=0.380). TCAs had a much higher frequency of 
non-psychiatric diagnoses when compared with SSRIs (pain: 45.5% v. 28.2%, p<0.001; 
migraine: 5.8% v. 1.2%, p<0.009; fibromyalgia: 9.4% v. 2.9%, p<0.006). Diagnoses of  
other medical disorders for which ADs are sometimes prescribed including eating 
disorders and obesity were listed infrequently (<2%). When comparing additional 
diagnoses among those with and without depression, indications for use stiU varied by 
the type of  AD in both subsets. For example, patiants diagnosed with panic disorder but 
without depression showed a higher rate of  MAOI use than the nther ADs (33.3% 
SSRIs, 22.2% TCAs, 44.4% MAOIs, p<0.001). These data demonstrate that the 
primary indication for use of  SSRIS is depression, while non-depression diagnoses are 
ralarively common tbr patients prescribed TCAs. These findings are consistent with 
previous studies in the US in that utilization patterns vary across ADs. Yet when 
compared to previous US studies, Saskatchewan data across all antidepressants in this 
study tended to show much higher rates of  depression as the indication for use. 

PUT PREVENTION INTO PRACTICE: IS IT EFFECTIVE? 
Melnikow r Joy, University of  California, Davis, Sacramento, CA; Kohatsu, 
Heal, MD, Chart, Ben, MS. 

Objectives: To evaluate the effect of  Put Prevention Into Practice (PPIP) 
office-based materials on the delivery of  eight clinical preventive services 
clinical preventive services. Methods: PPIP materials were provided with 
minimal technical assistance to a family medicine practice community-based 
residency training program that served an ethnically diverse, low-income 
population. A comparable control site was studied. Appropriate use of  
clinical breast exams (CBE), mammograpby, Pap smears, cholesterol, fecal 
occult blood testing, (FOBT), tetanus-diphtheria, pnemnococ.c~, and influenza 
vaccines was assessed by medical record review at baseline, 6 months, 18 
months, and 30 months. Logistic regression models were used to assess 
change in delivery rates of  clinical preventive services. Results: Sevan 
clinical preventive services were delivered at higher rates in the intervention 
site at 6 months compared to baseline. These rates, however, flattened or 
decreased by 30 months. The intervention site relative to the conU'ol site, 
showed more favorable trends for CBE, mammography, and FOBT. 
Conclusions: Use of PPIP materials resulted in a modest improvement in the 
delivery of  cortain clinical preventive services. Larger, sustained, 
improvement in the delivery nf clinical preventive services will likely require 
substantial systems changes, training, and ongoing support. 

MILDLY ABNORMAL PAP SMEARS." WHA T IS COST-EFFECTIVE 
MANAGEMENT?. 
Me~ikow r Joy, University of  C.alifomia, Davis, Sacramento, CA; Nuovo, Jim; 
Wtllan, Andrew; Chan, Benjamin K; Birch, Stephan; Stewart, Gary K; Helms, 
L Jay, Kuppermm, M.. 

Purpose: To estimate costs and outcomes of  two policies: an early 
colposcopy (aggressive) policy or a serial repeat Pap smear (conservative) 
policy for management of  mildly abnormal Pap smears. To determine the 
marginal cost-effectivaness of  an aggressive policy compared with a 
conservative policy. Methods: Outpatiant costs for Pap smears, colposcopy, 
and cryotherapy were estimated as actual resource use based on time-motiun 
studies for personnel, clinic equipment, lab, and overhead costs. Costs for 
treatment of  cervical cancer were determined from cost data provided by an 
HMO, including inpatient and outpatient care, pharmacy, radiology, and 
laboratory. Outcomes were estimated from meta-analyses of  the medical 
literature, from original data from a system of family planning clinics, and 
rarely, by expert opinion. A decision tree analysis projected outcomes and 
costs over five years. Sensitivity analyses were conducted using Monte Carlo 
simulations. Results: Invasive cervical cancer is a rare outcome among 
women with mildly abnormal Pap smears regardless of  which managemant 
policy is followed, in the baseline model, 653 invasive cancers per 100,000 
women were projected over 5 years with the aggressive policy, compared to 
787 invasive cancers per 100,000 women with the conservative policy. The 
average difference in cost per woman betwean the two strategies was $90 
(with 5% discounting). The marginal cost-effectiveness of  the aggressive 
strategy per cancer prevented was $66,727. Pursuing the aggressive strategy 
saved seven additional days of  life on average. Marginal cost per year of  life 
saved was estimated at $4,679, as each cancer prevented saved many years of  
life. Conclusions: An aggressive policy for the managemant ofmildly 
abnormal Pap smears is somewhat more effective for prevanting invasive 
cervical cancers. While the cost per additional cancer prevented by this policy 
is large, each prevented cancer saves many life years. 

OF HOSPITALIST PHYSICIANS ON AN ACADEMIC GENERAL 
MEDICINE SERVICE: RESULTS OF A RANDOlW n~'~, ~ TRIAL 

J Me~laon, T Gnth, A I - I e ~ - n ~ ,  A Dhat, L Jin, A Rubenstein, and W 
Levimon, Section of  General Internal Medicine, Unive~ty  of  Chicago, Chicago, I L  

Pm'pnse: Ho~pitallat physicians who specialize in inpatient cm~e ~ e  rapidly in~'ensing 
ill nuIn~f  but ~ is lirnil~[ evid~lK~ ~om randomized Uials contemning tbei~ effects 
on resource utilization and outcomes or how they achieve their effects. This pmjent 
alms to dntetmine the effect of  hoapitallats on reantw~ use and cotcomes on a ganeral 
medicine set'vice in an mcwl,~_ .mi c medle4d c~ntef and the mefh~ni~m for their effecU;. 
Methods: A longitudinal uial from July 1997-Jone 1998 with all patients admitted 
evm7 fourth day assigned to teams led by hospltailat physicians (HPs) who care for 
inpafients 6 months per year vecms teams led by non-hoapitalist physicians (NHPs) 
who care for inpatients one or two months per year. Resource nfili~mtlon wits measnred 
by longth of  stay, use of  q ~ f i c  cliuical reanorues, and ~ t s .  Pntient ontcomes were 
measured by 30-day mortality rains, reJ.dmi~on rates, and c lump in reported physical . 
funntlon and pafiant satisfaction. Honseataff satisfaction was also assesse& 
Results: Of 3165 admissions to the general medidne service, 752 (24%) were to HPs 
and 2410 (76%) to NHPs. Avorage length of  atay for the gunezal medidne servica was 
5.2 days and average cost was $8200. In multiple re~'eu~on analysis controlling for 
din mu3sis a ~  to Clua'lson grotip, HI~ did nnt haye diffetant length of stay than 
NHPs in the first s~x months, but Hlh; lind 0.8 day inwer kngth of  stay (p<0.01) in tbe 
second six months. IlPs and NHPs did nnt differ in mean ansta in the runt or second sin 
months, but regnmmlon analysis of  log costs controlling for dim +on.is found I'IPs had 11 
percent lowor cents in the second six months (p<0.Ol). Quenifie regression 
demonstrated that this effect was due to $350 lower costs for the lower 50 p~¢ant of  
admissions by costs (P<O.08), with no effect on mc+e expansive mdmim+¢i<3qlS. In aualyses 
that contt~lled for Month of  mdmi~tinn, totol volume of patients seen by the physician to 
that date, and total voi .me of  patients with the same diagnosis seen by the physician to 
that dnte, the effect of  hespitallats was completely explained by volume. This was 
almost entirely due to the effect of  volume of  patients with the same diagnosis. 
analyses denmnsmttcd no ~ n u e  betwean HI~ and ~ in in-hospital mortality 
rate, 30..day mortality rate, r e~ml tdon  rate, physical fm~iun, or overall patient 
satisfection. Honsasmff ~ o n  did not ~ between HP and ~ servimm. 
Conclusions: O w r  the year, H]E)s decreased length of stay and costs compared to NHPs, 
but with nn diffetonce in onteomns. Tbese deeseasns in coats were conuentrated among 
lover cost ~ lmi~ons  and appear tO result primarily fi'om the greater d i s a n s e - ~ c  
experieace of  ~ in tranting patients with common diagnoses. Experience treating 
patients with a given illness may be an important dctmninant of rnsota~e utilization, 
even for common coaditinus. Effor~ to increase physician experience with specific 
diaical aneditiem may halp lower manuree nse withont ~ - -  q~li ty ef  e~e: 
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Dw.VIgLOPM]gNT AND VALIDATION OF A CLINICAL PREDICTION 
RULg FOR MAJOR ADVIgRSE OUTCOMES IN CORONARY BYPASS 
SURGERY. EB Miller. BrJoh=m and Women's Hoq~tal, Bcaton, MA; K Kahn, 
UC Los Angeles Medical Cemer, Los Angeles, CA; and DW Bales, Brit, hRm and 
Women's Hospital, Boston, MA. 

Objealv~:  To develop and validate a clinical l~ediction rule for l~dicting in. 
hospital major adverse outmmes in patients undergoing corons~ a r ~  bypass 

(CABG) surgw/. 
Methods: All pmiants who anderwant a CABG p~scedure and no othor 

concomilant surgexV at tweive ~ c  medical eeaters were emolled in the study. 
Only one episcde per pafiont wns includad. We assessed in-hospital major adverse 
outcomee and their ixedictors using the following data ~ :  admission 
informatio~ coromuy angingraphic inform~on, and postoperative hospital course. 
A major advente ~ was defined as: ~h total faihee, ~Anfarctien, cerdiac 
arrest, ~erebrovascular accident, or coma. Predictc~ variables were limited to 
information available before the laecednse, and only outcomes that occuned 
postopom~vely were included. 

Results: A major adverse outcome occurred in 6.5% of 6237 patients in the 
derivafiun set and 7.2% of 3261 patients in tho validation set. Death occurred in 
2.5% of patients in the derivation set and 2.2% in the validation set. Sixteen 
variables were ~ correiated with major adverse outcomes. A clinical 
prediction rule for any major adverse ontcome was developed and prospectively 
vafidated. The rule stratifies pationts into six levels of risk based on the severity 
score. The Sl~ead in IXububility hotween the lowest and highest risk groups of 
having a major adverse outcome wns 1.7% to 32.3% in the derivation set and 2.2% 
to 22.3% in the validation set. The ability of the rule to predict major adverse 
ontcomes was ossessed by determining the area under the receiver-opsrating 
characteristic (ROC) cerve and was 0.73 in the derivatiun set and 0.70 in the 
validation set. Model cafibration for the ~ cohort was assessed using the 
Hosmer-Lemeshow gondne~eof-fit statistic and was good (0.79). In predicting 
mortality, the ROC curve area was 0.77 in the derivation set and 0.74 in the 
validation set. The Hosmer-Lemoshow statistic was 0.58. 

Conclusions: This clinical prediction nile allows stratification of potential 
CABG surgery candidates lmor to surgery according to their t~k of suffering a 
major adverse outcome postoperatively. Such a rule may he useful in corapming 
outcomes across physicians and institutions, in evaluating trends in cardiac surgical 
practices ever lime, or in making clinical decisions for individual patients. 

CAN PRIMARY CARE PHYSICIANS DIAGNOSE INNOCENT HEART 
MURMURS? D Mines. KM Fosnocht, JA Berlin, BL Strom, Division of General 
Internal Medicine and Center for Clinical Epidemiology & Biostatistics, University of 
Pennsylvania Medical Center, Philadelphia, PA. 

Recent American Heart Association guidelines suggest that the diagnosis of 
"innocent murmur" can be made without echocurdiography if certain clinical criteria 
are present. Because little is known about the au~ultatory skills of primury care 
physicians (PCPs), we studied their ability to classify several murmur features used in 
these guidelines. 

We used a cross-sectional design in which physicians evaluated a panel of 12 
"virtual patients," whose heart sounds were produced by a high fidelity simulator. A 
convenience sample of 64 general internists and family physicians answered multiple 
choice questions about the auscultatory findings in each patient. We report sensitivity 
and specificity for eacb feature, along with 95% confidence intervals adjusted to 
account for clustering. 

Sensitivity to detect a systolic murmur (present in all patients) was 98% (96%, 
99%). To detect non-ejection shaped murmur, sensitivity was 65% (59%, 72%), and 
specificity 79% (75%, 83%). In patients with an ejection-shaped murmur, sensitivity 
to detect a peak in the second half of systole was 66% (57%, 72%), and specificity 
53% (46%, 62%). To detect murmurs that got louder with a "maneuver", sensitivity 
was 80% (75%, 85%), and specificity 93% (91%, 95%). To detect any extra heart 
sound, click or diastolic murmur, sensitivity was 65% (58%, 71%), and specificity 
86% (82%, 89%). Using a global measure of ability to detect any marker of a 
pathologic murmur, sensitivity was 95% (94%, 97%), but specificity was only 39% 
(32%, 46%). 
Looking at physician-specific, rather than observation-level results, nearly all 

physicians (94%) had a global sensitivity greater than 85%. However, most physi- 
cians (63%) had a global specificity below 35%. Global specificity also varied con- 
siderably across physicians, with values ranging from 0 to 100%. 
Certain physician characteristics were associated with better performance. Using 

multivariable logistic regression, global specificity was higher for doctors more than 
I0 years out of medical school compared to their less experienced peers (OR 2.3 
[95% CI 1.13, 4.72]). Judgments rated "very confident" by physicians for all directly 
observed murmur features also had higher specificity in the logistic models. 
Based on their evaluation of 12 simulated patients, the ability of PCPs to classify 

individual auscultatory components of systolic murmurs is inconsistent, although 
global sensitivity is excellent. If a single abnormality in any murmur feature would 
trigger echocardiography, PCPs would miss fewer than 5% of potentially diseased 
cases. Using this strategy, however, many normal patients would be referred for 
fia'ther testing. 

PREDICTION RULg~ FOR COMPLICATIONS IN CORONARY BYPASS 
SURGERY: A COMPARISON AND METHODOLOGICAL CRITIQUE. 
EB Miller. B~Imm and Women's Hospital, Bostml, MA; K Kahn, UC Los Angeles 
Medical Cemer, Los Angeles, CA; and DW Bates, Brlt, h m  and Women's Hospital, 
Boron, MA. 

B a d q p ~ u d :  Several dinical lXedictinn rules have heen davelopsd over the post 
decada that use proopemivc informmiun to ramify pmiems according to risk of 
complications after coronmy bypass ma'gmy. 

Objectivee: To assess the methodolngic slamlards employed by five additive risk 
adjustment smres---fonr wevionsly publi~ed and one recantly developed ,Le;n£ the 
derivatiun subeet of the Quality Measuremem and M,m,'~mmt lnltiative (QMMD 
pstiont cohen- tha t  wedict mortality and/c¢ mothidity after comnmy bypass 
surgery, and to * _*._~_-~___ the psa'fomuage of eadt modal in diacrimin:~tin~ ontoomee by 
prospective validation using a large, m u l t i ~  pmiem database. 

Methods: All patiems (n=9498) who undatwent a CABG Woosdure and no other 
concomitant snsge=y at tweive a ~ _  _mic medical cemers from Angust, 1993 to 
October, 1995 weroinc4"uded intheQMMl patient mhorL Methodolng~ stondunh 
used for model comparison were adapted from published c r i t e ~  Cross.validation 
stodios were ~ by applying the pablisbed eritsria for doveioping each medei 
to the validation subset (n-3261) of the QMMI cohort and assessing tho 
l ~ I f O ~  of each mod~ in di~ril~inatin s out(~M~tos. R g g ~ v e r - ~ f a l ~  
chamctet~tic (ROC) analysis and the H o s m e r - ~  (HI,) geedness-of-fit 
statistic were used to assess accuracy of nmdol predictinns and model ~ l i l ~ o n ,  
respectively. 

Results: Wide varimions existod in the methedologies used to davelop and 
validate the five scores eval,u~,yl Cross-validation of the four previonaly-publishod 
models revealed degradation in all four models" abilities to discyiminMe Outcomes. 
In predicting morml~, ROC crave areas ranSed from 0.69 to 0.73 and HL ~ c s  
ranged from 0.18 to 0.80. In wedictin8 major edverse ontcom~ ROC corve areas 
ranged from 0.61 to 0.62, while HL statistios ranged from 0.02 to 0.51. For the 
recently-developed QMMI medel, the ROC crave area wos 0.74 in wedicting 
nmrtality with an HL matistic of 0.82, and in l~edic~ing major adverse outonmes, tho 
ROC onrve erea was 0.70 with an HL statlstic of 0.92. 

Condnstem: We found substantial variatiun both in the methodologies 
employed in doveioping cJiaical prediction modals used to predict edverse ontcomes 
in coromzy bypass mrge~y imieats and in each scoro's ability to pmJict untoomos. 
Modals deveiopod at singie insfitofions or ,~ina relativeiy small numhers of Imticots 
may be k m  geneesl/zable when appfied pmspectiveiy in diverse clinical seetlno~ 

ANGIOTENSIN CONVERTING ENZYME INHIBITORS FOR CONGESTIVE 
HEART FAILURE: APPROPRIATENESS OF DOSING AMONG FAMILY 
PHYSICIANS, GENERAL INTERNISTS AND CARDIOLOGISTS. 
M~ Mintz, EA MacKay, Division of General Internal Medicine, 
University of Calgary, Calgazy, Alberta, Canada. 
Objective: To determine ffphysician specialty in one Canadian city is amgiated with 
unden,filiT~tt/on and ~ n g  of angioteos/n converting enzyme (ACE) inhibitors 
in patients with c o ~  heart failure. 
Methods: Patients admitted to two Calgary hospitals with the ptima~ diagnosis of 
c u n g c ~ e  heart failure under the care of family physicians (FP), general internists 
(GIM) and cardiologists (CARD) were targeted for a retrospective chart review. A total 
of 500 patient charts were reviewed by two physician reviewers from the August 1996 
and October 1997 study period. Information collected included patient demographics, 
ACE inht'eitor use and appmpriatene~ of ACE inlu~itor dose, as dictated by published 
~ - s  ~daun~. 
Results: patients admitted under FP were older, were more likely to be female, had a 
larger percentnge with renal failure and had less of a chance of having a cardiac 
ejection fraction measured. Patients admitted under CARD were younger, more likely 
to be male, had more severe left ventriculur dysfunction and had less of a chance of 
having renal dysfunction. 
On admission, 59% of patients admitted under FP, 47% of those admitted under GIM 
and 64% of patients admitted under CARD were on ACE inhibitors. On discharge, 
76% under FP, 77% under G1M and 85% admitted under CARD were on ACE 
inlu'bitors. On admission, 18% of patients under FP, 22% of patients admitted under 
GIM and 34% of patients admitted under CARD were on adequate ACE inhibitor doses 
whereas on discharge the numbers were 31%, 49% and 54% respectively. The change 
from inadequate to adequate doses was 1 I% under FP, 28% under GIM and 24% under 
CARD. There was no significant difference in the rate of ACE inhibitor use at 
discharge among the 3 groups (p = 0.163). There was a significant difference in 
adequate do~ng at discharge between FP and either CARD or GIM (p = 0.0003 and 
p = 0.003 respectively) but no significant difference between ACE inhibitor dosing 
among the CARD and GIM (p = 0.O54). 
Conclusion: Approximately 50% of patients admitted to hospital with congestive 
heart failure continue to he discharged home on inadequate doses of ACE inhibitors 
despite convincing evidence of heuefit. Patients admitted under family physicians 
were less likely to be discharged with an adequate dose of ACE inhibitor when 
compased to either cardiologists or general internists. This suggests that this group 
should be targeted for further interventions to increase the use of adequate doses. 
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C L I N I C A L  A N D  N O N C L I N I C A L  PREDICTORS OF ANTIHYPER-  
TENSIV E P O L Y P H A R M A C Y  IN T H E  U.S. B Misra, RS Stafford, Institute 
for Health Policy, Massachusetts General Hospital, Boston, MA. 

Background: Polypharmaey, the use o f  multiple prescnl~,,d medications, 
m a y  increase patients' risk for adverse drug interactions and potentially reduce 
the cost-effectiveness o f  therapy. National physician practice patterns 
regarding the prescn~oing o f  multiple antihypertensives (anti-HTNs) have  not 
been examined.  

Methods: Using the National Ambulatory Medical Care Surveys for 1985 
and 1989-1996, we  examined 29,470 visits by  patients receiving one or more  
ant i -HTN prescriptions among the six possible medications listed. Logistic 
regression was  used to evaluate clinical and nonclinical predictors o f  the 
prescribing o f  three or  more  anti-HTN medications. Among  patients taking 
three or  more  anti-HTNs, we examined the potential for adverse drug 
interactions. 

Results:  There were an estimated 70 million annual visits by patients 
treated with anti-HTNs. A m o n g  these patient visits, the mean  number  o f  
medications was 1.3. The  prescribing o f  three or more anti-HTNs was 
reported in 4.3% o f  visits to patients with treated hypertension (3 million 
annual visits). The following were significant independent predictors o f  anti- 
HTN polypharmacy: clinical comorbidities [especially congestive heart failure 
(OR: 2.7, 95%CI: 2.3-3.2)], patients 45+ years o f  age (1.8, 1.4-2.3), visits to 
cardiologists (1.9, 1.6-2.2), male  patients (1.1, 1.0-1.3), nonwhites (1.2, 1.1- 
1.4), and patients living in the Northeast and Midwest  (1.2, 1.1-1.4). O f  thnse 
patients on three or more anti-HTNs, 12% were taking both ACE inhibitors 
and potassium-sparing diuretics. 

Conclusion: While polypharmacy can be  required to treat HTN,  the 
potential f o r  increased costs and adverse drug interactions is great. As 
suggested by  the co-prescribing o f  ACE inhibitor and potassium-sparing 
diuretics, polypharmacy m a y  include the use o f  drug combinations that place 
patients at an increased risk o f  adverse events. The prevalence o f  
antihypertenisive polypharmacy and the demonstrated influence o f  nonclinical 
factors sugges t  an opportunity to improve prescribing practices for 
hypertension treatment. 

CHARACTERIZATION OF A DISCHARGE CLINIC IM]PI,EMENTED IN 
ASSOCIATION WITH A FULL-TIME HOSPITALIST PROGRAM. W Morris, 
CC Wang, C Marlett, PJ Kearns, Department of Medicine, Santa Clara Valley 
Medical Center (SCVMC), San Jose, CA. 

Baekground: The evolving role of  hospitalists in American health care has focused 
increased attention on the hospital discharge process. Although separation of  inpatient 
and outpatient physicians could lead to decreased patient adherence to foUow-up, the 
innovations that accompany hospitalist programs present an opportunity to better 
understand and improve health care delivery, especially for lower-income and 
marginalized patients. Methods: SCVMC, a county teaching hospital, has utilized 
full-time hospitalists to supervise 50% of its resident ward teams since January 1997. 
In order to provide better outpatient follow-up of  hospitalized patients who either had 
no primary health care provider (PCP) or who were unable to be seen in a timely 
manner by their regular physician, we implemented an on-site discharge clinic (DC) 
two afternoons per week' as part of our hospitalists' duties. Data was collected in a 
prospective manner to characterize the DC patient population and utilization. Patients 
were randomly assigned to a pro-clinic phone call to investigate this imervantioo's 
impact on adherence to clinic follow-up. Results: During the initial 6 months of  the 
DC 228 appointments were Scheduled, an average of  4 per afternoon. 198 (88%) were 
f'Lrst visits. The majority of  patients were referred from hospitalist teams (67%), with 
PCPs identified in only 24%. Patients had an average age of  49 years, and were more 
oRen male (55%). 61% of the DC patients were non-caucasian and 23% had clear 
evidence e r a  language barrier. 43% of patients failed their first appointment. The 
benefit of  a pro-clinic phone call on adherence to follow-up was not significant (relative 
risk -~).80, p=0.19). Overall characteristics of DC patients as well as of those who kept 
and failed their first appointment were as follows: (*p<0.05) 

overall kept appt. failed appL odds ratio (95%CI) 
% smoker* 63 55 73 2.28 (1.10-4.74) 
% alcoholic* 40 29 55 3.00 (1.55-5.82) 
% drag use* 24 13 39 4.67 (2.13-10.36) 
% homeless* 21 6 41 10.31 (3.98-27.83) 
% hx non-adherence* 34 24 47 2.79 (1.44-5.42) 
% psych hx* 15 9 23 3.13 (1.27-7.84) 
% non-English* 23 30 13 0.37 (0.16-0.82) 
% with PCP 24 24 25 1.00 (0.49-2.07) 
Conclusions: Failed appointments were associated with addictive substance use, 
history of  psychiatric illness, homelessuess, and past evidence of non-adherance. Non- 
English speakers were more common in the group that kept their fast appointment. An 
established PCP and a pro-clinic phone call had no impact on adherence to follnw-up. 

INVOLUNTARY DISENROLLMENT FROM MEDICARE MANAGED CARE: 
OUTCOME. AND IMPACT. Nora Moraenstem. Ralph Oonzates and 
Robert J. Anderson, University of  Colorado Health Sciences Center, Denver, CO. 

Background: Several thousand individuals have been involuntarily disenrolled (ID) 
fi'om Health Maintenance Organizations (HMO) with Medicare contracts. 

Objective: To test the hypothesis that ID has significant patient impact. 
Methods: We attempted to survey by telephone 450 ID individuals that had been 

receiving their care at an academic medical center with either an internist or a 
geriatrician as their primary care provider (PCP). 

Results: Of 371 individuals that could be contacted, 57% changed to another 
system/PCP and 43% remained with their PCP at the academic center Using traditional 
Medicare. Bivariate analyses found those remaining with their PCP at the academic 
medical center were more likely to describe a close (p<.01) and Uusting (p<.041) 
relationship with their PCP than those transferring to another systenYPCP. No 
differences in either overall satisfaction with care or self-assessed health status were 
found when those changing to a new system/PCP and those remaining at the academic 
center were compared. Multivariate analysis found that having received care at the 
academic site for > 1 year (odds ratio or OR 0.34, confidence interval or CI 0.17-0.69), 
having more than a college education (OR 0.34, CI 0.17-0.70) and being of  black race 
(OR 0.30, CI 0.13-0.68) were significantly and independently associated with 
remaining at the academic site, while a distant relationship with their PCP (OR 10.2, 
C1 1.13-91.09) was associated with changing to a new system/PCP. Of patients 
changing to another system/PCP, more than 60% felt that the process of  changing to a 
new PCP or clinic was a problem for them. Patients changing to a new system/PCP 
were most concerned about establishing a new PCP/clinic relationship, lack of 
adequate notice and explanation for ID and changing in the middle of a diagnostic 
and/or traatment plan. Patients changing to a new system/PCP had a modest level of  
concern regarding transfer of records, continuity of medications, and adequacy of 
available information to select a new systemAPCP; and little concern regarding 
location/Wansportation issues at a new clinic. Financial considerations were cited as 
an important factor in 52% of those changing to a new system/PCP. More than 85% 
of those not changing desired the ability to self-select specialist care, 55% agreed they 
could afford to pay more for their medical care and 45% did not trust HMOs. 

Conclusion: These results demonsWate that ID has significant impact on Medicare 
recipients and delineate some of the concerns of  ID patients that change to a new 
system/PCP. While multiple factors determine the subsequent actions of  ID Medicare 
HMO participants, the duration and closeness of  the patients' relationship with their 
PCP is a major determinant. 

DEVELOPMENT OF AN HIV RESEARCH DATABASE USING MEDICAID 
CLAIMS DATA. JM Mum, CJ Moomaw, TI Shireman, and J Tsevat, Division of  
General Internal Medicine, Department of  Internal Medicine, College of Pharmacy, 
and Institute for Health Policy and Health Services Research, University of Cincinnati 
Medical Center, Cincinnati, OH. 

Context: Medicaid insures a large portion of  the HrV-infected, therefore Medicaid 
claims" provide a substantial opportunity for HIV-rclated research. Previous database 
studies have relied upon HIV case identification using only ICD-9 codes, a technique 
that may lead to underestimation of true cases. 

Objective: To develop a database from Ohio Medicaid claims data using an HIV 
case-finding algorithm that includes ICD-9 codes, State-defined therapeutic drug class 
codes, and CPT codes. 

Methods: Potential HIV cases were selected from claims data from 6/97 - 9/98 
using ICD-9 codes [HIV (042), retrovirus (079.5), ceil-mediated immune deficiency 
(279.1), and asymptomatic HIV infection (V08)], CPT codes [HIV PCR (87534 - 
87539), CD4+ T-cell analysis (86360, 86361)] and State-defined therapeutic drug 
class codes for antireu'ovirais (W5A, WSB, WSC). After an potential cases were 
identified, records that were less likely to represent HIV cases were eliminated. 
Records were eliminated if they: l) were selected by only ICD-9 code 279.1 and there 
were no associated HIV tests or drags; 2) were selected only by CPT and there were 
not both HIV PCR and CD4 codes; 3) were selected only by drag code for lamivudine 
with a concurrent ICD-9 code for hepatitis C (070.54); 4) had an ICD-9 code for HIV 
exposure (V01.7) without a subsequent ICD-9 code for HIV, antiretrovh-al drug 
claim, or HIV-rclated CPT claim; or 5) were not selected by ICD-9 code and had two 
or fewer dates on which claims, flagged by our algorithm, were billed. 

Results: Initially 3706 potential cases were identified. 246 of  those claims were 
eliminated using the described logic, resulting in 3442 identified cases. The number 
of  cases flagged by the various methods is shown below: 

ICD-9 alone Drag alone CPT alone ICD-9 Drag CPT 
Method or in or in or in only only only 

combination combination combination 
Number 3147 2490 850 868 295 0 
% of total I 91 72 25 25 9 0 
Conclusions: Most cases were selected by ICD-9 code in our HIV case selection 

algorithm. Using antiretroviral drug codes in addition m ICD-9 codes increased the 
yield. CPT codes provided linle extra information and can probably be eliminated 
from the algorithm. 
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THE USE OF LOW MOLECULAR WEIGHT HEPARINS FOR PERI- 
OPERATIVE ANTICOAGULATION WINDOWS IN A COMMUNITY-BASED 
HOSPITAL. Mnlha!l: Brian P.; Randall, Daniel C. Depaslmont of Medicine, Madigun 
Army Medical Center, Tacoma, Washington. 

There are a number of concHtiona that require long-term anticengulafion where the risk 
of thrombo-embolic phenommm is too high to justify prolonged ce=atinn of 
anticoagulant therapy--even for i-vnsive or operative procedures. To address the 
perceived need, heparin "windows" were suggested in the 1970s. Howev~, they 
necessitated prolonged hospital stays for the delivery and mointoth~ of unfractiousted 
heparin while awaiting revermi of coumndin effects (with s u ~ t  re-initiation). The 
Low Molecular Weight Hepmius have been studied in an increasing number of settings 
to promote rapid, safe and effective anticoagulation without the need for intravenous 
medications or close inpatient monitoring. Given the significant cost and the 
inconvenience to the patient of these prolonged hospital stays, the use of Low Molecular 
Weight Heparius to allow for outpatient reversal of oral anticoagulants has been 
proposed by others. 

This descriptive study examined outcomes and cost effectiveness of Low Molecular 
Weight Heparms for perioperative anticoagulation. Our goals were to assess the ease and 
cost-benefit of this approach We enrolled volunteers for over 30 different procedures 
and monitored these patients for the clinical end-points of: death, significant bleeding, 
thrombocytopenia, successful return to prior level of anticoagulation, thromboembolic 
complications, andsatisfactionofpafient andpmviders. AdditiousUy, wecompared the 
defined institutional costs of this approach to those that would be incmved with the more 
traditional approach, using inlmtient unfractionated heparin. Major outcomes incinded 
two major bleeds requiring ICU monitoring, but (overall) avoidance of greater than 100 
days ofhospirat/~fion for the entire population studied. Time required for 
hospital/~.ation was significantly reduced and satisfaction with this approach was nearly 
universal. 

Based on our results, this q,p~uach is a relatively safe and cost-effective approach in 
order to facilitate operative procedures in a select population of patients. However, it 
became clear through our experience that 0~s approach ~ vigilant monitoring for 
adverse outpatient events by personoel experienced in the use of anticoagulation agents 
(especially with Low Molecular Weight Heparins). Due to the proximity to operative 
procedures and the concomitant use of another anticoagulant, we are advocating a higher 
degree of monitoring for this indication than may be required for other uses of Low 
Molecular Weight Heparins (for example, DVT ematmentJprophylaxis). 

We will define our experience and observations, and our suggestions for a reasonable 
approach to help limit avoidable adverse consequences in this population. 

THE USE OF ALTERNATIVE MEDICAL THERAPIES. H NL MA Clark and 
AW Monitoo. Departments of Community Health end Medicine, Brown University 
School of Medicine and Rhode Island Hospital, Providence, Rhode Island. 

Background: Despite increased interest in alternative medicine among patients, 
insurms and health care providers, few national sm'veys document the prevalence of 
the use of atterusfive medical therapies. 

Objective: To investigate the prevalence and determinants of altenunive medical 
therapy use in the United States (US). 

Methods: The 1996 Medical Expenditure Panel Survey Household Component 
(MEPS-HC) is a nationally representative sm'vey of the US civilian non- 
institutionalized population with over sampling of African Americans and ['fispanics. 
Participants of the MEPS-HC me a subset of the 1995 National Health Interview 
Survey (NHIS). Data on households and individuals were collected using Computer 
Assisted loterview TechnololD, (CAIT). Sociodemographic information and data 
regarding the use of specific alternative medical therapies fur calendar year 1996 were 
collected. Bivarinte analysis was used to examine the association between alternative 
medicine use and sociode~c factors. 

Results: The sample consisted of 14,823 persons. 18 years or older (70.2% 
response rate). The estimated prevalence of attemative medical therapy use was 8.6 :t: 
0.4%. Of this, 36.3% received massage, 31.0% purchased herbal products, 23.6% 
practiced spiritual healing, 21.7% received nutritional advice, 11.2% received 
chiropractic therapy, 10.6% received acupuncture, 10.1% received training in or 
practiced meditation, imagery or relaxation techniques, 8.5% received homeopathic 
therapy, 6.0% received traditional (Chinese, Native American etc.) medicine, 1.1% 
received hypnosis and 6.8% reported the use of other alternative therapies. Of those 
who used alternative medical therapies, 13.6% received care from practitioners of 
altemadve medicine, 35.5% discussed their use with their conventional provider and 
12.7% were referred by their conventional provider. The prevalence of alternative 
medical therapy use was higher for women (10.3% p<.00l), persons aged 35-49 
(10.2% p<.001), persons with 25 visits/year to their conventional provider (13.8% 
13<.001) and persons who were privately insured (9.2% p<.001). African Americans 
were less likely to use alternative medical therapies (3.8% p<.001), as were persons 
who did not complete high school (5.5% p<.001). There was no association between 
use of alternative medical therapies and self-rated physical or mental health. 

Conclusions: The MEPS-HC confirms previoos findings that women, persons 
between the ages of 35 and 49 and persons with a higher level of formal education are 
more likely to use alternative medical therapies, and that African Americans are less 
likely. However the survey yields an estimate of alternative medicine use that is 
substantially lower than other samples. This may be due to more representative 
sampling, different methods of data collection and variations in the definition of 
alternative medicine. 

Title: THE ASSOCIATION OF HEALTH STATUS WITH CHANGES IN 
SATISFACTION WITH MEDICAL CARE, Amlmrs: Britt Newsom¢, Sheldon 
Retchin, Michael Julgeasan, Lou Ressiter, William Olashesn, and Lawrence Collcy, 
Schools of Medicine and Allied Health, Vh'ginia Commonwealth University, and 
Trigon Blue Cross and Blue Shield, Richinond, VA. 

Purpose.- To determine the patient and health care system characteristi~ that 
influence changes in patinnt ~atis'faction with medical care. Background: 
Increasingly, the resets from patient ~ti~f=clion surveys ate being presented to 
consumers as measures of quality for providers and health plans. However, many 
facmre other than quality o f  medical care may influence ~ = t i ~ o n ,  including 
dcmographic characteristics, disease states, type o f  health care services and health 
status. Methods: This study surveyed a commercially insured cohort of 14,331 
policyholders at baseline with follow-up one year later. A 47-item smvcy was 
constructed from the Short Form-36 (SF-36) and items on satisfaction with care from 
thc Group Health Association of America's (GHAA) Consumer Satisfaction Survey 
including a multi-item scale assessing ~ti~faetion with medical care. Patients were 
scparated into three categories o4' chang¢sia satisfaction with medical care (increase, 
decrease, and no change). L o ~ o n  was used to analyze results. Remits: 
5,344 (37.3%) indivld,ml~ returned complete surveys for both waves, providing a 
power to detect absolute difl~mnc~ of 0.10 between two groups of eqeal size with 
c¢=.01 and ~=.90. 61% of respondents were male while 39% were female. Average 
age of respondents was 47.3 years. Among respondent& 2391 (44.7%), 2062 (38.6%), 
and 891 06/'/%) reported an increase, decrease, and no change, respectively, in 
satisfaction with medical care. Neither age, gender, race, type of bealth plan, disease 
slate, nor health care nfiliTmion (hospital sulmi~'ion$, doctor's 0~(~  visits) were 
rclated to observed changes in satisfaction with medical care. Patients who reported 
improved health and lnaients who reported a decrease in health status were equally 
likely (OR=1.29, 95% CI 1.03, 1.61 for both groups) to report an increase in 
satisfaction with medical care. Coachidon: As a meaningful outcome for patients, 
improved health status would be expected to be a strong positive influence on 
satisfaction with care. However, this study illustrates a more complex relationship 
bccanse it identifies a Stoup of patients that became more satisfied with their medical 
care despite a decreese in perceived health slams. 

RESOURCE UTILIZATION OF MEDICAID ENROLLED HOMELESS. T.P. O'Toole. J.L. 
Gibbon, B.H. Hanus¢ M.J. Fine, Center for Research on Health Care, University of Pittsburgh, 
Pittsburgh, PA 
Background: While the hometess have been shown to utilize health services at ~ high 
levels, the data collec'don is typically limited to palient interviews subject to recall bias or 
medical reco,-ds reviews from a single facility. 
Purpose.' To descdbe resource u$izabon of homeless Medicaid recipients based on a review 
of all Medicaid dalms and available medical records. 
Method=: We conductad a cross sedional, community-basad survey of homeless adults in 
Allegheny County, PA using 24 nonqmalth care sites categonzad by homeless population, 
randomly sampled over a five month period from April to September, 1995. We reviewed 
deirns data and medical records from all reportad sites of care by those individuals idenSfiad as 
Medicaid recipients to assess a~uM u'dlizalian during the six months preceding the intemew. 
Results: Of the 399 homeless adults interviewed, 162 were Madicald-anrollad and received 
care in the previous six months. The majodty were bstwean 30 and 49 years old (77.0%), male 
(79.0%), African Nnedcan (72.8%), with at least a high school aduceiion (67.3%). Overall, 
87.7% idenlified a source for usual care, typically traditional ambulatory care sites (56.3%); 
37.0% reported a chronic physical health condflion, 48.1% a chronic mental health condi~on, 
43.2% were t~dng a prescription drug chronically, and 82.7% reported ac~ve drug or alcohol 
use. The number of care episodes per bsvsan ranged from 1 to 115 with 22.8% having 
between 11 and 30 visits and 12.3% having >30 visits. The 162 persons had 2,391 episodes of 
care during the six months pmcadin 9 the interview. Most care was delivered in ambulatory 
care sites (1,418; 59.2%) followed by inpatient admissions (354; 14.8%) and emergency 
departments (ED) (353; 14.8%). While the ED visits comprised 14.8% of all care episodes, 
56.9% of the sample ulilized the ED at least once in the previous six months. Overafl, 53.9% of 
all episodes of care were for either a mental health (N=653) or substance abuse (N=636) 
primary diagnosis. Most of the care for these conditions occurred in ambulatory care sites (380 
mental heei~ care episodes; 60.2%, 493 substance abuse cam episodes; 81.1%). 
Acuto/episodic care (i.e. upper respiratory infections, cetluliUs, etc.) and ortho/trauma related 
care accounted for 24.1% (N=576) of all episodes with 81% of the sample receiving care for 
one of these conditions dudn 9 the previous six months. Most of this care was provided in EDs 
(245 episodes; 42.5%) followed by ambulatory care sites (166 episodes; 28.8%). The non- 
hospitalized homeless had 1.3 ED '~dts compared with 2.4 for those with one admission and 
4.0 for tbose with two or rnore boepital admissinns 
Conclmdons: The homeless have both a high burden of iflness and ulilize health services at a 
very high levet in ruultipts settings. As Medicaid reimbursement shifts towards cepitalion 
special provisions and innovadve delive~ methods will need to be developed to more 
effec~vely provide care to homatess peranns. 
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AN EVALUATION OF THE APPROPRIATENF~S OF THE USE OF 
EXERCISE STRESS TESTING FOR M DIAGNOSIS OF CORONARY 
A R M Y  DISEASE IN A COMMUNrrY OUTPATIENT SETTING. 
K Olivieg, T Matbew, L Crazzo, P Cieschini, CO Jmkins and H Lee. Group 
H M h  C ~  Sauk ~ e  M m ~  O n ~  C ~  

O b i ~ v e :  To ~ d ~ e  ~ e " M ~  m ~ y  o f e ~  ~ e ~  ~ m  ~ ~ k ~ n 8  
b ~ w  of  p b y ~  f ~  ~ e  d h ~  of  ~ y  m a y  d ~ .  

Methods: ~ m ~ o n  w ~  ~ d y  8 a ~  ou ~ ~ ~ 
Ire'formed for the dingnosis of  entmmy arte~ disense (CAD) at a enmmunity 
clinic. D m  ~ ege, sex end d m t  pein chntactedsecs were mulysed to 
esllmstc lm:tcst m~d post test probabl l i t~  of  CAD sccmdins to a md/cml 
practice ~ i e l inc .  ~ , ~ e  this gnidefine does not take into sazunt  rlsk 
factors for CAD, pmient chsm wa'e  furtha reviewed to determine CAD risk 
factors in nt~ler to estimate their effect on dinicinm' wetest assessmem snd to 
estimate new Wetest wobabilities besed on the best avMlable evldence. Low 
pmbebllity petients (defined as pretest risk < 10% of CAD) were followed up. 

Resul t :  From October 1997 to Feb~my 1998, 197 stress tests were 
of  which 133 were performed for the did, entAilS of CAD. Five (4.-4-4%) 

patiems had absolute ~ n n h ~ M e m  to ~ e  teat, while in 36 patients (274-7%) 
the pn~dieted ue~y  wes ~ d  aeee~n8 to tbe gnidetine. Bued m tbe 
combinefiou of cbest pain quulity, agn taxi sex, l~etest estimates of tbe risk of 
CADwe~eculenlatedeslow, intennediatemuihish in 29 (22-~7%), 98 
(74.2%) and 6 (4~4%) pmiems, m p e a i v ~ ,  vrm~in me low pretest 
lxobabllity gsoup, 37% had one CAD risk factor and 43% had two or mo~e 
CAD risk factors, suggesting that c "hniciens wece influenced by these to m d ~  
tbe test. With the integtmion of CAD dsk  factms to exe model, however, only 
7 of  29 (24%) pefiems were moved up imo tbe intmnediate protest ~ 
Stoup su88estin8 that elinicinns ovaestimate tbe effect of CAD risk fsctors in 
individuals with othawise low probebllity of  CAD. 

~ c ~ :  Most stress tests ~ for tbe dingnmis of CAD are 
r~,~,~opt~tate, although improvements in diasnostic yield mioht be achieved by 
betta pmcst  integration of clinical cbesactaistics. Thls study suSgests that the 
use of  a nomosram or algorithm miohg be bette¢ than ~ inUlil/vc Clinic ~1 
assessment o~ a clinical guideline not taldn8 into account couconfitant CAD M 
fscto~ which file physicien mt~ t  conside~ important. 

THE ~I--I~CT OF A HOSPITALIST SERVICE ON PATIENT CARE IN AN 
ACADEMIC TEACHING HOSPITAL. HC Palmer. N Amistead, S 
M ~  A Halperin, M Einicki, K Evans, K. Halbritm-, J. Neely, R. Powe~ 
IC Anderso~ West Virsinia University, M~gsntown, West VirsiniL 

Puroose: To evaluate the impact o fa  hospitalist service in an ecademic health 
case center on the cost and quality of medical care en ~m inpatient medicine ward 
service. 

Methods: Prospective study of  three internal medicine ward services: one 
staffed by three h~pitalists each attending 4 nmnths per year (H); one staffed by 
General Internal Medicine eXtendings each attending I momh per ye~  (GIM); and 
one staffed by subspe¢ialty attendings each attmding I month cvc~ 1-2 years 
(SS). Patents were assigned to one oftbe three teams based upon housestaff call 
schedule, not attending speciality. Team stngtmc was identical except the 
hospitalist service also had a nurse discharge plann~. Hospitalist attendings had 
no outpatient responsibilities while GIM and SS attcndings had variable 
outpatient commitments during the ward month. Primary outcomes were average 
cost per patient (COST), length of stay (LOS), reedmission rues (READM), case 
mix index (CM0, patient and housestaff satisfaction. 

Resnlts: Results based on 5 months of data are )resented in the table 

GROUP (n) COST ($/Fr) LOS (days) READM(%)** CMI** 

H (362) 3,627 + 4,386* 4.2 _+ 3.5* 9.4 L00 + .54 

GIM (204) 5,353 + 7,343 5.7 + 5.7 6.8 1.04_+ .50 

SS (416) 5,622 + 7,708 5.9 + 5.3 7.9 1.02 + .53 

*p values by ANOVA p< 0.0003; H had significantly decreased cost and LOS. 
There were no differences betwesn GIM and SS. 
**There were no significant d i f fe~ces  in READM o~ CMI among the groups. 
Resident and patient satisfaction mtas were unive~M~ hish among all groups. 

Conclusions: A hospitulist service resulted in signifisant cost savings per 
patient compared with both Sencral/st and subspecialist staffed services. M 
diffcrenco was largely due to decreased length of stay. gcadmission rates, patient 
satisfaction and resident satisfaction were not compromised. 

THE PROFILE OF HqJECTION DRUG USERS WHO HAVE HIGH HEALTH CARE 
UTILIZATION. A Pale?u, S Rae, J Muller, C Miller, S King, AH Anis, RS Hogg, MV 
O' Shaughuessy, MT Schechtcr. Centre for Health Evaluation and Outcome Sciences, 
SL Paul's Hospital, University of British Columbia, Vancouver, Canada. 

Injection drug users (IDUs) often seek care at the Emergency Departr~nt (-El)) and 
may require hospitalization due to complications of their drug use. We sought to 
characterize the profile of IDUs who are frequent ED users and/or who have been 
hospitalized frequently from a prospective cohort of IDUs in Vancouver, British 
Columbia. 

In May, 1996, IDUs who had injected illicit drugs within the previous month were 
recruited through street ouU'eech. Every six months they underwent serology for HIV-I 
and a questionnaire on demographics, drug using behavlours, honsing status and health 
service utilization in the previous six months for a total of 6 cycles. We obtained 
informed consent from 464 IDUs to review their medical records at an inner city 

• hospital from May. 1996 to October 1, 1998 and linked this data with their survey 
responses. Loghtic regression was used to identify the independent predictors of 
frequent (> 2 times) ED use as well as frequent (> 2 time;) hospitalizatinn. 

Of the 464 participants, 30% are HIV-pusitive, 34% are female, 27% report working 
in the sex-trade, 36% inject >4 tlmns/day, 64% use cocaine as their drug of choice, 40% 
lend needles, 60% borrow needles, 65% live in unstable housing conditions (living 
primarily in a hotel, boarding room, eransition house or sweet) and 63% frequently use 
needle exchange services. 193 (43%) IDUs were frequent users of the ED and 59 IDUs 
had 8reatcr than 10 visits over 16 month study period. Soft thsue infections and drug 
related complaints were the most common reasons for ED visits. After controlling for 
HFy" status, the only factor (adjusted odds ratio, 95% CI) independently associated with 
frequent ED use was unstable housing (1.8, 1.1-2.9). 38 (7.2%) IDUs had frequent 
hospitalizations and 12 IDUs had greater than 5 hospitalizations during the study 
period. Pneumonia/bronchitis (n=81) and soft tissue infections (n=58) were the most 
common reasons for admission. HIV-pusitive ~ (9.8, 4.3-22.2) and female gender 
(2.0, 1.0-4.2) were independendy associated with frequent hospitalization. 

Despite the high HIV-seroprevalence in our cohort, most health uaxe utilization is due 
to injncfiun-relatad complications such ns soft ~ infections and pneumonia. The 
profile of IDUs who are frequent users of ED services differs from those who are 
frequently hospitalized. Unstable housing contributes to high ED use whereas HIV- 
positive status and female gender are strong predictors of hospitalization. This may 
reflect differencns in social support, care-seeking behaviour or severity of illne~ among 

vulnerable population. 

THE EFFECT OF IMPLEMENTING A PATIENT CARE PARTNERSHIP 
PROGRAM ON COST AND QUALITY OF PATIENT CARE. HC Palmer. M 
Einidd, A Halperin, K Halbrittcr, K Evans, M Kolar, L. Stark, M Nu~, K. 
Anderson West ~ruginia University, Morgantown, WV. 

Purnose: To evaluate the effect of implementing a physician-hospital 
admlnisOation intervention on cost and quality of inpatient care. 

Methods: The Patient Care Partnering Plan O'CPP) was a joint effort by General 
lntenml Medicine Physicians (GIM) and hospital administration in 1998. The 
intervention consisted of resident education in appropriate resource utilization, use 
of evidence basnd practice geidelines and a discharge planning norse. The prima~ 
untcomes were averate cost per inpatient (COST), length of stay (LOS), r e ' r a i s o n  
rims ~ M ) ,  re,dent and l~innt satisfaction. Compadsuns were -~t~  betwean 
GIM and subspecialty phys/cino attundings (SS) on a general medicine servico for 
1997 and 1998. Patients were randomly assigned to servicns based on honsnsta~ 
sohedules, not attending specialty. 

Results: 

COST 
(~T)  

LOS 
(days) 

READM 
(%) 

*I~.05 com' 

GDA SS 

1997 1998 1997 1998 

4,953 + 5,904 4,437 + 6,478* 5,798 + 7,592 6,479 + 
8,574 

5.35 + 4.88 4.97 + 4.95 6.05 + 5.62 6.45 + 5.88 

7.6 7.4 7.9 6.6 

rand with GIM in 1997 
Compared with SS, GIM had significantly lower cost (p<.0001) and shorter LOS 
(p<.0001) with no difference in READM. These differences were also present in 
1997. Patient O'S) and resident satisfaction (RS) were high for both services. 

Conclusions: The PCPP resulted in significant cost savings and without 
compromising HEADM, PS, and RS. GIM attundings had significantly lower costs 
and LOS compared with SS. 
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A NEW INDEX OF HMO MARKET IMPACT. L.G. Pawlson. E. Moy, E. 
Valante and P.F. Griner. Purpose: The more stringent controls of reimbursement 
and .utilization imposed by "managed care" has been postulated to affect virtually 
every aspect of health care. Many studies of these effects have used HMO 
penetration (P) or index ofcempetition (lOC-sum of squares of HMO market 
share) or market "stage" to characterize markets. All of these hav e substantial 
limitations and have not been examined as to their effects on utilization variables 
that would be expected to change in response to market forces/ Since providers 
are affected by both penetration and premium, we postulated that a measure that 
combined penetration with the labor market adjusted blended AAPCC and 
commercia[ HMO premium might provide a useful segmentation of markets ~at  
could be used in studies of managed care impact. Methods: Data from 1997 
Interstudy survey of HMO's was merged with DHHS labor market and Medicare 
AAPCC rates. Data from the 56 largest metro areas was sorted quartiles of high 
penetration (P)-Iow premium (M), high P-high M, low P-low M and low P-high 
M._Other variables examined include Medicare and Medicaid market penetration, 
and utilization variables (bed days/1000, bnds/1000 and LOS) that would be 
expected to be reduced by high levels of competition. Results- Quartile averages 
were P-49% M$115, P42% M$152. P 24% M$132 and P 21% M$148. Some 
cities in the highest quartile included Denver, Miami, Portland and San Fruncisu 
while Las Vegas, Indianapolis, Dallas and Nashville were in the lowest quartile. 
Variation by quartile was present in Medicare HMO penetration (32%,16%, 9°4, 
8%), LOS (6.0,7.1,6.8,7.0), BD/1000 (712,889,876,844), and Beds/1000 
(3.09,3.38,3.76,3.73) but not Medicaid penetration (21, 25, 20, 6). The IOC was 
virtually identical in all four quartiles. By comparison quartiles created by using P 
or IOC alone or in combination showed minimal effect on utilization variables, 
and only P showed some effect on Medicare market share. Conclusions: The 
newly created index sorts SMSA's into groups that show substantial variation in 
key utilization measures. The combination of low premium, high penetration 
appears to have a marked effect on both utilization and the Medicare HMO 
penetration. The new index would appear to be a more useful measure of 
ma=:aged care market impact on providers than previously used indices. 

CODING OF REASON FOR ENCOUNTER IN OUTPATIENT 
GENERAL INTERNAL MEDICINE. L Pull H Stalder, F Borst. 
Context : 

Until the achievement of natural language processing systems, coding 
is the main tcoi for a competar to Ireat data in clinical medicine. 
Several classifications aim to code diagnosis, historically first to build 
statistics, then to conm'bute to medice-ccenonucs m o d e l  Today, 
coding a medical record should reach in addition the following goals: a 
better management of patient, a support for automatic medical decision 
malting, and a basement for clinical research. In outpatient general 
internal medicine, a precise diagnosis is made in only 10 to 15% of 
cases. The reason for encounter (RFE) is far more represented (about 
90% of casss). Therefore this element seems to be a better retrieval 
tool. 
Objectives: 

To evaluate the feasibility of coding de RFE in a university outpatient 
center of ge~ral  internal medicine. To assess the aptitude of the 
International Classification of Primmy Care to represent the RFE. To 
analyze the activity of this outpatient center with the ICPC. 
Material and Methods: 

1682 RFE have been included in the study, representing the 6 months 
activity of the policlinic of general internal medicine in Canton 
University Hospital of Geneva, for the encounters without a date. A 
personal classification was then built by the author to check the 
feasibility of ceding RFE. This scheme was then compared with [CPC, 
which was also used to describe the medical activity. 
Results : 

RYE can easily be coded in outpatient medicine. The classification 
scheme made by the author out of the material of this study is simpler, 
but a little less specific than ICPC. Moreover, ICI~ allows a better 
comparison with other medical centers and has a logic structure that 
helps encoding and data analysis. For instance, ICPC makes it easy to 
see that nsteo-articelar and respiratoD, systems are the most frequent 
anatomo-physiologic entities represented in the RFE in the studied 
outpatient popelation. 
Conclusions: 

ICPC, which is part of the WHO classifications and was admitted for 
a national standard in several European countries, is adequate for 
coding RFE in outpatient general internal medicine. 

PHYSICIANS' ESTIMATES OF THE RISK OF CARDIOVASCULAR EVENTS 
AND THEIR DECISIONS TO USE PHARMACOLOGICAL THERAPY FOR 
HYPERLIPIDEMIA. M Pianone. C Phillips, A Fernandez, T Elasy, UNC- Chapel 
Hill, Vunderbilt' UCSFo San Francisco General Hospital, Divisions of Gen. Internal 
Medicine. 

Introduction: The absolute benefit and cost-effectiveness of pharmacological 
treatment for hyperlipidemia depends on accurate assessments of the risk of future 
cardiovascular events. We sought to measure how well physicians esthnate the risk 
of cardtovascalar events and benefits of pharmacological treatment m patlants vnth 
no previous history of heart disease, and we examined how their treatment decisions 
related to these estimates and to different trdatment guidelines. 

Methods: We administered a 12 scenario questionnaire to medical residents, 
fellows and attending physicians in cardiology and general internal medicine from 3 
university teaching hospitals. For each patient scenario, subjects were asked to 
estimate the 5 year risk of a cardiovascular event (defined as new onset angina, non- 
fatal or fatal MI, or sudden death from CHD) without drug treatmeut and then with 
drug treatment. The questionnaire included 4 scenarios with low (2-5% over 5 
years) risk, 4 with medium (7-8%) risk, and 4 with high (14-19%) risk, as calculated 
from Framingham multivariate risk equations. Subjects were then asked if they 
would recommend pharmacological treatment in each scenario. Subjects' estimates 
of risk withom therapy were compared with the values calculated from Framingham 
risk equations. Estimates of relative risk reductions achieved with treatment were 
compared with values from recent primary prevention trials: we considered 
estimates of 33 + 4 % to be accurate. Decisions to recommend or discourage 
treatment were compared with National Cholestoml Education Panel (NCEP) 
ueatment guidelines and a risk-based guideline using a threshold of 10% risk of an 
event over 5 years. 

Results: 82 subjects (55 residents, 9 fellows, 18 attending physicians) completed 
the survey. As a group, the subjects overestimated the absolute risk of 
cardiovascular events in all 12 scenarios; their mean estimates of the relative risk 
reduction achieved by treatment, however, were accurate in 8 of 12 scenarios and 
were overestimated in 4. Overall, 71% of their treatment decisions agreed with 
NCEP guidelines, with some variation among low, medium, and high risk 
scenarios: 71%, 94%, and 49% agreement, respectively. In contrast, subjects 
followed the risk-based guideline only 43% of the time overall, and 29%, 6%, and 
96% of the time for low, medium, and high risk scenarios. 

Conclusions: Physicians overestimate the absolute risk of cardiovascular events in 
patients with no previous history of heart disease. Their estimates of the relative risk 
reduction with pharmacological therapy were generally acetwate. Treatment 
decisions were generally consistent with NCEP guidelines but not with a guideline 
based on absointe level of risk. 

rI'HE I M P A C T  O F  H E A L T H  INSURANCE R E F E R R A L  
R E Q U I R E M E N T S  O N  ACCESS T O  MENTAL H E A L T H  SERVICES 
A M O N G  P R I M A R Y  C A R E  PATIENTS.  D Reifler, F Lefevre, K 
Burkholder, S Verma, ~l Nwadiar0. Northwestern University Medical School, 
Chicago, IL 

Objective: To assess differences in access to mental health services among 
primary care patients according to insurance referral requirements. Methods: 
We conducted a cross-sectional survey o f  97 patients identified by search o f  
computerized medical records as having been referred for mental health 
treatment within a 9-month period from an academic general internal medicine 
office. Patients who consented were interviewed by telephone, with the 
primary end-points being completion o f  an initial mental health visit and the 
total number o f  mental health visits within 3 months after the referral was 
given. Referral requirements varied among the multiple forms of  insurance 
patients used---HMO (46%), POS (12%), PPO (20%), non-managed care 
(22%). Patients were also administered the PRIME-MD structured diagnostic 
questionnaire and the SF-i2  Health Survey. Results: To date, 97 (41%) of  235 
potentially eligible subjects have been contacted, and data collection continues. 
Subjects had a mean+SD age o f  44+15 yrs and were 58% female, 71% 
Caucasian, and 79% college-educated. In the unadjusted analysis, rates o f  
completion o f  the initial referral were insignificantly lower i f  insurers required 
a preauthorization telephone call (50% vs 58%, 1>=.44), whereas completion 
rates were insignificantly higher if  insurers required a written referral (57% vs 
53%, p=.71). Logistic regression adjusting for age, sex, race, education, SF-12 
physical health score, mental diagnoses and prior mental health visits revealed 
an odds ratio o f  0.49 (p=.06, 76% predicted correctly) for completion of  a 
mental health referral when a preanthorization telephone call was required and 
an odds ratio o f  0.58 (p--0.18) when a written referral was required. 
Conclusions: Our  preliminary data suggest that telephone preauthorization is a 
strong disincentive to completion o f  a mental health referral from a primary 
care office. The effect o f  a written referral requirement is less clear, with 
unadjusted analysis suggesting that it might not impact on referral completion. 
Confirming data are needed. 
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D ~ m ~  ~ L~--S ~i~d bwinh M d ~  C . ~ ,  ~@w FO~ Ndk, Ny 

I ~ d  to improv~ q~llity of  c a~  m d  more etl~ci~t u e  ~f r e ~ u t ~  There i l  liltle 
ot~e~u~v~ dmm ~ to adequmdy mnuvam a~is mm,~m. We mmpm~l /m 

cared fro" ~,  I~U tim= ~ to tim= mad far ~ ~ u j ~  ~m=d l a i m ~  cam 
int=mim. 

Mmlmds: At m acadmi¢ medical cen~r, we u=d  s hoqpimi a , , , a , _  m idmify 

d k m ' a c m ~ =  m d  ~ o o ~ m e  ~ We ~bmded l ~ k ~ m  wi,h a i m ~ h  ~" 
~ ~ e , - ,  14 d ~ s  ~ r e q ~ k ~  m e d ~ k : ~  v ~ i b ~ L  Va, imbl~ ~ 

a~mmd mut~mri~ m d Y ~  m lxrrmrm~ TI~ omm~ m m m ~  m mml 
haq~m~ atom md t~q~  ~ , ~ ,  (L~S~ 

f~" bY ~ m d  217 petien~ ~ r e  cm.ed fm by p r f ~  cm~ i n ~  A m ~  
~9 d m o p ' q ~  md diaicd ~ ~e 8roupe diSa~ ~ ~, ere= patimU ~ 

w PA. v'o.o04),  Mbdli~/d b ~ - m ~  0 m  w ~A, i~0.02) - . ~  ~ d ~ h a y  y ~ m ~ ,  
im q ~  (nei t lm q p  76 yr. v,s. 7g ~ ,  pro0.003). 
T ~  medim LOS ~ ~v= days ~ =he ~ ,  pmimm and six day~ f= ~ 
lawmY em~ i u m a ~ '  padmm (p-0.003). ~ total ~=mi=m corn w~m S-/0S 
k =  for I ~ l d m l ~ '  l ~ m u  (~HO'/lt w ~4786, p=0.0l~ V/n~ o / r o ~ g  for q ~  ~ 
~ aousl in LOS md rood c~t rema~b~l ~ (1~0.02 in la~h case~ ) . 

D i m m i m :  Ws foand that pe t iam wig, pman~e ia  owed for b~ la~pits/im bad 
dm'ar ~ ~ h~piud m,/md ~ , e r  ~ ~ m  itna c m p m ~  petima 
cams ~ ~, pr=u=y m~mtaqua=. ~"viou~ pu~a.~a~ smaim or gt==.~ ~mi=m 
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PRIMARY CARE PHYSICIANS' T I M E  T O  A G R E E M E N T  W I T H  
E L E C T R O N I C  N O T I C E  OF T H E I R  PATIENTS '  DEPRESSION STATUS 

BH Hanuaa, T Gilbert, T Sefct~, H. Lowe, WN Kapoor, and HC 
Schulbeag. Univ. of  Pittsburgh SchonlofMedicine, Pittsbu_,gh, PA 
Obiecfive. Screening patumts for ma~or depression and infomning tbe~ pnmar T care 
physicians (PCPs) of  the diagnosis typically uses papot-based methods and has not 
improvad clinical outcomes. Electsoalc medical secord systems (EMRs).have the 
potential to improve depressaon treatment by directing clinicians' attention towards the 
diagnosis and exposing them to eviderlce-based tseatment advice d u n g  the clinical 
encoonten Still, it is undeaz: (1) how PCPs will ~spond to a message presented via 
F~\IR concerning major depressioo; (2) how rapidly PC'Ps ~ agree with this feedback; 
and (3) fit/me to agreement vanes by patient or provider charactemtics. 
Methods. Data was obtained from a randomized clinical trial that disseminated a 
treatment guideline for depressioo via F_.,\[R at =m re'ban, umtvemt),-aff:diatad faculty 
internal medicine practice. 7,909 patients aged 18..64 who px'esented for case wexe 
screened for malot depsession usang the PRIME-MD. Of  these, 204 0%) met PILIME- 
MD criteria for ma~or depression, were not under tt~eamxent by a mental health 
specialist, bad a Hamilton Rating Scale for I~'presston (HRS-D) >!2, and agreed to 
enroll in our stud}'. PCPs wese informed of  thor patients' diagnosis dectmmcally and 
were randomized to eaposuxe via F.~MR to eithem. (1) gtfiddine-based depression 
treatment at the m e  of the clin/cal encounter ('active care"); or (2) notification of  the 
diagnosis alone (''usual care"). 
Results. In the 204 study parents, mean age was 44 (range 19-64), 71% weze female, 
72% were white, 30=/0 were single, 33% mamed, 37% separatad/divotced, 80% had at 
least a high school education, and 52% had a coltege degree. The mean HRS-D was 21 
(SD 5), 37% had a co-morbid anxiety disorder, and 50% had been treated in the past for 
depression. All 13 PCPs received notification of  the/r patients' depression stares within 
2 days after sc~enmg and wese asked to indicate their agseement dectmmcally. Initially, 
they agreed with 57°/0 of  the depression diagnoses and disagreed (10=/o), were unsure 
(19°/o), or failed to respond (15%) m the ~-st. Repeat reminders were sent to initial non- 
responders and those who disa~eed or xve~ unsure about the d ~ n o m .  PCPs 
eventually agreed with 78% of the depression diagnoses. Using Kaplan-Mei~ analyses, 
the median time to agreement was 3 days (range 0-160). Greater levels of  depression 
severity (I-/gS-D>20 1 day, HI~-D=12-20 5 days; p=0.02) and PC/) exposure to "active 
case" (p--0.05) were associated with a shm'ter median time to agreement. However, 
patient sociodemographic characteristics, co-morbid amuetT, and histoz 7 of  p,,ior 
treatment for depression were not. Male PCPs, those who feel depx~.-ssion is a "major 
problem" in pmnasy case, and those less comfottable treating depressed patients also 
agreed with the diagnosis sooner. PCP age, din/cad exponence, numbez of clime 
sessions/week, and comfort with the E,MR did not affect time to agreement. 
Conclusions. The majo,4ty of  PCPs will acknowledge and agsee with the PRIME-MD 
diagnosis of  ms)or depression when presented dectsomcany. Repeat electtomc 
reminders axe necessary to maximize response rates. Tane to agreement is associated 
with depressive seve,'ity, more extensive dectsomc feedback, and cetram PCP atmbutes. 
Fu_,'ther study is necessary to evaluate the effect of  scseenmg for depression and 
electronic feedback on subsequent patient outcomes. 

REDESIGNING CARE PRACTICES: TIIE CLINICAL DESIGN UNIT. Roberts. MS, 
Sharbaugh D, Merryman T. Departments of  Medicine, lnformatics and Process 
Improvement, Patient Cam Services, UPMC Shadyside, Department of Medicine, 
University of Pittsburgh School of  Medicine 
Purpose: We describe the development and early experiences with a Clinical Design 
Unit (CDU): a functional patient care unit that serves as a laboratory for the detection, 
analysis, and development and implementation of  solutions to problems in the delivery 
of patient care. This unit provides rapid design and evaluation capability to: I) improve 
patient care, 2) increase caregiver time spent with patients, 3) improve patient, 
physician and carcgiver satisfaction, and 4) decrease operating costs. 
Methods: During the summer of  1998, a closed patient care unit was reopened for the 
purpose of  care redesign. Nurses, aids and clerical staff were randomly selected from 
current patient care units to provide the operational staff. Space was allocated for 
group processes, brainstorming, data collection and observation. A physician, the VP 
of Patient Care Services, and a small team of facilitators and project managers directed 
the work. Questionnaires and interviews with patients, nurses, physicians and ancillary 
staff provided a large array of  problems to be examined. A cyclic pattern of  work was 
employed: the unit was opened as a functional patient unit for a pre-defined time. with 
staff examining and monitoring indicators and outcome measurements relevant to the 
problems uncovered by the questionnaires and idea generating sessions. The unit was 
closed for a week-long design phase, where potential solutions to the problems and 
complaints were developed. Upon re-opening, the CDU would implement process 
changes, and observe the effect of  these process changes on several outcome measures. 
Results: The CDU was operational for a total of  12 weeks. Eighteen improvement 
efforts were developed and initiated during this time. A major innovation was the 
development of an admitting team consisting of a nurse, pharmacist and unit clerk 
whose purpose is to complete the admission process for any patient admitted to the 
floor. The team goes to the patient is being admitted and completes the clerical and 
clinical tasks necessary for admission. This process saved the floor nurses 48 minutes 
per admission. Other innovations included the standardization of stock in supply rooms. 
aids to improve communication between staff and physicians regarding patient issues, 
and the development of  automatic triggers to initiate evaluation by ancillary staff such 
as dietary and physical therapy. Based on time-motion observation, as well as 
inventory and staffing changes, these 18 innovations are expected to return 47,000 
hours of caregiver time to patients on an annualized basis, as well as decrease operating 
expenses by approximately $400,000 if disseminated throughout all patient care units. 
Conclusions; Wehave demonstrated the feasibility of utilizing a dadicated patient care 
unit for real-time redesign of  clinical processes. During its first operational year, 
significant process.improvements were implemente# that improved satisfaction, 
returned nursing time to direct patient care, and reduced costs. 

DIAGNOSTIC APPROACHES TO VAGINmS: A COST-EFFECTIVENESS 
MODEL M Rothbe~, PL Cart, JS Pliskin, D Felsenstein, RH Friedman. Hew 
England Medical Center, Massachusetts General Hospital, Harvard School of 
Public Health and Boston University Medical Center, Boston, MA 

In evaluating symptoms of vaginitis, if a wet mount is non-diagnostic, the 
clinician may proceed to empidcal therapy based on vaginal pH, selective 
testing based on disease prevalence, or more comprehensive testing. 
Methods: We developed a decision analytic model to compare the cost- 
effectiveness of 13 initial diagnostic strategies comprised of none, some or all 
of the following tests: gram stain for bacterial vaginosis, cultures for candida, 
thchomonas, and herpes, and DNA probe for chlamydia and gonorrhea. 
After testing, clinicians could wait for results or begin empirical treatment for 
yeast, bacterial veginosis, or thchomonas based on vaginal pH. Published 
literature provided estimates of prevalence for each veginitis etiology, test 
characteristics, treatment efficacy and side effects. Vadable costs at two 
university teaching hospitals were derived using TSI. Outcomes were 
expressed in days of any symptom, including treatment side effects. 
Results: Ordering all tests at the initial visit and withholding treatment until 
diagnosis was least expensive ($201/patient) and resulted in fewer symptom- 
days (7.7/patient) than any other testing regimen or empiric treatment alone. 
Adding empiric therapy while awaiting test results cost $1 mere, but reduced 
symptom-days by 0.4, with a marginal cost-effectiveness of $2.71/symptom- 
day avoided. Performing all tests at once was preferable, because most 
patients ultimately required all 6 tests, and sequential testing required more 
office visits. Because empiric therapy was both inexpensive and benign, the 
benefits of immediate treatment to those treated correctly outweighed the 
detriments to those treated unnecessarily. Within the range tested, results 
were relatively insensitive to test charactedstics, h'eatment efficacy and costs. 
Conclusions: When wet mount is non-diagnostic, performing all tests at the 
initial visit should be cost-saving over selective testing or empirical treatment 
alone. Once tests are ordered, beginning empirical treatment, while awaiting 
culture results, should further reduce symptom-days at a marginal cost of less 
than $3/symptom-day. 
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REIMBURSEMENT AND THE DECISION TO TREAT DYSURIA BY 
TELEPHONE M Rothbere. New England Medical Center, Boston and Mt. Auburn 
Hospital, Cambridge, MA 

Although many physicians will treat dysuria over the phone in some cases, little is 
known about the practice. Because telephone visits are usually not billable, some 
physicians may have an economic disincentive to treat over the phone. 

Objective: To examine the relationship between economic incentives and the 
decision to treat dysuria over the phone. 

Methods: Two cases were presented via written anonymous questionnaire to all 155 
physicians in the department of  internal medicine at a community-based academic 
hospital. The first involved a 25-year-old woman with uncomplicated dysuria. The 
second involved a 40-year-old women with uncomplicated dysucia and hematuria, out- 
of-state on business. Clinicians were asked if they would call in a prescription or 
require an office visit (or in the second case, direct the woman to an emergency room). 
The dependant variable in each case was decision to treat over the phone. Potential 
independent predictors were physician age, sex, years in practice, type of  practice 
(health maintenance organization vs. other) and usual method of  reimbursement (fee- 
for-service vs. non-fee-for-service). Bivarinte analysis was conducted using Fisher's 
exact test for dichotomous predictors and logistic regression for continuous predictors. 
Multivariate logistic regression was also performed to address potential confounding. 

Results: 65 (42%) of  physicians responded. 95% stated they sometimes treat dysuria 
by telephone. In response to the hypothetical cases, the proportion willing to treat by 
phone was 80% for the local woman and 83% for the patient temporarily out-of-state 
(K=0.08). In bivariate analysis, in the case of  the local woman, only method of  
reimbursement was related to telephone treatment. Physicians paid fee-fur-service 
were more likely to reqoire an office visit than were salaried or capitated physicians 
(40% vs. 9°/6, p--0.006). For the woman travelling out-of-state, physicians with more 
years in practice were more likely to refer to an emergency room (p=0.012). Usual 
method of reimbursement was not related to emergency room referral (p--0.27). 
Physician age, sex and type of  practice were not related to telephone treatment in either 
case. Multivariate analysis did not substantially change these relationships. 

Conelnsions: In a typical case, economic considerations appear to influence 
physician decisions regarding telephone treatment of  dysuria, in a less typical case, and 
one in which billing is not possible, physician experience alone is related to the 
decision. 

PROFESSIONAL SATISFACHON AND ATI'ITUDES OF FACULTY AND 
HOUSESTAFF CARING FOR PATIENTS WITH SUBSTANCE ABUSE. R Saitz, PD 
Friedmann, LM Sullivan, MR Winter, CA Lloyd-Travagllm, MA Moskowitz, .IH 
Samet. Boston Medical Center and Boston University Schools of Medicine and Public 
Health, Boston, MA; University of  Chicago Pritzker School of Medicine, Chicago IL. 

Objective: Screening and intervention for substance abuse (SA) c~tn improve health 
outcomes, but physicians often do not recognize or treat SA. The study objective was to 
assess attitudes, skills, experieoces, and professional satisfaction, all potential barriers to 
involvement in patients' SA. 

Methods: Categorical and prmaa~ care internal medicine housestaffand their general 
medicine faculty at one residency program completed a confidential written survey 
about professional satisfaction when caring for patients with SA, attitudes towards 
patients with SA, confidence in SA-related clinical skills, perceived responsibility for 
SA treatment, and acquaintances with SA. We derived scales from Likert-type items on 
attitudes (1 =strongly disagree, 5=strongly agree), confidence (1-~lone, 5--very), and 
perceived responsibility (l--none, 5--very) using principal components analysis. 

Results: Of the 149 eligible physicians, 91% completed the survey (95 housestaffand 
41 faculty). They reported favorable SA-related attitudes (range of mean scores 4.0 to 
4.3), levels of confidence in clinical skills (3.4 to 4.2), and perception that SA care was 
their responsibility (4.4 to 4.6). Most (72%) knew someone (other than a patient) with 
SA; it was a family member, close friend or self for one-third. Compared with care of 
patients with hypertension, housestaffprofessinnal satisfaction was lower when caring 
for patients with alcohol, drug abuse, and depression (Table); faculty were less satisfied 
caring for patients with drug abuse than for patients with hypertension. Housestaff were 
less satisfied than faculty when caring for patients with alcohol abuse and depression. 

Table 
At least a moderate amount of professional Housestaff(%) Faculty (%) 
satisfaction when caring for patients with... 
Alcohol abuse* 32"1" 59 
Drug abuse 30"1" 37"1" 
Depression* 43'1" 71 
Hypertension 79 73 
'I'P<0.05 compared with hypertension. *P=O.003 comparing housestaff and faculty. 

Conclusions: Despite favorable SA-related attitudes, confidence in skills, perceived 
responsibility, and commonly having close acquaintances with SA, physicians, 
particularly housestaffwere less satisfied when caring lot patients with SA than when 
caring for patients with another chronic disorder. To promote physician involvement 
in patients' SA issues, training should include strategies that result in professional 
satisfaction similar to traditional diseases such as hypertension. 

DO PHYSICIANS JUDGE A STUDY BY ITS COVER? S Saint, DA Christukis, S 
Saha, JG Elmore, DE Welsh, P Baker, TD Koepsclh Division of General Medicine, 
University of Michigan, Ann Arbor, MI; Division of General Pediatrics and General 
Medicine, University of Washington, Seattle, WA. 

Does the journal in which an article appears effect physicians' perceptions of the 
quality of the research presented? Reliance on the journal in which an article appears 
as an indicator of study quality may allow certain studies to exert undue influence on 
providers if equally well-done studies are denigrate~atolely because of the journal in 
which they appear. "Journal attribution bias" has been posited but never empirically 
validated. We therefore conducted an experiment to test two hypotheses. First, that 
attribution of a study to a "high" prestige journal would be associated with improved 
impressions and attribution to a "low" prestige journal would be associated with 
diminished impressions. Second, that formal training in epidemiology and biostatistics 
would mitigate the effects of this join'nat attribution bias. 

A random sample of 208 internists from the AMA master file and 208 internists with 
formal general medicine fellowship training were queried using an experimental survey 
design. Participants were asked to read an article and an abstract from either the 
Southern Medical Journal (SMI) or the New England Journal of Medicine (NEJM). 
Surveys were constructed that either attributed the article or abstract to its source or 
presented it as unattributed. After each article or abstract, respondents were asked five 
questions assessing the significance and quality of the study, which was converted into 
a 25 point impression score. The effects of attribution and formal epidemiology training 
on impression scores were assessed using linear regression. 

Of the 399 eligible participants, 264 surveys were returned (response rate 66%). 
Changes in impression scores associated with attribution of an article or abstract to the. 
NF_JM were .71 [-.44, 1.87] and .50 [-.87, 1.87] respectively; changes in impression 
scores associated with attribution of an article or abstract to the SMJ were -.12 [-I.53, 
1.30] and -.95 [-2.41, .52]. None of these changes were statistically significant. A 
stratified analysis of respondents trained in epidemiology did not meaningfully alter the 
effect of joarnal attribution on participants' i ~ i o n  scores. 

This study failed to detect a significant effect of atrributing an article or abstract either 
to a high or low prestige journal on internists" impressions of  the study presented. 
However, the principle limitation of our study was that participants were offered an 
inducement to read an entire article carefully which may have created a "Hawthorne 
Effect" whereby respondents acted differently under experimental circumstances than 
they do in reality. Nevertheless, our results suggest that given the opportunity and the 
dedication necessary to review a study carefully, providers -- regardless of  their formal 
training in epldemiology or biostatistics -- are able to read articles without significant or 
large discernible bias based on publication source. 

ASSESSMENT OF QUALITY OF CARE FOR PATIENTS WITH CHRONIC 
OBSTRUCTIVE PULMONARY DISEASE. GF Salman. SD Holunmb, 13(3 
Jolicoeur, MI Salmeron, EF Ellerbeck, Departments of Preventive Medicine, Internal 
Medicine and Family Medicine, University of  Kansas School of Medicine, Kansas 
c ~ ,  Ks. 

To assess the quality of  care for patients with chronic obstructive pulmonary disease 
(COPD), we developed and tested quality measures in a residents' ambulatory care 
clinic. 

Based on guidelines developed by the Dapat'anent of  Veteran's Affairs and the 
American Thoracic Society, we developed measures of  quality of  care including 
diagnostic, therapeutic and patient education criteria. Using office billing records and 
review of  medical records, we identified 48 patients with COPD seen in the residents' 
ambuintory care clinic I ~ ' w ~ n  June and September of  1998. We completed 
telephone interviews with 31(65%) of  these patients end identified records of  
pulmonary function tests from both the chart and the hospital's pulmonary function 

Of  the 48 COPD patients identified by chart review, 27 (56%) had records of  
pulmomuy function tests within the past 5 years. Of  the 31 COPD patients who 
completed the phone interview, 23 (76%) had received influenza vaccine within the 
past year and 16 (53%) had eves received a pneumoceccal vaccine. All patients were 
on u beta-agonist inhaler, but only 14 (47%) used it for persistent shortness of  brenth. 
Thiltoen (43%) of  the patients were on a steroid inhaler. Only 19 (63%) patients were 
told what inhaler to use for persistent shorme~ of breath, while 11 (37~) patients 
.atatad that they were not given eny instrnotions on what to do if they became i ~ r t  of  
breath. Of  22 patients who had either daily symptoms or aa FEVI<50~, only 13 
( 5 9 % )  were on an anticboline~gic inhaler. 

Chart review aad survey insmunents can be used to measure quality of  care 
provided to patients with COPD. At this single site, we identified ereas of  overuse end 
under-use of  diagnoatic and management strategies for patients with COPD. 
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GENERAL INTERNAL MEDICINE PHYSICIAN ASSESSMENT OF THE 
IMPACT OF COMPANIONS ACCOMPANYING PATIENTS TO AMBULATORY 
VISITS. Lisa Schillinf. Lisa Scaten~ Gaff Albertson, C. T. Lin, Lisa Cyrnn, Lindsay 
Ware and Robert J. Anderson, Univ. of Colorado Health Sciences Ctr., Denver, CO. 

Background: In a recent analysis of 1,285 general internal medicine (GIM) 
ambulatory patients visits, we found that companions accompany patients to 39% of 
resident physician (RP) visits and to 23% of faculty physicians (FP) visits. 

Objective: To obtain information on physician assessment regarding the impact of 
companions. 

Methods: Resident and faculty physicians at a GIM ambulatory clinic completed a 
questionnaire immediately following 139 visits in-which companions accompanied 
patients to the examination room. 

Results: Physician contact with companions occurred during all portions of the 
medical visit: history (91% of visits), physical exam (87%), discussion/wrnp up 
(88%), and in private (6%). RP had significantly more contact than FP with 
companions in private (11.3% vs. 1.2%, P<0.025). Companions were considered 
passive observers for 7.6% of FP visits and 22.1% of RP visits, 1>=0.025. The active 
behaviors exhibited by companions were comparable at FP and RP visits and 
included clarifying history (63%), supportive/encouraging (58%), asking 
questions/requesting explanations (46%), expressing concern for the patient (41%) 
and taking notes (12%). Companions at RP encounters were more likely to ask 
questions or request clarification than their FP counterparts, (66% vs. 34%, P<0.001). 
Physicians indicated that companions were discouraging or controlling towards the 
patient at 5% of visits and companions discussed their own symptoms at 14% of 
visits. Physicians felt that the presence of a companion increased their understanding 
of a patient's problem (57% of visits) and increased the patient's understanding of 
diagnosis and treatment (46% of visits). Although companions made evaluation 
and/or treatment requests in 18% of visits, the companion rarely influenced physician 
testing (4%), referrals (2%) or treatment plans (3%). Physicians indicated that a 
companion's presence increased time spent for explaining/counseling for 27% of all 
visits. The presence of the companion was felt not to affect the length of 78% of 
visits and to increase the length of 19%o of visits. There were no significant 
differences between FP and RP assessments regarding length of visit and time spent 
counseling. RP and FP judged the companion's presence to be either helpful or very 
helpful for 84% and 57% of visits, respectively (P<0.001). 

Conclusion: These results demonstrate that companions accompanying patients to 
the examination room are generally active, helpful participants in the internal 
medicine ambulatory encounter. 

PHYSICIAN SATISFACTION IN THE INNER CITY: A NEW YORK 
STORY. MD Schwartz. TR Kourad, and WB Bateman. Gouverneur D&TC and 
Division of  Primary Care, NYU, Now York, Sheps Center, UNC, Chapel Hill. 
Purpose: We sought to determine factors related to job satisfaction among 

doctors caring for urban underserved patients in New York City. 
Methods: We used the National Physician Woridife Study questionnaire to 

survey 110/151 (73% response) of physi,fians at the Gouverneur Diagnostic & 
Treatment Cemer, a large municipal clinic serving Manhattan's Lower East Side. 

Results: Compared with 418 iune~ city (IC) decors around the U.S. from the 
national survey, Gouvsmeur doctors were more likely to be wouem (51% vs. 
40%), minorities (44% vs. 36%), and to have lower ineomes($100,000 vs. 
$125,000), p<0.001. Fewer Gouverneur patieats were white (19% vs. 44°/o), 
insured (66% vs. 81%), and spoke Enzligh (48% vs. 74%), p<0.00l. Despite 
reporting higher stress than national IC doctors (20% vs. 13%, p<0.05), 
Gouvsmenlr doctors had similar high global job satisfaction (50% vs. 58%), and 
non-significant trends toward lower anxiety (6% vs. 11%), depression (4% vs. 
9%), and burnout (15% vs. 21%). However, Gouvernear doctors were less 
satisfied than national IC doctors with their autonomy (21% vs. 54%) and 
resources (27% vs. 44%), and were more likely to report little or no control over 
workplace issues (47% vs. 25%), p<0.001. Gouvermmr doctors requested 44% 
more time than allotted for a complete exam (vs. 25% IC) and 33% (vs. 14%) 
more time for a routine follow-up visit, p<0.001. For the 1 l0 Gouverneur doctors 
independent predictors of high global job satisfaction were: 

Factor OR 95%-CI 
No burnout 32 2.4-415 
Control over workplace 29 3.6-233 
Female d o ~ r s  13 2.5-65 
Good staff relations 7 1.6-26 
Low time pressure 5 1-23 
Adequate resources 4 1-16 

Conclusions: These hardy, dedicated physicians cope with chailen~n~, 
multicoltural patiants, with more stress, and less time, control, autonomy, and 
resources. As the market requires increasing productivity, these issues must be 
addreesed to sustain careers in IC practice and maintain a primary care safety net 
for New York City's large underserved population.. 

INNER CITY PHYSICIAN JOB SATISFACTION: NATIONAL PHYSICIAN 
WORKLIFE STUDY. MD Schwartz, D Pathr,~n, and J Bigby for the SGIM 
Career Satisfaction Study Group. Division of Primary Care, NYU, New York 
Department of Family Medicine, UNC, Chapel Hill, and Division of General 
Medicine, Harvard, Boston. 

Purpose: To determine factors related to job dissatisfaction and intent to 
leave practice in doctors OdDs) caring for urban underserved patients. 

Methods: National survey of a random, stratified sample of 5704 physicians 
(N=2326 respondents, adjusted response ra ter52%).  We compared 418 inner 
city (IC) MDs (urban and >90  ~ %tile of % Medicaid or % uninsured 
patients), with 1725 urban (U) MDs. Among IC MDs, we used logistic 
regression to model factors associated with physicians leaving their practice 
within two years. For all comparisons, p<0.01 .  

Results: Compared with U MDs, IC MDs were younger (42 vs. 48 years), 
more female (40% vs. 31%), and minority (36% vs. 25%). IC MDs were less 
likely than U MDs to own their practice (32% vs. 59%) or to be in private 
practice (52% vs. 73%). Patients o f IC  MDs were more likely than U MDs' 
patients to not speak English (26% vs. 8%), be minorities (56% vs. 34%), and 
have complex medical (45% vs. 37%), and psychosocial problems (36% vs. 
24%). IC MDs needed 33% more time for a complete exam vs. 23% more 
time for U MDs. O f l C  MDs, 25% reported little or no control over their 
workplace vs. 19% of U MDs. Although global job satisfaction (58%),  
burnout (23%), and stress (12%) were similar, 37% e r i C  MDs said they weft  
likely to leave their practice vs..28 %. of U MDs. Among IC IvlI)s,_cempared 
with the 262 likely to stay, the 156 likely to leave reported: more time pressu~ 
(OR= 1.7, 95% CI 1.3-3. I), less workplace control (1.7, 1.3-2.2), more stress 
(2.5, 1.4-4.7), more burnout (3.3, 1.9-5.5), more isolation in practice (2.0, 
1.3-3.1), and lower global job satisfaction (4.9, 3-7.7); all controlling for age 
gender, minority & marital status, type & ownership of practice. 

Conclusions: Compared with their urban colleagues, inner city physicians 
cared for more complex patients under greater time pressure, with less control 
over their workplace. This, along with stress, burnout, isolation, and global 
job dissatisfaction led to > I/3 of IC physicians planning to leave their current 
practice within two years. Addressing these problems can improve satisfactio~ 
and retention of MDs, and ultimately improve care to the urban undersorved. 

COMPARING COST-EFFECTIVENESS OF AN "ABBREVIATED s 
Heflcolkwterpylori REGIMEN TO CONVENTIONAL TREATMENTS. 
DN Shaffer, The National Insfltuh~ of Health, Betheeda, MD. 
Background: Numerous regimens ase utilized for Heli_cobacter pylori (H. pylor 0 
associated duodenal ulcor trentment including a newer 3,7-day therapy (az~,thromycin 
and metronidazole for 3 days, lansowanole for 7 days). Several reports have desex'bed 
the cost-effectiveness of traditional 7-day and M-day reghnt~2s but none have included 
the abbreviated 3,7-day regimen. In addition, many fail to incorporate compliance. 
Objective: This cost-effectiveness analysis (CEA) evaluated the cost-effectiveness of a 
3,7-day treatment regimen for H. pylori eradication relative to two conventional 
trsa~ent regimens. 
Methods: A decision tree utilizing DATA TM 3.0 (TreeAge Software, Inc.) was created 
for the evahlafion ofthren regimens: isnsoprazole, azlthromycin, and metronidazole 
(LAM, 3,7-day); omeprnzole, clerithromycin, and metrunidazole (OCM, 7-day); and 
omeprazole with amoxicfllin (OA, 14-day). Expected costs and base-case incremental 
cost-effectiveness ratles were cel~iated for average wholesale price (AWP) and retail 
phannecy lzice (RPP). One-way se~itivity analysis was performed on compliance 
(50-95%), oradicetion (30-94%), and recurnmce (+it- 50%) rat~ as well as drug 
u~atment costs (+/- 10% costs and LAM regimen $100 range). Effectiveness was c~xled 
as a dichotomous variable based upon ulcer recurrence. " 
Results: The shorter 3,7-day LAM reghnen had the lowest expected cost ($50 AWP, 
$100 RPP) and base-case cost ($57 AWP, $114 RPP). The 7-day OCM regimen had the 
second lowest expected cost ($126, $150) end bese-ca~ cost ($155, $184), and the 
M-day OA regimen had the highest expected cost ($162, $181) and base-case cost 
($273, $305). Incremental bese-c nse cost-effectiveness ratios comparing LAM to the 
othor two rcglmens ranged from $70 to $216 per drug reghnen-case of/-/, l~lori 
eradicated. 

One-way sansitivity analysis demonstrated robustness to varying compliance, 
eradication, and recurrence rates with LAM being the most cost-effective. OA was most 
often the least cost-effective but surpassed OCM when OA eradication rates exceeded 
86-88%. One-way sensitivity analysis of drug regimen ccets demonstrated LAM to 
remain most cost-effe~ve. At least a 28% increase in LAM ~ cost was 
necessary for a threshold value to be identified, beyond which OCM became more 
cnst-effe~ve. 
Conelasions: Further mmlyses evaimttln 8 the ecet-effe~vene~ of abbreviated 
regimens are wmrnnted with inclusion of drug side-effects as utility measures. 
Prasently, attention to the LAM regimen is wasranted as more cost-effe~ve in the 
Ircelment of H. pylor/duodenal ulcer disease relative to traditional therapies. 
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ANTICOAGULATION CLINIC COMPLICATION RATES BEFORE AND AFTER 
RELEASE OF GENERIC WARFARIN. J Shammash and R Hatchett, Department 
of Medicine, Weill Medical College of Corneli University and New York 
Presbyterian Hospital, New York, NY. 

Purpose: To assess the impact of the introduction of generic warfarin on safety and 
efficacy of anticoagnlation in an ambulatory general medical antienagnlation clinic 
while implementing simple procedures to standardize care. Methods: Sixty patients 
who received chronic anticoagulation for at least one year before and one year after 
the introduction of generic warfarin were selected for review from an anticoagulation 
clinic in a combined resident-faculty ambulatory general medical practice. An effort 
to prescribe Coumadin with "Dispense as Written" prescriptions and patient 
education letters was made to minimize the risk of altered pharmacokinetics, due to 
concerns of altered bioavailability and metabolism of generic warfarin. Inpatient 
admission data from complications related to the administration and discontinuation 
of anticoagnlation were gathered from a manual anticoagulation logbook and via 
review of the ambulatory electronic medical record, which included dates for all 
inpatient admissions. Admission rates were compared for the patient group for one 
year before and after 11/15/97, a representative date for the release of generic 
warfarin as determined by telephone survey of approximately 30 local pharmacies. 
The percentage of International Normalized Ratio (INR) values within goal 
anticoagulation range and the number of INR's out of range (>~_0.3 INR) were 
collected for 5.5 months before and after 11/15/97. Results: 41 (68%) of patients 
were female, and mean age was 69.7 years. Indications for anticoagulation were as 
follows: atrial fibrillation 30 (50%), stroke 7 (12%), recurrent DVT/hypercoagulahle 
state 7 (12%), pulmonary embolism 6 (10%), prosthetic cardiac valves 6 (10%), and 
other 4 (7%). Despite efforts to standardize prescriptions, 14 of 56 patients contacted 
received generic warfarin. Six patients required admission to New York Presbyterian 
Hospital between 11/1/96 and 11/15/97, while 4 patients required admission between 
11/16/97 and 12/31/98. A modified chi square test revealed no significant difference 
in the number of patients requiring admission in each period (P=0.727). The mean 
percentages of INR's within therapeutic range were 43% before and 44% after 
11/15/97. There was no significant difference (P=0.177) between the mean number 
of INR values out of range before (4.00) versus after (3.47) 11/15/97. There were no 
statistically significant differences between the patients receiving warfarin and 
Coumadin with respect to the number of INR's out of range (1'--0.477) or the 
percentage of INR's in range (P=0.951) in the period after 11/15/97. Conclusion: 
The introduction of generic warfarin did not adversely impact upon anticoagulatinn 
control or safety while implementing simple procedures to standardize care. 

ACUTE CARE PATIENT TRANSFERS: IMPROVING THE PROCESS 
A. Laurie W. Shrover. Jennifer E. Karel, Mary E. Plomondon, Paul Able, and 
Thomas Meyer (Denver VA Medical Center, Denver, CO) 

The Denver VA Medical Center (DVAMC) is one of two tertiary care 
referral hospitals within the Veterans Integrated Service Network (V!SN) 19, 
which services six outlying VA hospitals. The purpose of this project, 
therefore, was to conduct a pretest and post-test comparison to determine 
the effectiveness of a series of administrative interventions which were 
intended to improve the acute patient inter-facility transfer process. The 
primary study hypothesis was that physician (MD) satisfaction (at both the 
DVAMC and outlying hospitals) would be improved. The secondary study 
hypothesis was that duplication of diagnostic tests at the DVAMC would be 
reduced. 

A baseline survey was conducted in perio,d t~rom June 1997 to August 
1997 to determine data related to MD satisfa~ctibn with different aspects of the 
acute care transfer process for patients transferred between July 1, 1996 to 
December 31, 1997. A follow-up survey was conducted in January 1998 to 
March 1998 to assess the same information for patients transferred from July 
1, 1997 to December 31, 1997. 

The study interventions were administered starting in June 1997. The 
study interventions included 1) implementation of a new organizational 
philosophy; 2) reorganization of the referral process administratively; 3) 
implementation of a new management tracking and ral3orti/~g system; and 4) 
automated physician reminders for folicw-up; and 5) transfer of patient and 
referral physician information through existing computer systems. 

All VA MDs making/accepting referrals to the DVAMC during the period of 
patient transfers assessed were surveyed. DVAMC MD survey had a 65% (of 
119) and 66% (of 123) response rate at baseline and follow-up, respectively. 
The outlying MD survey had an 80% (of 100) and 90% (of 90) survey 
response rate respectively. Using the subset of survey responses with 
matched pair data, Wilcoxon sign rank tests were used to compare the pre- 
and post- intervention survey findings. Overall, 50% of the DVAMC MDs 
indicated a reduction in the duplication of tests occurred (p = 0.02) as well as 
56% indicated an improvement in satisfaction (p=0.002). For the outlying 
MDs, 42% indicated an improvement in the frequency of feedback received 
following transfer (p=0.009), as well as 56% indicated an improvement in 
satisfaction (p = 0.039). In summary, a coordinated inter-facility transfer 
process may be used to effectively improve physician satisfaction as well as 
minimize the duplication of services rendered. 

DOES PHYSICIAN SPECIALTY REALLY IMPACT THE SURVIVAL OF 
ELDERLY PATIENTS WITH ACUTE MYOCARDIAL INFARCTION? MG Shlinak. 
CD Frances, H Noguchi, PA Heidenreich, M McClellan, Division of General Internal 
Medicine, Veterans Affairs Medical Center, San Francisco, CA. 

Recent studies of elderly patients with acute myocardial infarction (AMI) have 
reported a mortality benefit associated with treatment by cardiologists, but they have 
been unable to distinguish a treatment effect from residual selection bias. METHODS: 
Using an instrumental variable (IV) approach to risk adjustment, we sought to 
determine the impact of physician specialty on l-year mortality, while controlling for 
both observable and unobservable patient characteristics. We utilized the Cooperative 
Cardiovascular Project database of Medicare patients hospitalized with AMI between 
April 1994 and July 1995. Data on 161,588 patients were included in our analyses. We 
initially compared demographic, geographic, co-morbidity, severity of illness and 
admitting hospital characteristics among patients treated by cardiologists and non- 
cardiologists. Adjusting for these variables with conventional least squares (LS) 
multivariable regression, we determined the mortality reduction associated with 
treatment by cardiologists. An instrumental variable must be linked to processes of 
care, but not associated with patient outcome or risk characteristics. We chose the IV 
"differential distance", defined as distance from the patient's home to the nearest 
hospital subtracted from the distance to a hospital where AMI patients are 
predominantly treated by cardiologists. Because the IV effectively "randomizes" 
patients into groups with identical risk characteristics, the subsequent analyses adjust 
for both observable and unobservable characteristics. Using IV methods, we 
determined the adjusted association between physician specialty and both mortality and 
treatment outcomes. RESULTS: Cardiologists treated younger patients, who had fewer 
co-morbid conditions and less severe AMIs. Patients tJeated by cardiologists had a 10% 
(95% CI: -10.8 - -9.5) lower mortality rate at l-year. However, adjusting for known 
confounding variables with LS regression reduced this mortality difference to 2% (95% 
CI: -2.6 -- -1.4). We tested the IV by comparing patients with differential distances 
above and below the median values. The two groups were nearly identical in co- 
morbidity and severity characteristics. Using the IV to complete risk adjustment, we 
found no association between physician specialty and l-year mortality, RR 0.99 (95% 
CI: 0.96 --1.02). Cardiologists were more likely to utilize thrombolyde therapy, aspirin, 
and calcium-channel blockers, but less likely to use beta-blockers in the adjusted 
analysis. After adjustment, around 30% more patients treated by cardiologists received 
catheterization and revascularization procedures. CONCLUSIONS: In a large 
population of aldedy patients with AM[, we found no mortality benefit associated with 
cardiologist treatment. When an appropriate IV is available, IV methods can help 
eliminate the effects of residual selection bias and allow a more accurate assessment of 
quality of care. 

THE I M P A C T  OF A C O M P U T E R I Z E D  PRESCRIPTION A C T I O N  
PROFILE  O N  R E S I D E N T  S A T I S F A C T I O N  IN O U T P A T I E N T  
PRACTICE.  J Silverstein~ V Paoletti ,  N Farber,  Chr is t iana  Care  
Heal th System,  Wi lmington ,  Delaware .  
P u r p o s e :  To determine i f  implementa t ion  o f  a computer ized  
prescript ion act ion profi le  w o u l d  improve  the qual i ty  and  eff ic iency 
o f  care and  resident  sat isfact ion wi th  the task o f  prescr ipt ion wri t ing.  
Set t ing:  Internal medic ine  res idency teaching  clinic in an u rban  
communi ty  hospital  in Wi lmington ,  Delaware.  
I n t e r v e n t i o n  a n d  M e t h o d s :  Preprinted templates that  were  des igned 
to interface wi th  the hospi tal  p h a r m a c y ' s  computer ized  medica t ion  
profile were  developed.  The prescr ipt ion act ion profile substi tutes for  
traditional prescr ipt ion b lanks  and  provides  a current  list o f  
medicat ions,  inc luding date o f  last refill and  number  o f  refills 
remaining.  Residents comple ted  writ ten surveys  before and  af ter  
implementat ion o f  the tool.  Da ta  was  analyzed us ing s tudent ' s  T test  
or chi-square  analys is  as  appropriate .  
Resul ts :  The percentage  o f  residents  spending  less than  10 minutes  
per  session wri t ing prescr ipt ions was  increased f rom 4 2 %  to 72%. 
Ninety  four percent  o f  the residents felt  the intervention led to 
improved qual i ty  o f  care.  The prescr ipt ion act ion profile improved  
perceived communica t ion  wi th  patients,  coordinat ion o f  care,  
accuracy  o f  therapy,  t ime m a n a g e m e n t  and  determinat ion o f  pat ients '  
adherence to medica l  therapy,  all wi th  statistical s ignif icance o f  
P<0.001. Overal l  res ident  sat isfact ion wi th  the prescr ipt ion sys tem 
was  s ignif icant ly increased,  f rom 2 8 %  before implementa t ion  to 9 2 %  
after. 
Conc lus ions :  The  computer ized  prescript ion act ion profile can  
improve patient  care  del ivered by  residents  in a n  ambula to ry  clinic,  
a long wi th  their  attitudes. Util ization o f  profiles,  wh ich  a l low 
residents to review current  d rug  regimens,  update  prescr ipt ions and  
prescribe new medicat ions ,  improves  resident  satisfaction,  eff iciency 
and qual i ty  o f  care. 
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H I V  C A R E  P R O V I D E R S  D O  N O T  A P P R E C I A T E  T H E  F U L L  R A N G E  
O F  T H E I R  PATIENTS '  S Y M P T O M S  
G Sinclair  A Justice, J Wagner ,  and  S Weissman;  Wade  Park  V A  Med.  
Ca' . ,  Case  Western Reserve Univ.,  Cleveland O H  

Rel ie f  o f  symptoms  is a major  mot iva t ion  for  seeking medica l  care.  
Yet  pat ients  and  providers  do not  a lways  agree  on  which  s y m p t o m s  are  
pr ior i ty  for  treatment.  We at tempted to measure  the agreement  be tween  
pat ient  and  provider  assessment  o f  pat ient  s y m p t o m  burden.  

M e t h o d s :  We presented a wri t ten list o f  20 symptoms  c o m m o n  to 
H I V  patients  in the H A A R T  era to 77 regula r  at tendees o f  our  clinic,  a n d  
asked  them to mark  those which  they were  current ly  exper iencing.  
Providers  were  later presented wi th  the same  list and  asked  to 
independent ly  identify their  patients '  symptoms .  

Resu l t s :  The 5 mos t  frequent  s y m p t o m s  b y  pat ient  report  were  f a t i g u e  
(86%) ,  d i a r r h e a  (79%),  s adness  (79%),  i n s o m n i a  (79%),  and  a n x i e t y  
(78%).  The median  numbers  o f  s y m p t o m s  reported by  pat ients  and  
providers  were  15 and  2, respectively.  Correlat ion be tween number  o f  
s y m p t o m s  reported b y  patients and  providers  was  0.36 -with a p=.001.  
For  13 o f  the symptoms,  agreement  was  poor  wi th  insignif icant  k a p p a  
values.  W e  did,  however ,  f ind modera te  ag reement  with s ignif icant  
k a p p a  values for  n e u r o p a t l i y  (agreement=60%,  kap=0.26,  p=0.004) ,  
sk in  p r o b l e m s  (agreement=-57%, kap=0.25,  p=0.004) ,  n a u s e a  
(agreement=57%,  kap=0.21,  p=0.01),  d i a r r h e a  (agreement=53%;  
kap=0.18 ,  p=0.02) ,  anx ie ty  (agreement=47%,  kap=0.15,  p--0.025),  
b l o a t i n g  (agreement--47%, kap=0.15,  p=0.026) ,  and dizziness  
(agreement=43%,  kap=0.11,  p=0.038).  

C o n c l u s i o n :  Patients report  having more  symptoms  than  their  
providers  realize. Furthermore,  agreement  be tween providers  and  
pat ients  about  which  symptoms  the pat ients  are exper iencing is 
genera l ly  poor.  Sel f  comple ted  surveys,  such  as this one, m a y  help 
pat ients  to better communica te  the full range o f  their  s y m p t o m s  to their  
providers .  In turn,  providers  may  become  better  able to target  therapy 
towards  symptoms.  

PERFORMANCE OF PHYSICIANS AT JUDGING SURVIVAL IN CONGESTIVE 
HEART FAILURE. *WR Smith, *D McClish, ̂ R Poses, and the POCHF Investigators, 
*Medical College of Virginia of Virginia Commonwealth University, Richmond VA; 
^Memorial Hospital of Rhode Island, Pawtucket, RI, Brown University School of 
Medicine, Providence, RI. 

Background: Guidelines suggest that physicians should make Intensive Care Unit (ICU) 
triage decisions for acutely ill patients based in part on the likelihood that the patients will 
survwe (and implying that patients with very low likelihood of sarvival, for whom care 
would presumably be futile, should be excluded from ICU's.) However, physicians may 
not aecurately judge survival probability when they need to make triage decisions. 
Objective: To asses how physicians use muhiple cues to make judgments of survival for 
patients with acute congestive heart failure (CHF) and to assess the predictive ability of the 
cues they use. 
Design: Prospective cohort study. 
Setting: urban university, Veterans Administration (VA), and community hospital. 
Patients/Participants: Se~quential Emergency Department (ED) visits of patients with 
acute CHF, excluding patients with acute myoeardial infarctions, and patients who died [or 
had already developed a life-threatening complication requiring ICU care] in the ED. 
Measurements: Data on clinical variables that previous research or oar clinical judgment 
suggested might relate to prognosis in acute CHF were collected by chart review. We 
modeled the relationship of these variables to 90-day survival using logistie regression 
(survival model), and the relationship of the same set of variables to the Iogit of the 
physicians' survival judgments (judgment model), which were collected prospectively in 
the hospitals' ED's, by linear regression. 
Main Results: The R squared for the judgment model was .20. The area under the ROC 
curve for the survival model was .76. Of the eight variables that independently predicted 
judgments or survival (Table), one predicted only judgment, five predicted only survival, 
and two predicted both. 

Variable p, Judgment Pt Survival 
Age .0001 .0007 • 
Sodium .9982 .0003 
Low systolic blood pressure .0602 .0411 
Orthopnea or paroxysmal nocturnal dyspnea .7608 .0002 
Acute Coronary Artery Disease symptoms .0120 .6402 
Prior requirement of ACE inhibitor .1771 .0281 
Charison comorbidity score .2217 .0138 
Functional status (ED jodgment) .0001 .0001 

Conclusions: Physicians' judgments of survival for patients with acute CHF may be 
inaeearate because they fail to use cues that predict survival while using others that do not 
predict survival. Developing better predictive models and teaching physicians how to use 
them may improve clinical prediction and thus clinical decision making. 

EVALUATING THE QUALITY OF THE CONSULTATION EXPERIENCE. S 
Skootsk'y; HH Liu; and KL Kahn, UCLA Dept of Medicnie, Los Angeles, CA 

Objectives: To characterize the quality of the comultatiun exlmaence for primary 
care physicians (PCPs) who request consults to slx'cialists for their ambulatory 
patients. 

Methods: We systematically logged specialist consults requested by PCPs for 
capitated patients in a network of pnnm~ care offices. We used a stratified design 
to survey all PCPs who referred a patient to a specialist during the spring months of 
1997. 120 patient specific surveys were completed by 21 unique PCPs from 8 
separate practice sites evaluating the quality of the consultation experience from 69 
different specialists from 24 umque disciplines. 

Results: Most prevalent consults were orthopedics (12%), otolaryngnlogy (10%), 
neurology (9%), and cardiology (8%). Most (82%) patients were seen by the 
specific provider the PCP intended as the consultant. 5 % of consults took place 
later than the prmm~ care provider believed it should have. Most PCPs (72%) used 
a one page "managed care form" to communicate information about the reason for 
the consult to the consultant. Other methods of conmmmcation included: letter or 
report (27%), personal meeting (14%) and electronic mail (5%). Consultants 
communicated the results of the consultation visit to the primary care physician by 
written note (54%), personal meeting (22%), or electronic mail (19%). E-mail and 
personal phone calls or meetings took place earlier than written notes. Within 2 
days 74% of e-mails, 73% of personal meetings, and 2% of written notes were 
communicated, while within 2 weeks 100% of e-mails, 96% of phona calls, and 
98% of written notes were commumcated to the PCP. 14% of PCPs reported 
receiving no communication from consultants. Most PCPs were satisfied with the 
overall quality of the consultation: excellent (47%), good (23%), acceptable (10%), 
poor (8%), and very poor (4%). However, 25% of refernng PCPs were dissatisfied 
with at least one aspect of the consult including dissatisfaction with: communication 
received (19%), incorporation of appropnate clinical and demographic data (11%), 
patient and family commumcations (8%). subsequent refereals (2%) and the effect 
of the consult on the bond and trust between the patient and PCP(6%). Inadequate 
commatmcation by the consultant to the PCP was the most significant predictor of 
dissatisfaction by the PCP with the consult (p<.0001 ). 

Conclusions: The consultation experience is an unportant aspect of ambulatory 
care for both patients and PCPs. The quality of that expenanc¢ has multiple 
dimevsinos that Can be meast~ed. These preliminary data snggest that although 
consultation overall seems satisfactory, several domains of the quality of the 
consultation experience can be unproved. Quality of the consultation experience is 
an area of study that could benefit from further investigation. 

A FEEDBACK INTERVENTION TO REDUCE VARIATION IN 
PRIMARY CARE PHYSICIAN ELECTROCARDIOGRAM ORDERING. 
RS Stafford, RP Murray, SB Clifford, Primary Care Operations Ir~utovement 
and Institute for Health Policy, Massachusetts General Hospital, Boston, MA. 

Background :  While national guidelines recommend against the routine 
use o f  screening electrocardiograms (ECGs), lack o f  consensus about ECG 
use among primary care physicians may lead to substantial practice variations. 

Objectives: 1) To evaluate baseline patterns o f  outpatient ECG ordering in 
patients without cardiac diagnoses and 2) to study the impact o f  a feedback 
intervention aimed at reducing physician variation in ECG use. This hospital 
initiative's aim was to improve the quality of  outpatient diagnostic testing. 

Methods:  We evaluated ECG ordering at visits to physicians in 10 group 
practices affiliated with an urban teaching hospital. Data from 10/96 to 9/98 
were available from two computerized billing systems. Patients with 
diagnoses o f  cardiac disease, chest pain, or palpitations were excluded to 
permit us to focus on screening or routine ECGs. Physicians with < 320 visits 
or less than 12 months of  data also were excluded. Data on l l 2  providers 
seeing 345,287 patient visits were available. Rates o f  ECG use were adjusted 
for patient age, gender and ICD-9 diagnosis. Beginning in 4/98, we provided 
physicians with individual feedback about their ECG use and summarized 
current guidelines. We emphasized the need to reduce practice variation, but 
not necessarily reduce overall ECG use. 

Results: Prior to the intervention, ECGs were ordered in 4.4% of  visits to 
patients without cardiac disease. Among the 10 group practices, adjusted 
ECG ordering rates varied l l - fold  from 0.8% to 8.6% of  visits. Adjusted 
ECG use among individual physicians ranged from 0.0% to 24% with a 
median o f  2.5% and a coefficient o f  variation (CV) of  107%. Following 
initiation o f  the intervention, overall ECG use decreased to 3.1% in 9/98 (Z 2 
p<0.001). Compared to earlier patterns, the range o f  adjusted ECG rates 
narrowed for both group practices (0.6% to 7.5%) and individual physicians 
(0.0% to 16%). The CV among physicians decreased to 96%. 

Conclusions: ARer noting large, unexplained variations in EC'G use, we 
implemented an ongoing intervention using individual physician practice 
pattern feedback. Our  data suggest that feedback may motivate physicians to 
alter their practices. This approach may be applicable to other physician 
behaviors where practice style differences are not questioned because 
physicians lack data to compare their practices. 
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LOW RATES OF OBESITY REPORTING AND TREATMENT BY U.S. 
OFFICE-BASED PHYSICIANS. RS Stafford, B Misra, Institute for Health 
Policy, Massachusetts General Hospital, Boston, MA. 

Background: Despite the public health value o f  physician intervention to 
address the growing prevalence o f  obesity, national physician practices related 
to the clinical recognition and management of  obesity are not known. 

Methods:  Nationally representative data on obesity reporting and 
counseling were available on 55,858 adult physician office visits sampled in 
the 1995-96 National Ambulatory Medical Care Surveys (NAMCS). 
Supplemental data from the third National Health and Nutrition Examination 
Survey, 1988-94 (NHANES) allowed us to estimate the true prevalence of  
obesity at NAMCS visits. In tin'n, this enabled as to evaluate the likelihood of  
physician obesity reporting and to adjust treatment activities for the 
onderreporting o f  obesity. We assumed, conservatively, that the prevalence of  
obesity at office visits was similar to that reported in NHANES for the U.S. 
population. 

Results: Physician reported obesity was noted in only 9% of  NAMCS 
physician visits in 1995-96. The 35% prevalence rate reported in NHANES 
suggests that physicians reported obesity in only 25% o f  their obese patients. 
Weight loss counseling occurred in 36% of  visits by patients identified as 
obese. Adjusted for population prevalence, this finding suggests that weight 
loss counseling occurred in only 9% of  all visits by obese patients. 
Counseling for exercise (33%) and diet (42%) also were common in visits by 
patients reported to be obese, but actual treatment rates adjusted for NHANES 
estimates were only 80/0' and 10%, respectively. Comparing the reported 
prevalence o f  obesity at NAMCS visits with prevalence derived from 
NHANES, obese women (28%) were more likely to be identified as such 
compared to obese men (19%, p<0.01). 

Conclusions: Obesity is under-reported by office-based physicians, 
possibly because many physicians may not regard obesity as a condition 
amenable to intervention. While counseling for weight reduction, diet, and 
exercise occur in a third or more o f  patients specifically identified as obese; 
these services occur at less than a tenth of  visits by  all obese patients. Despite 
the lack o f  clear evidence that physician interventions produce sustained 
weight loss or improve obesity-related outcomes, these data suggest the 
tmderprovisien of  potentially important clinical interventions to treat obesity. 

H O M E  T E C H N O L O G Y  A M O N G  P A T I E N T S  IN A N  U R B A N ,  
P U B L I C  H E A L T H  C A R E  S Y S T E M .  AW.  Steele. Denver  Health,  
Informat ion Services,  Univ.  o f  Colo.  Heal th  Sci. Ctr.,  Denver ,  C O  

Introduction: Techno logy  is advanc ing  at a rap id  pace  and  m a n y  
new. heal th  care applicat ions are a t tempt ing to capital ize on  us ing 
exist ing technology  (phones,  pagers ,  and computers)  in the homes  o f  
patients.  It is unclear  i f  us ing this t echnology  will  be  poss ible  a m o n g  
pat ients  seen in publ ic  health care sys tems 

Methods: A convenience  sample  o f  102 pat ients  seen b y  o n e  
careprovider  were  surveyed  for  types  o f  t echnology  avai lable in their  
homes .  All  patients seen dur ing  clinic ha l f -days  were  interviewed 
be tween  February  and  M a y  1997. T w o  pat ients  were  not  able to 
comple te  the survey due  to l anguage  barriers.  

Resul t s :  The surveyed g roup  was  6 3 %  female,  had  an  average  age  
o f  54 years ,  was  2 8 %  Spanish  speaking  only,  29% bi l ingual  Spanish-  
English,  and  4 3 %  Engl ish  speaking  only.  9 3 %  o f  the pat ients  had  a 
te lephone and 9 3 %  had  a television. A m o n g  those wi th  a telephone,  
3 5 %  had  messag ing  capabil i ty.  A m o n g  those wi th  a television, 4 8 %  
had  cable  or satellite capabil i ty.  10% o f  the pat ients  had  a computer .  

Conclusions: In this urban,  publ ic  heal th  care sys tem the use o f  a 
phone  and  a television was  h igh ly  prevalent.  On ly  about  one- third  
had  phone  messag ing  capabil i ty ,  a surpr is ingly  high,  one -ha l f  had  
cable television, and  only  a few pat ients  had  computers .  N e w  heal th  
care  technologies  re lying on  home  technology such  as computer-  
te lephone-integrat ion (CTI) and Int.emet-based applicat ions will need 
to assess whether  enough  pat ients  wil l  have  the capabi l i ty  to utilize 
these applications.  Further,  as the Interuet is made  more  readi ly 
avai lable  over  cable/satelli te television modes  o f  t ransmission,  clinical 
appl icat ions based  upon  these technologies  m a y  become  more  
appropr ia te  for  pat ients  seen in urban,  publ ic  heal th  care  systems.  

CHANGES IN PATIENT SATISFACTION AFTER A CLINICAL 
REENGINEERI~G PROJECT IN AN URBAN, PUBLIC HEALTH CARE 
SYSTEM. AW Steele. J Hang, DA Wright, Denver Health, Community Health 
Services, University of Colorado Health Sciences Center, Denver CO 

Introduction: Public health care systems are under increasing competition to 
provide high quality care at the lowest cost. Many organizations have undergone 
reengineering programs to redesign the process of ~king care of patients. Very few 
studies have examined outcomes in relation to these efforts. We compared the results 
of an extensive patient satisfaction survey before end after a reengineering effort that 
was launched among 25 clinics with over 300,000 total outpatient visits per year. 

Methods: All clinics participated in a reengineering project (4/96-5/97) focusing on 
improving the registration and care of patients. Major changes in staffing patterns 
and patient flow occurred to meet the needs of the patients. A 23 item patient 
satisfaction survey was performed in 4/96 and 10/97. A total of 3,847 surveys in 1996 
were collected and of 2,018 surveys in 1997. In 1997 the survey was provided in 
English and Spanish using a convenience sample of patients at each of 25 primary 
and subspecialty care clinics with an average of 81 patients surveyed per clinic. The 
survey addressed five domains of care: access to care, waiting times, quality of 
clinical care, quality ofbuainess services, and courtesy. Patients rated their care on a 
four point scale and scores were calculated as the percentage of patients who 
"agreed" or "strongly agreed" to the survey questions. 

Results: Of the five parameters surveyed, only one area showed some 
improvement, access to care increasing from 77% to 78% (pvalne<0.05). Three areas 
showed no change; waiting times scored at 73% in both surveys, quality of bnsiness 
services scored at 84% in both surveys, courtesy changed from 96% to 95% 
(pvalue_>0.05). Quality of clinical care showed some decline in satisfaction 
decreasing from 91% to 90% (pvalue<0.05). There was wide variation in changes 
among individual clinics with maximum improvement occurring in one clinic in 
quality of clinical care (68% in 1996 vs. 94% in 1997), with the largest decline in 
satisfaction in one clinic in the area of accass to care (78% in 1996 vs. 52% in 1997). 

Conclusions: In a public health care sysiem serving primarily a diverse, medically 
indigent population, comprehensive reengineering projects centered upon patient 
registration and care, may lead to only modest measurable improvements in patient 
satisfaction. Our ability to improve patient care through reengineering was limited to 
access to care although results may improve as the changes have more time to have 
an effect. The variation in changes with satisfaction among the clinics warrants 
further evaluation to determine if certain components of reenglueering may impact 
specific aspects of patient satisfaction. 

USING COMPUTER-TELEPHONE-INTEGRATION (CTI) TO REMIND 
PATIENTS OF UPCOMING CLINIC APPOINTMENTS: A 
DEMONSTRATION PROJECT IN AN URBAN PUBLIC HEALTH CARE 
SYSTEM AW. Steele. P Chin, G Ellenoff, S Evars, C Jenscn, M Klein, A Semen. 
Denver Health, Information Services Department, Denver CO; U S West, Denver 
CO; Shared Medical Systems, Malvem, PA 

Introduction: Public health care systems often have poor compliance with clinic 
visits with no-show rates in the 10% to 50% range. This leads to difficulty in 
operating efficient clinics as well as problems providing comprehensive care to 
patients. Recent advances in computer-telephone-integration (CTI) have created 
opportunities to automatically notify patients of upcoming appointments. 

Methods: CTI technology was used at a community based family practice center in 
Denver, Colorado. Data from an automated appointment scheduling system was 
linked to an automated dialing system (interactive voice response unit) which called 
patients starting 72 hours prior to their appointment. Messages were delivered in 
English or Spanish per patient selection at the beginning of the call. Patients were 
reminded of the appointment date, time, location, and careprovider. Patients were 
offered the option of canceling their appointment by being directly connected to the 
scheduling desk or they were offered a number to call if the message was delivered 
after the clinic was closed. Messages were left on answering devices or voicemail 
services when able. If no answering device or voicemail service was detected, 
subsequent daily notification attempts were performed at different times of the day. 

Results: During the period of 11/01/98 to 12/17/98, 788 appointments were 
included in a print project to test the automated patient notification system. 652 
(83%) of the patients received the message. 361 (46%) had the message delivered in 
person, 291 (37%) had the message delivered to an answering device or voicemafl 
service. Among the 361 patients that received the message in person, 200 (55%) 
chose to have the message in English, and 161 (45%) selected the Spanish version. 
136 patients (17%) were unable to be contacted. 106 (13%) had no answer with 
multiple attempts during the 72 hour tiJne period prior to the appoinUnent date, and 
30 (4%) had a wrong number. 

Conclusions: In a public health care system serving primarily a diverse, medically 
indigent population, computer methods can be successfully used to automatically 
notify patients ofupooming appointments. About one fifth of the patients may not 
receive the message due them not answering the phone, not having an answering 
device or voicemail services, or having a wrong number. Further studies should be 
aimed to see if this new technology will lead to improvement with visit compliance. 
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SPECIALTY AND HIV EXPERIENCE: DO THEY PREDICT ANTIRETROVIRAL 
PRESCRIBING PRACTICES? ~ Sto~,  FF Mamoorafi, RM Poses, CA Dnefield, 
KH Mayer. Dept. of  Medicine, Memorial Hospital of  R.I., Brown University School 
of Medicine,- Providence, R.I. 

Objective: Controversy exists regarding who is qualified to provide care for patients 
with HIVIAIDS. Previous studies have shown an association between provider HIV 
expefienco and outcome in AIDS care. To explore the relationship between provider 
HIV experience, specialty, and the provision of  &~.,piopriate AIDS care, we cxamint"d 
physicians' choices regarding antiretroviral therapy (ART) for two Standardized cas~. 

Methods: We surveyed 2,500 internal medicine (IM) and infectious disease (ID) 
physicians randomly selected from the AMA Masterfile. To date, 45 % of eligible 
physicians have responded (N=  1057). Two standardized cases of patients with 
asymptomatic HIV disease, who differed only by CD4 count and HIV RNA load, were 
presented - Case 1:CD4 coent 330 cells/rot and H W  RNA load 250,000 copies/ml; 
Case 2- CD4 count 460 cells/ml and HIV RNA load 50,000 copies/rot. For each case, 
respondents were asked whether ART is indicated, and if an, to choose the specific 
ART regimen they would use. ART chosen was categorized according to whether it is 
recommended (REC ART) or not, based on the recent DHHS guidelines. Respondents' 
HIV experience was ca~gorized as moderate to high (MOD/HI EXP) or none to low 
(NO/LO EXP), based on their reported number of HIV patients currently, and over 
the course of their career to date. 

Results: For Case I,  72.8% of responding physicians chose REC ART. REC ART 
was significantly more likely to be chosen by IDs (88.1%) compared to IMs (57.2%); 
OR= 5.56, 95%CI= 3.96, 7.79. Physicians with MOD/HI EXP were signifrcantiy 
more likely to choose REC ART (78.4 % ) than thuse with NO/I.,O EXP (44. 1% ); 
OR=4.58, 95%CI 3.16, 6.63. Of respondents with MOD/HI experience, IDs were 
significantly more likely (p < 0.05) to choose REC ART (88.1%), than IMs (64.2%). 
The only other predictors of choice of REC ART were younger age and hospital-based 
practice setting (p < 0.05). A logistic regression model was performed examinins 
choice of REC ART while controlling for specialty, HIV experience, sex, race, age, 
and practice type. This model that found both specialty and HIV experience were 
significant independent predictors of  REC ART; for ID specialty: OR=4.67, 95%CI 
3.15, 6.90; and for MOD/HI EXP: OR=2.04, 95%CI 1.32, 3.13. Results for Case 2 
were similar; all uulvariate and multivariate associations remained the same. 

Conclusion: Appropriate choice of  antirctroviral therapy for asymptomatic patients 
with HIV appears to be related both to physician specialty and H W  experience. These 
results may have important implications for the debate regarding who should provide 
HIV care. Rnhancing HIV/AIDS education for IMs and those with limited HIV 
experience me~ he warranted to imP.rove their antiretroviral.prescribing practices. 

PHYSICIAN FAMILIARITY WITH AND USE OF NATIONAL AND LOCAL 
PNEUMONIA PRACTICE GUIDELINES GE Switzer. EA Halm, J Goldman, CH 
Chang, BS Mittman, MB Waish, MJ Fine. Center for Research on Health Care, 
Univ. of Pittsburgh Medical Center, and St. Francis Medical Center, Pittsburgh, 
PA; Mt. Sinai Medical Center, New York, NY; RAND, Santa Monica, CA. 

Aims: Although guidelines for community-acquired pneumonia (CAP) have 
been published by the American Thoracic Society (ATS) and developed for local 
hospital use, physician (MD) familiarity with and use of such guidelines remains 
unknown. The aims of this study were 1) to assess MD familiarity with and use 
of the ATS and IocaUy-developad hospital guidelines for CAP, and 2) to identify 
MD characteristics associated with being influenced by guidelines. 

Methods: As pad of a randomized trial of guideline dissemination, we 
developed a pre-intervention questionnaire to rate MD familiarity with and use of 
ATS guidelines and to determine the influence they have on MD management 
of patients (pts) with CAP. Questionnaires were sent to 641 intemal medicine, 
pulmonary medicine, and infectious disease MDs from 7 hospitals in Pittsburgh, 
PA (1 university, 3 community teaching, and 3 community non-teaching). 

Results: 352 MDs completed the questionnaire (55% overall response rate, 
ranging from 43% to 67% by site). Of the respondents, 79% were general 
internists or family practitioners, 78% were white, and the majority of their time 
was spent providing direct inpt or outpt medical care (median, 46 hrs/week). 
Overall, 78% of respondents (range 58% to 89% by site, 10=.01) reported at 
least having seen the ATS guidelines, but only 20% (8%-28% by site) reported 
using them; 52% (42%-82% by site, p=.08) reported that these guidelines 
influenced treatment either not at all, or only slightly. Specialists (pulmonary and 
ID) were no more likely to be familiar with or influenced by ATS guidelines than 
were generelists. MDs were more likely to be influenced by ATS guidelines it 
they spent more time teaching (r=.16; p<.01), more time in administration (r=.12; 
p<.05), or more time reading medical joumals (r=.14; p<.05). Six of the 7 study 
hospitals had lucaily developed CAP guidelines. Nearly haft of the respondents 
(48%) were uncertain whether their own hospital had guidelines for CAP. For 
the 290 respondents from the 6 hospitals with a documented CAP guideline, 
41% reported that no local guideline existed; for the 48 respondents from the 
single hospital with no guideline, 14% reported that one existed. Only 38% of 
respondents from hospitals with a local guideline reported that the guideline was 
moderately or very influential in management of their pts with CAP. 

Conclusions: Although guidelines exist on a national and local level, a 
sizeable proportion of MDs are unaware of their existence and they appear to 
have limited influence locally on pt care. These findings indicate that more 
effective methods are needed for guideline dissemination and implementation. 

QUALITY OF CARE IN A MANAGED CARE PROGRAM FOR THE 
MEDICALLY INDIGENT. RE SWANEY, DW Price, JR Goodspaed, .IF Steiner, 
University of Colorado Health" Sciences Center, Denver, CO. 

Purpose: To assess the impact of  a new managed care program for the medically 
indigent (MI) on the quality of  care of  patients with hypertension (hm), diabetes (din), 
and asthma (asth). 

Methods: The CU Care Program (CU) was a primary care-based, staff-model 
managed care program for low-income adults developed by University Hospital (UH), 
Denver which opened its primary care clinic in May 1995. Claims data were used to 
identify MI and Medicaid (MC) patients (pts) with hm, dm, and asth who were seen in 
UH clinics in both the pre-programmatic (1994) and pre~grammmic (Jul 1995-Jan 
1996) years. Pts with new diagnoses were excluded. Specified process and outcome 
measures were abstracted from charts for retrospective cohort study. There were three 
study groups: MC pts (MC), MI pts enrolled and seen in CU (CU), and MI not 
enrolled or not seen in CU (M[). The primary comparison was between CU and MC. 
Within-group comparisons (e.g. MC 1995 compared to MC 1996) were accomplished 
with paired, nonparametric Wilcoxan sign-rank tests and McNemar's test for paired 
proportions. Between-group comparisons (e.g. MC change from 1995-96 compared 
with CU change from 1995-96) were assessed by regression analysis adjusted for age, 
gender, race, and presence of medical co-murbidities. 

Results: There were no consistent demographic differences between the groups (htu 
n=247, dm n=189, asth n=l 1 l). Primary care visits were increased in CU vs. MC for 
all three conditions (p=0.0003 for hto and 0.0001 for dm and asth). No improvements 
were seen in blood pressure (BP) control. In fact, the percent of pts with mean 
diastolic BP less than 90 decreased in CU (p=0.005). Although mean 
glycohemoglobin in CU dm pts dropped from 12.8 to 8.6 (p=0.02), this change was 
not significantly different from MC (which fell from 10.9 to 8.6). Significantly more 
dm pts who had hm were placed on ACE inhibitors in CU (p=0.03). In asth pts, there 
was a significant increase in the rate of  peak flows used at home and measured at 
clinic visits (p=0.0004 and 0.002 respectively). When the overall Ml group (CU + 
MI) was compared to MC, the only significant difference that remained (including 
visit data) was that peak flow was measured in the office more often in pts with asth. 

Conclusions: The institution of a managed care program for the medically indigent 
resulted in an increase in primary care visits for pts who accessed the program. 
Although several quality of care improvements were noted, blood pressure control 
worsened and most comparisons with a Medicaid control group showed no 
differences. 

EPIDEMIOLOGY OF TELEPHONE CONSULTATIONS TO PRIMARY CARE 
PHYSICIANS: WHAT ARE WE DOING7 
PD Tesolin. C Dmyer, NE Gimpul, FA Augustovskl. Division of Family and Preventive 
Medicine. Hospital Itaiiano de Buenos Aires. Argentina. 

Background: Them is scant information regarding the provision of medical care by 
telephone to the adult population. 

Purpose: To describe the epidemiology of telephone consultations to primary care 
physicians (PCPs) in a managed care setting and to evaluate PCP behavior. 

Methods: PCPs have a defined panel of patients who can reach them for telephone 
consultations through a beeper. We included a sample nf callers to each PCP during one 
to two one-week intervals randomly distributed along file 6-month study period. During 
this period, the PCP carried a recorder and taped certain characteristics of the telephone 
consultation. Variables of interest were sociodemograhics of callers and PCPs, reasons 
for the call, and management of the consultation by the PCP. 

Results: 1013 beeper calls to 31 PCPs were included. Weekly calls among PCPs 
averaged 24 (range 7-82), and weekly PCPs time in this task avemged 2.5 hours (range 
0.5-8.5). PCPs with a larger panel of patients and those with longer waiting times did 
more calls (26 vs. 21 for panels > vs. < I000 pts ; 26 vs 20 if waiting time > vs. < 1 
week, p<0.001). Mean response time was 89 minutes, and the adjusted duration of the 
consultation differed by PCP gender: 56% of calls made by female PCPs lasted less 
than 5 minutes as compared to 71% of those made by male PCPs (p<0.001). As 
compared with patients who did not call their PCPs, callers were more likely to be 
female (74% vs 57°/o, p<0.00l) and older (48 vs 43yrs, <0.00l). The main reasons for 
the consultations were (n=955, 95% of patients contacted): 59% health problems, 33% 
administrative, 2.4% inadequate, and 6% others. Reasons that accounted for >4% of the 
563 calls related to health problems were: respiratory infections (19%), information of 
tests results (16%), museuluskeletal problems (11%), gastrointestinal problems (6%), 
psychosocial problems (5%); and preventive care, ob/gyn, urina~ symptoms, 
hypertension, as~ma/COPD and skin problems (4% each). PCPs with wailing times 
>lweek received more health related calls titan the others (65% vs. 52%, p<0.001). Of 
all calls, 65% were considered resolved with one telephone contact, 11% required 
telephone follow up, 14% non-scheduled visits to the PCP and 6.2% scheduled visits to 
the PCP. Only 38 telephone calls (4%) resulted in visits to the ER or ~ulk-in clinic. 
Conclusions: In this primary care oriented managed care setting, telephone access to 
PCPs is used mainly for health related problems. Two thirds of the calls are solved in 
only one telephone consultation and one fifth of them generate new visits to the PCP. 
The content of the consultation and the time involved are related to PCPs panel of 
patients and waiting time. Telephone consults wilh PCPs are an mtderevalualed and 
underpaid service. They can improve doctor-patient relationship and be used for 
problem resolution, reducing unnecessary visits. 
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OF COMPUTEI~I~I~n GUIDELINES FOR OI.H~ATIENT 
MANAGEMENT OF ISCHEMIC HEART DISEASE AND HEART FAILURE. WM 
Tim~,v. yM Ovcdmg~ MD Mumty, LE l-tm~ XH Zbou, GJ Ecim~ FD Wolinsky. 
gzgemaicf L~uto, h~ana Univ¢~, Purdno Univm~y, and Ronddmsh VA 
Mediad Cema, Indianapolis, IN. 

practise guidelinos aim to reduce wuimion in c~e and improve Imlan  ontcomns 
while controlling cQ~s. Compm~ order-wrlting wodmminm allow such guidelines to 
bo inveked while csre is bcing delivered, rather than befondumd (ns is the cese with 
education) or aflawsrds (as with drug utilization ~ e w ) .  We performed a randomized, 
conuolled ~ial of gnidelines for outpUimt cardiac care among pefimts in an ~,'t,,,nic 
winmy cere GIM ciinic, The gniddinoa, dnvninped by a consm~us ¢ommitt~ of locol 
g~ffiral intm-nism and ~ d i o l o s i ~  we~ progrmnm~ into ~ e p u ~  ~ o n s  used 
to write all outpatient orders. Each care rule had 4 omlpunants: Imiont eligibility 
criteria, the suggssted treatmant or t~ t  (displayed m ~he beoaning of an ordering 
session), a short description (always displayed), ~ d  a long d~cription (with referenc¢~ 
displayed prn). Eligibility data came fi~m patients ' electronic records and their 
physicians (MDs), who were requested to ent~ today's blood pressure, weight, and 
NYHA class when initiating computer ordering. The clinic's 32 half-day sessions werc 
nmdomized into 4 gsonln: control, MD intervention (primmy cure MDs received csrdisc 
care suggestions for all oftheir era'oiled p~ans) ,  ~ (PH) int~venfion (PKs 
r~dved similar suggestions via their t e m l n ~  when titling any prescription), end both 
MD and pH infarct ions.  F.~h l~iant wns followed for a year and int~viewed by 
telephone at enrolhmmt mui 6 and 12 months lain- to onllect dam on generic and 
condition-specific health status, medication compliance, and ~L~sction with 
pdmaW csre MD and the phammcy. From pmients' el¢¢a'onic resurds we oinalned data 
on compliance with care snggeslion& ER visits, hoepitaliz~ions, and health care 
cha~es. We also assessed MD and PH attitudes towards guidelines and our computer 
interventions to enhance their compliance. 

We mu,olled 706 patients: 81% had ischemic hce~ disease, and 54% had heart failme. 
During their I year in the study, 654 patients (93%) kept 6.0-~4.0 outp~ant visits. All 
but 3 patients were eligible for cardiac care suggestions (mean of 7.0d~3.3 suggestions 
per patient, range 0-18). Compliance was 29.5% in the PH only group, 25.7% in the MD 
only group, 26.0% in the MD+PH group, and 25.4% in controls whose MD/PH got no 
suggestions (1~0.3). Even when analyzing individual care suggestions, neither MD nor 
PH intervention status predicted compliance. There was also no difference tmwesn study 
groups in health ~,m,m,~ medication compliance, satisfaction with MDs or the pharmacy, 
all cause or cardisc-specific ER visits or hospitalizations, or health care charges. MD/PH 
attitudes towards guidelines and computer suggestions were mixed and often negative. 

Althongh in this practice computer reminders have consistently increased the delivery 
ofprevantive care, computerized patient-specific care suggestions had no effect on 
processes or outcom~ of cardiac care. This was possibly due to inadequate patient data 
(e.g., symptoms, prior history, care delivered elsewhere) or clinicians' negative attitudes. 

PRIMARY CARE PHYSICIANS BI~.I.H~IE THAT CALCIUM BLOCKERS 
AND ACE INHIBITORS ARE SUPERIOR TO BETA BLOCKERS AND 
DIURETICS IN TREATING UNCOMPLICATED HYPERTENSION 
Peter A. Ubei and Mary Adler;, University of Pennsylvania, Philadelphia, PA. 

Backgromad: Based on a series, of cfinical trials showing no difference in 
efficacy or tolerability of most major classes of anfihypeff~nsive mcdicaltons, The 
Joint National Commission on high blood pressure treaUnont recommends that 
physicians prescribe beta blockers or diuretics as initial hypertensive therapy, unless 
there are compelling indications for another drug. Nevertheless, physicians continue 
to favor more expensive drags like ace inhibitors and calcium blockers as first line 
agents. The persistent use of these agents raises questions about whether physicians 
are unaware of the results of these clinical trials or, instead, whether they perceive 
that their own cfinicni experience belies the trial results. 

Methods: Mail survey of 1200 primary care U.S. physicians asking them to 
estimate, according to their own clioicniexperience, the relative efficacy and side 
effect profiles of these four classes of drags in treating middle aged Caucasian males 
with uncomplicated hypertension (BP 170f105), and asking them about their 
knowledge of published hypertension ~i'als~. 

Results: Based on their clinical experience, respondents thooght ace inhibitors, 
beta blockers, and calcium blockers would have a 61% to 63% chance of achieving 
normal blood pressore in these patients, but that diuretics would only have a 44% 
chance (p < 0.001 for difference in perceived efficacy). Based on their clinical 
experience, they also thought that 12% to 15% of patients would need to discontinue 
ace inhibitors, calcium blockers, and diuretics due to side effects, but that 23% 
would need to do so for beta blockers (p < 0.001 ). Perceptions of their clinical 
experience were no different than their stated beliefs about published trials, in which 
they incorrectly thought that diuretics have been shown to be less effective and beta 
blockers have been shown to be less tolerated than the other medications. In 
addition, 40% of respondents incorrectly thought that ace inhibitors and calcium 
blockers had been "proven to reduce the risk of stroke in hypertensive patients." 

Condusious: Despite nomerons clinical trials showing no difference in efficacy 
of side effect profiles of these four classes of drugs, physicians continue to believe 
that ace inhibitora and calcium blockers arc either more effective or better tolerated. 
Whether this belief results from true differences between physicians' experiences 
and the results of clinical trials is unclear. To increase physicians' prescribing of 
beta blockers and diuretics will require an effort either to overcome 
misonderstandings of the effectiveness and tolcrability of these medicines or a better 
appreciation of how these drugs are working ootside of randomized control trials. 

OUTCOMES OF CATARACT SURGERY IN RELATION TO 
APPROPRIATENESS RATINGS ~ B Zimmerman',  PP Lee z, L 
Hilbome 3, H Kolder l, ~ Brook ~. IUnlversity o f  Iowa, Iowa City 2Duke 
University, Durham, 3UCLA, Los Angeles. 

1020 cataract surgeries from 10 academic medical centers were studied as 
part of  the Academic Medical Center Consortium and RAND collaboration 
called the Clinical Appropriateness Initiative. An expert, multispecialty 
panel evaluated over 2900 clinical scenarios, called indications, to rate each 
for appropriateness of  performing cataract surgery, using a 1-9 scale, with a 
rating o f  1 for least appropriate, meaning that the risks o f  surgery clearly 
exceeded the expected benefit, and a rating of  9 for most appropriate, 
suggesting that the benefits o f  surgery far exceeded the risks. Each surgery 
was assigned to the indication that correlated best with the clinical data, 
considering the visual function, visual acuity in the operative and the 
con~dateral  eyes, unilateral or bilateral cataract, limited life expectancy, 
dementia, presence or absence o f  other ocular disease, and severity and visual 
potential o f  specific ocular comorbidities. 793 of, these surgeries had 
postoperative data with regard to complications and visual acuity of  the 
operative eye. O f  these, 39% had ratings o f  appropriate and crucial, 52% 
appropriate, 7% uncertain, and 2% inappropriate. 327 complications 
occurred, including occurrences in 29°/0 o f  those rated as inappropriate, 34% 
rated as uncertain, and 33% rated appropriate or appropriate and crucial. 
This suggests that a rating o f  uncertain or inappropriate was not associated 
with the occurrence o f  complications. In conWast, analysis o f  visual acuity at 
2-4 months postoperatively, stratified by  the preoperative visual acuity, 
reveals that 14.3% of  the inal,p~u~nlate ratings, 7.5% o f  the oncertain ratings, 
and 2.0% o f  the appropriate and crucial ratings had decline in the visual 
acuity from >20/40 to <20/50 or from 20/50-20/100 to <20/100. This 
variation between the results for the uncertain and inappropriate compared to 
the appropriate and appropriate and crucial is statistically significant, with 
pffi.00062 (Chi-square test). Hence, the appropriateness ratings may 
distinguish a population who are more likely to have decline in visual acuity 
2-4 months postoperatively. This provides validation for appropriateness 
methodology in cataract surgery. 

NATIONAL PATTERNS OF LIPID-LOWERING MEDICATION USE, 
1980-1996. TJ Wang, ItS Stafford. JC Ausiello, Institute for Health Policy, 
M a ~ c h u s e t t s  General Hospital, Boston, MA. 

Background :  Three landmark trials involving HMG-CoA reductase 
irdu'bitors (statina) were published between 1994 and 1996 (4S, WOSCOPS, 
and CARE). These trials provided evidence that lipid-lowering therapy 
decreases cardiovascular events, including mortality. Whether this evidence 
was directly associated with a shift toward statin use has not been evaluated. 

Methods:  Using t h e N a t i o n a l  Ambulatory Medical Care Surveys 
(NAMCS) for 1980-1981, 1985, and 1989-1996, we analyzed 3,694 visits by 
patients taking lipid-lowering medications. Quarterly trends in specific lipid- 
lowering medications were assessed using both graphical techniques and time- 
series regression. We also used multiple logistic regression to determine the 
independent predictors o f  medication selection in 1993-96. 

Results: In 1980, the most common lipid-lowering medications were 
fibrates (48% of  all visits where lipid-lowering medications were reported) 
and niacin (45%). By 1985, decreasing niacin use (26%) was offset by the 
rising use of  resins (2(P/0), with continued high use o f  fibrates (45%). By 
1989, statins (34%) replaced fibrates (33%) as the most commonly reported 
lipid-lowering drug. Statin use climbed continuously thereafter, it was 
reported in 82% of  visits in 1996. By 1996, fibrate use had dropped to 13%, 
with other drugs ~ c h  accounting for less than 5%. Prescribing o f  individual 
statins showed monotonic increases for pravastatin and simvastatin after their 
introduction. Lovastatin use, however, decreased between 1993 and 1996. 
Trends in statin use were temporally unrelated to the publication o f  clinical 
trials results. For patients receiving lipid-lowering therapy in 1993-96, statin 
use was  significantly more likely for female patients, privately insured 
patients and among patients visiting cardiologists. 

Conclusion: Lipid-lowering medication use is currently dominated by 
statins. Their use has risen continuously since 1989, prior to the publication 
o f  the recent statin trials. Increased ststin use and an altered distribution o f  
statin prescribing followed the availability o f  new statins. During much of  
this time niacin and resins were recommended as first-line agents by NCEP. 
Although publication o f  clinical trials may have added to an existing trend, a 
direct effect on patterns of  lipid-lowering therapy is not apparent in the 
NAMCS data. 
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EFFECT OF PHYSICIAN GENDER, FINANCIAL PRODUCTIVITY 
INCENTIVES AND OTHER FACTORS ON QUALITY OF PREVENTIVE 
CARE. CC Wee, RS Phillips, I-IR Bnrstin, EF Cook, AL Puopolo, TA Brennau, JS 
Haas. Division of General Medicine, Beth Israel Deaconess Medical Center and 
Brigham and Women's Hospital, Harvard Medical School, Boston, MA and San 
Francisco General Hospital, UCSF, San Francisco, CA. 

Previous studies suggest that factors such as physician(MD) gender may affect use of 
preventive services. Recent efforts to contain costs have resulted in suategles such as 
ME) financial productivity incentives to improve efficiency. Whether MD factors 
including gender, productivity incentives, and practice characteristics affect quality of 
care once other clinical and site-specific factors are taken into account is dncertain. 

Methods: We reviewed the charts of 4857 patieots(ptsXmean age 45 years, 60% 
female, 25% nonwhite) between the ages of 20 and 75 yeers(yrs) cared for by 200 
primary care providers(mean age 40 yrs, 45% female, 9% subspecialists, and 41% with 
productivity incentives), at 11 academically-affiliated practices in Boston. We collected 
data on pt age, gender, comorbid conditions, smoking history, and risk factors for 
cardiovascular disease and breast and cervical cancer. We also abstracted dates of the 
pt's last Pap smear, mammogram, flu shot, and cholesterol level. MD information(age, 
sex, productivity incentives, suhspecialty, hours worked, and percent time spent on pt 
care) were collected by self-administered survey. We used multivariable analysis to 
study the effect of 6 MD characteristics on 4 outcomes based on HEDIS measures: 
l)Pap smear within the last 3 yrs in women age 20-64 yrs; 2)mammogram within the 
last 2 yrs in women age 52-69 yrs; 3)cholesterol screening within the last 5 yrs in.pts 
age 40-64 yrs; and 4)fin vaccination in pts >age 65yrs. Analyses were adjusted for MD 
factors, relevant clinical factors and practice site. 

Results: Afinr adjustment, pts of female MDs were more likely to receive Pap smears, 
adjusted odds ratio 2.54 (95%CI 1.83, 3.53), mammograms, 2.74 (1.58, 4.73), and 
cholesterol screening, 1.53 (1.04, 2.26). Pts cared for by MDs with f'mancial 
productivity incentives were less likely to receive Pap smears, 0.38 (0.21, 0.69) and 
cholesterol screening, 0.64 (0.43, 0.96). Pts of subspecialists were less likely to receive 
Pap smears, 0.61 (0.41, 0.92), cholesterol screening, 0.72 (0.53, 0.98), and flu vaccines, 
0.44 (0.23, 0.81). MD age, hours worked and percent time spent on 10t care were less 
important. These results did not change substantially when we conU'olled for pt race, 
education and insurance status. 

Conclusion: Pts of physicians with fmancial productivity incentives, pts of male 
physicians and pts of medical subspecialists were less likely to receive certain forms of 
preventive care. Our fmdings raise questions about the appropriateness of financial 
productivity incentives. Pts of male physicians and subspecialists should be targeted for 
increased preventive interventions. 

P H Y S I C I A N  MOTIVATION FOR SMOKING CESSATION 
COUNSELING.  ~ A Zeldman, S Wright, The Genesse 
Hospital.  Departments  o f  Medicine and Psychology, University of  
Rochester ,  Rochester,  N Y  & Medical Society of  the State of  New York. 

Objectives: Smoking cessation counseling by physicians occurs at  low 
rates in spite o f  strong evidence that such counseling increases quit rates 
and reduces mortal i ty. Physicians were surveyed to understand their 
motivat ions and barriers for use of  the AHCPR Guidelines. 

Design & Measurement:  Cross-sectional survey measuring self- 
reported use o f  the AHCPR Guidelines, barriers to counseling, and the 
Self-Determination Theory concepts of  perceived autonomy, and 
perceived competence for counseling, and perceived autonomy support 
from insurers. 

Participants: N e w  York State physicians (N=1060) responding to a 
survey mailed to  10,000 NYS physicians. 

Results: Perceived autonomy, competence, and autonomy support 
accounted for 8 .6% (p<.001) of  the variance in time devoted to 
counseling, and 14.5% (p<.001) of  the variance in use of  the AHCPR 
Guidelines, a~er  controlling for demographics and barriers o f  perceived 
t ime constraints and lack of  reimbursement. As predicted, the effect o f  
autonomy support  on counseling was  mediated by perceived autonomy 
and perceived competence. 

Conclusion: When managed care organizations support physicians' 
autonomy and competence with respect to counseling, the physicians 
may be more motivated to use brief, guideline-based smoking cessation 
counseling. 

IMPROVING PROCESS AND OUTCOMES FOR DEPRESSION IN 
MANAGED CARE PRACTICES: RESULTS OF A RANDOMIZED TRIAL. 
*I"KB Walls, *CD Sherboume, *M Schoenbaum, *N Duan, *LS Meredith, l'J 
Unutzer, :[:J Miranda, *R Bell, *MF Carney, §~LV  Rubenstein. *RAND, "I'UCLA 
Neuropsychiatric Institute, ~JCLA School of Medicine, and §Bepulvada VA, 
Los Angeles, Ca; :[:Georgetown University Department of Psychiat~, 
Washington, DC. Purpoee: To evaluate the effectiveness of two interventions 
for improving depression care in managed pdmary care practices. Practices 
implemented pre-designed study interventions consistent with AHCPR clinical 
practice guidelines, through their existing quality improvement mechanisms. 
One intervention aimed to increase effective use of antidepressant 
medications and the other, short-term cognitive behavioral psychotherapy. 
Both interv~entions incorporated nurse assessment of illness and patient 
preference§, patient and provider education, and local opinion leaders from 
pdmary care, mental health, and nursing. The medication intervention also 
involved nurse case management in a collaborative care model. Methode: 
Randomized trial; clinics randomized to one of two interventions or usual care. 
S#es: 46 primary care clinics within six public and private managed care 
organizations in 5 states, all with low or no academic affiliation. Participating 
Providers: 181 of 183 pdmary care clinicians in these clinics. Evaluation 
Sample: Consecutive visitors to each clinic were screened to enroll patients 
with a high likelihood of current major depression who met basic enrollment 
criteria (quick screen) and subsequently evaluated for eligible insurance prior 
to full enrollment self-administered and telephone survey administration, and 
two year longitudinal follow-up. Analysis: Intent-to-treat regressions controlled 
for clinic-level clustering effect. Results: Of 27332 screened indMduals, 3918 
wePe eligible on quick screening, and of these, 2417 were assessed for 
insurance and informed about the study. Of the 2417, 2176 had eligible 
insurance and 1356 (70% of eligibles) enrolled. Intervention and ¢bntrol 
cohorts were equivalent at baseline on demographic, mental health and 
functional status measures. At 6- and 12- month follow-up, intervention 
patients were more likely than controls to have received appropriate 
antidepressant medication (p<.O001) and psychotherapy (p<.O05), controlling 
for casemix. They also had fewer depressive symptoms, a higher remission 
rate, and greater likelihood of staying employed (p<.05). Conclualona: 
Structured pre-designed interventions to improve care for depression can be 
implemented using typical practice quality improvement mechanisms, and 
those studied here are effective in improving the process and outcomes of 
care for depression in diverse non-academic pdmary care settings. 

CAN ROUTINE FEEDBACK ON DIAGNOSTIC TESTING SAFELY LOWER 
COSTS? 

Ron A.G. Winkens, Peter Pop, J Andr~ Knottnerus 
Transmural Diagnostic Center Maastricht and Dept of Family Practice, Maastricht 
University, the Netherlands 

Introduction: 
Feedback may improve test ordering and stop the growth of costs of diagnostic 
testing. In studies feedback is usually provided for a short period. Effects 
disappear as soon as feedback is stopped. We assessed the long-term effects of 
routine feedback given to 90 family physicians (FPs) in the Maastricht region (the 
Netherlands), twice per year ever since 1985. 
Method: 
The effects of feedback on appropriateness, volume and costs of tests were 
evaluated in two studies. First, in a quasi-experiment we assessed the long-term 
effects on volume and costs. We compared our data on all tests requested in the 
period 1983-1993 with similar data from another laboratory that did not provide 
feedback. Second, in a randomized trial feedback was given on the appropriate- 
ness of several tests. In a Latin-square design, FP-group 1 (n-39) received 
feedback on test-group A (ECG, endoscopy, cervical smears and allergy tests); the 
other (n -40) on test-group B (radiology and ultrasonography). FP-group 1 acted 
as controls for test-group B and FP-group 2 for test-group B. We evaluated 
changes in volume and rationality (compliance with guidelines) of tests. 
Results: 
Compared to the trend elsewhere without feedback, total test numbers declined 
by more than 60% in a 11 year period (p<O.001). Total test numbers decreased 
since 1985 (highest: 147212 in 1984; Iqwest 105003 in 1993). Individual tests 
showed reductions between 32 and 96%, especially when an alternative test was 
suggested. Compared to the trend without feedback over these years 9 years 
more than 1.5 million $ were saved in our region despite the costs of feedback. 
In the trial we found effects on the reationality of tests (fewer non-rational 
requests in the intervention group, p-0.01). Rationality especially improved for 
lumbar spine X-rays (p-0.004). 
Conclusions: Routine feedback leads to a persistent change in test ordering 
behavior with major cost savings. In the meantime, rationality of tests ordered 
improved. 
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A SHORT STAY UNIT RUN BY ATTENDING STAFF REDUCED 
LENGTH OF STAY AND CHARGES AT A TEACHING H o s P r r A L  
J Winshall, E Newton, G Thibanlt, FIR Bmslm. Division of General Medicine, 
Brigham & Women's Hospital, Boston, Massachusetts. 

Purpose: In 1996, our hospital opened a medical Short Stay Unit (SSU), 
designed to care for patients requiring < 3 days of hospitalization. This unit is 
geographically distinct and staffed 24-hours/day by only attending-level 
physicians. While such units have been implemented in many sites, few data are 
available about their impact on resource utilization. This analysis was designed 
to assess the impact of such s unit on length of stay (LOS) and hospital charges. 

Methods: There were 114 patients admitted to the SSU from 11/97-1/98. 
These patients were matched to a control group of 111 patients who were deemed 
appropriate for the SSU, but admitted to a general medical team with house 
officer involvement due to lack of available SSU beds. Patients were identified 
by record review and matched by date of admission and age (within 10 years). 
Patients admitted to the SSU, but later transferred to s general medical team were 
analyzed as SSU patients. Muldvarinte analyses were performed to determine 
whether admission to the SSU was an independent correlate of LOS and charges, 
controlling for co-morbidity (Charlson index) and case mix (DRG weight). 

Results: After adjusting for co-morbidity and case mix, patients admitted to 
the SSU had a shorter LOS (59.8 hours), compared to matched patients admitted 
to general medical teams (72.7 hours) (18% reduction in LOS, p--0.02). After 
adjusting for co-morbidity and case mix, total hospital charges were also lower 
among patients admitted to the SSU ($5623), compared to matched patients 
admitted to a general medical team with house officer involvement ($7359) 
(24% reduction in charges, p=0.005). 

Conclusions: These data suggest that a medical short stay unit run by 
attending physicians reduced length of stay and total hospital charges, even after 
controlling for co-morbidity and case mix. These results, if  exWapolated to the 
present volume of admissious assigned to the SSU (200 per month), suggest a 
savings of 300 hospital days and $4.3 million in hospital charges per year. 
Further evaluation will help determine whether these results are attributable to the 
unique operating characteristics of a short stay unit, or the exclusive utilization of 
attending staff rather than house officers. 

IS THERE A RELATIONSHIP BETWEEN PRIMARY CARE PROGRAM 
FEATURES AND ADJUSTED HOSPITALIZATION RATES? EM Yano,*l" M 
Lea,*1" M Wang,* B Simon,* and LV Rubenstein.*:l:§ *Center for the Study of 
Healthcara Provider Behavior, VA Greater Los Angeles Healthcara System, 
Sepulveda, CA; IUCLA School of Public Health; .I:UCLA School of Medicine; 
§RAND. Purpose: Evaluations ofthe effects of implementing structured 
pdmary care (e.g., ambulatory care firms) have shown reductions in rates of 
hospital use. Little is known about which features of primary care affect 
hospitalization. We assessed the relationships between primary care program 
features and hospitalization rates for a11160 VA medical canters, controlling for 
medical canter organizational and patient characteristics. Methoda: We linked 
survey data from the 1996 VA Delivery Models for Primary Care Survey 
(DMPC) (100% response rate) to inpatient and outpatient utilization and 
satisfaction=data for 1996. The DMPC Survey asked medical center top and 
middle management to report on their primary care programs and other 
charactedstics. Satisfaction data is based on results from a mailed survey 
administered by the VHA National Customer Feedback Center to a random 
sample of 200 to 300 outpatients per medical canter, using previously 
validated, reliable scales. Hospitalization rates are based on VA computer 
administrative data, and calculated as the number of hospitalizations per 
patient seen at the medical center per year. We used a path analysis 
approach across iterative multiple regressions to evaluate associations 
between discrete pdmary care program features and the logarithm of 
hospitalization rate, adjusting for medical canter characteristics likely to be 
related to hospitalization rates such as mean patient age and facility size. 
Results: Lower mean patient age (p<.01), urban location (p<.05), smaller size 
(p<.05), higher academic affiliation (p<.05) and more support staff such as 
clerks (p<.05) were associated with lower hospitalization rates. Having more 
clinical staff, such as physicians, was not significant. Controlling for medical 
center characteristics, pdmary care program features associated with reduced 
hospitalization were presence of a formal primary care training program (p<.01) 
and more middle level administrators dedicated to pdmary care (p<.01). 
Hospitalization rates for sites with and without pdmary care teams were similar 
Conclusions: The presence at a medical center of a formal primary care 
training program, beyond having an academic affiliation, and the presence of 
dedicated primary care mid-level administrative managers, beyond having a 
given level of support staff available within the medical center, is associated 
with lower hospitalization rates. As expected, medical canter charactedstics 
such as mean patient age are significant determinants and should be 
controlled for in analyses of hospital utilization patterns. 

PHYSICIAN INCOME AT-RISK FOR THE COSTS OF PATIENT CARE: RESULTS 
OF A NATIONAL PHYSICIAN SURVEY. Wynia MK t, Zucker DR 2, Supran S 2, 
Picken H 3, Selker HP:. 1) Institute for Ethics, American Medical Association, Chicago 
IL; 2) New England Medical Center, Boston MA; 3) Bridgewater Goddard Park 
Medical Associates, Brockton MA. 

Capitated payment of physicians has been called "the purest form of risk sharing" and 
is the prototypical method of placing physician income at risk for the costs of their 
patients' care. However, reports vary on whether capitation affects quality of care and 
patient-physician interactions. We sought to determine: (1) physicians' views on the 
quality of care they offer their patients in capitated plans; (2) how often physicians 
discuss with patients how they are compensated for patient care; (3) whether physicians 
are advising patients with better or worse health status to enroll in or to avoid eapitated 
managed care plans; and (4) whether increased experience with capitation alters 
physicimxs' views and responses. 

A survey was sent to a national random sample of I000 primary care physicians 
(PCPs) and an additional 175 PCPs from each of three high managed-care penetration 
cities during 1997 (response rate 62%). Results were analyzed for the overall sample 
and by level of physician experience with capitation. 

Overall, capitation was viewed negatively by moat physicians compared to salary or 
discounted fee for service: 71% said PCP capitation that included subspacialty referral 
costs posed a conflict of intoRst; 35% said the quality of care they could provide to 
their patients in capitated plans was of lower quality; and 76% preferred that their own 
family's doctors not be capitated. Physicians were willing to forgo 11% of their 
income to avoid capitation, but 55% said they could not practice medicine if they 
refused capitation. Most respondents (62%) discussed the risks and benefits of 
capitation with some patients (average 5.2/month, 53% patient-initiated); 35% 
encouraged complex/ill patients to avoid capitated health plans and 26% encouraged 
healthier patients to join them. In subgroups: of those who said capitated plans had 
acceptable quality 34% still encouraged complex/ill patients to avoid these plans; of 
those who said capitation had worse quality 24% nevertheless encouraged healthier 
patients to join these plans. Of those PCPs with the most experience in capitation 200 
said quality in capitated plans was worse; these PCPs would forgo 7% of their income 
to avoid capitation, but 82% said they could not practice medicine if they refused i t  

Capitation is perceived negatively by most PCPs. Substantial minorities are 
concerned that quafity is impaired under capitation, and are complicit in risk-selection 
for capitated plans that runs counter to their impressions of plan quality. Those with 
more experience in capitation feel only somewhat less negatively about this payment 
system but much less able to avoid it. 

ORGANIZATIONAL DETERMINANTS OF OUTPATIENT SATISFACTION. 
EM Yano,*l' AB Lanto,* M Wang,* B Simon*, M Lee,*1" LV Rubenstein.*~# 
*Center for the Study of Healthcare Provider Behavior, VA Greater Los 
Angeles Healthcare System, Sepulveda, CA;I"UCLA School of Public Health; 
§UCLA School of Medicine; #RAND, Santa Monica, CA. Purpose: Managed 
care organizations are concerned about patient satisfaction, but often unsure 
about what produces it. Organizational features of medical canters and of their 
pdmary care programs might be expected to influence patient satisfaction, and 
we have evaluated the links between these structural characteristics and 
patient satisfaction outcomes. Methods: Observational study based on (1) the 
1996 VHA Survey of Delivery Models for Pdmary Care (DMPC), an 
organizational survey of ambulatory care structural features of medical centers 
and (2) the 1996 VHA National Ambulatory Care Survey (NACS), a national 
VA patientx, atisfaction survey. The DMPC is a previously evaluated national 
survey of top and middle management at each of the 160 VA medical canters 
that assesses overall medical center characteristics and pdmary care program 
features. The NACS is a national survey administered to 200-300 randomly 
selected outpatients per VA medical canter by the VHA National Customer 
Feedback Center. The survey includes 7 previously validated and reliable 
scales We evaluated the three scales that most closely reflect Institute of 
Medicine primary care goals-continuity, coordination, and timeliness/access. 
We used ANOVA to examine the basic relationships between organizational 
variables and average patient satisfaction scores. Results: Satisfaction with 
continuity (p<.005) and coordination (p<.0001) were lower in large urban 
medical centers and among those delivenng some care through outlying 
community-based clinics (p<.001). Patients were also less satisfied with 
continuity at academically affiliated medical centers, and at those canters that 
did not resthct specialist-to-specialist referrals (p<.005). Satisfaction with 
continuity (p<.001), coordination (p<.01), and timeliness/access (p.<.05) was 
higher when primary care physicians were expected to follow patients from 
their panels who were admitted to the hospital. Formal primary care 
notification poUcies for admissions to the (1) hospital, (2) nursing home and (3) 
emergency room were associated with better perceived continuity (I-3) and 
access (1,3) (p<.05). Conclusions: Higher patient satisfaction with continuity, 
coordination and/or access is associated with the presence of stru, ctural 
features of care that reflect pdmary care tenets, such as policies fostering 
follow-up of patients across settings and discouraging referral from specialist 
to specialist. Large, academic and geographically dispersed settings are likely 
to have lower satisfaction ratings in the aspects studied, and probably face 
special obstacles in achieving care consistent with primary care goals. 
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PATIENT ATTITUDES TOWARD MEDICAL STUDENT PARTICIPATION IN 
AMBULATORY CARE VISITS: IMPACT OF RACE. 
Lorraine Adams and Robert J. Anderson, Univ. of Colo., Denver, CO. 

Background: More teaching of medical students in the ambulatory setting raises a 
variety of financial, time-management, educational and patient acceptance challenges. 
A substantial minority of ambulatory patients does not desire medical student 
participation. 

Objective: To determine patient preconceptions regarding medical student 
involvement in their ambulatory care. 

Methods: We developed a twelve item, self-admimstered survey insmm~ent to 
assess patient attitudes and preconceptions regarding medical student participation in 
their ambulatory care. 

Results: This insmnnent was completed by more than five hundred and fifty 
patients seen at five diverse internal medicine-based ambulatory clinic sites including 
two private practices, a Veterans Affairs clinic, an academic-based practice and an 
academic-based largely indigent practice. Neutral responses to the statements "I 
would benefit from having a medical student involved in my care" (2.95 :l: 0.05 on a 
l=low, 5=high, Liken scale) and "Having a medical student present would make my 
visit last longer than it otherwise would" (2.91 + 0.06) were obtained. Disagreement 
with statements that "The sex of a student involved in my care would be important to 
me", that "1 would be comfortable with a medical student answering my questions 
alone" and that "I would be comfortable with a medical student examining me alone" 
(2.26 -+ 0.05, 2.35 + 0.05, and 2.38 :l= 0.04 respectively) were obtained. Favorable 
responses to questions related to medical students answering questions and examining 
patients when a doctor was present were found (3.70 :t: 0.05 and 3.55 + 0.06 
respectively). There were no significant differences when responses obtained at the 
five diverse clinic sites were compared and responses were comparable when analyzed 
by age, sex, education and income of respondents. Non-Cancasian responses differed 
significantly (p<0.05) from Caucasian responses by scoring lower in response to 
benefit of having a student involved, feeling comfortable having a student answering 
questions alone, being examined by a student alone and having higher scores in 
response to questions regarding having a student present would make the visit last 
longer and that the sex of a student is important. 

Conclusion: These results demonstrate that patients generally have neutral 
precunceptions regarding medical student participation in their ambulatory care but 
view more positively student participation in the presence of a physician. A 
significant negative impact of non-Caucasian race on patient preconceptions regarding 
medical student involvement in internal medicine based ambulatory care was also 
fn,nd 

MANAGED CARE NEEDS ASSESSMENT SURVEY OF INTERNAL 
MlgDICINE RESIDENTS. L.Adam~ M.Blake, R_Hanmtty, J.Kutner. Division of 
Genet~ Internal Medicine, University of Colorado Health Sciences Center. Denver, 
CO. 

INwame: In order to imwove managed care _,yA_,c~_0on, a needs assemm~t survey of 
curmat and former hensestaff of one internal medicine residency Wogrsm was done. 

Metheds: A questionnaire was mailed to 396 subjects ( 140 cummt housestaff; 256 
[~____~__,~.,_ 1990-97). Item selection was ~ on review of managed care and 
n~fidency education literatme and the advice of academic faculty and managed care 
or~aniTmion rq~$ematJves. The qmmtinanmre ind~led 17 managed care 
competencies/skills that the respondents rated on four-point scales of "inq~rtance" 
and "Weparstion during residency." After reviewing descriptive statistics for all 
n~lmdems, cursent honscsteff and graduates were compmed regarding impmance of 
and p ~ m i o n  in these competencies. 

Remlb: The response rate was 47% (74 current bousestaff, 113 graduates). Over 
5o% of all respondents ranked effective use of consultant& providing ixeventive 
providing cest-effective medical care, and knowledge of cmt effective use of diagnestic 
uemme~ as veff ~ .  Whan all restxmdems rated their lxepamion during 
residency, the items which were rated fair te pcor by more than 85% were: managing 
business aspects of a medical Wactice, undemanding payment schednles, knowledge 
~ tha f i ~  of haalth aervices, aud ability to work in a managed care setting. As 
compared to current houses t~  gs~__~!~ rated the elJility to provide c~t-effective 
medical csre, the at~'ty to mamge businsss aspects of a medical Wactice, tbu Oaility to 
work in a m u m x l  care setting, knowledge of el~demiolog~, and knowledge of the 
pri.m~W care ~ X ~ p o r  ns more imlxmant Graduates felt less Wepared than cenent 
hausmalf  to nmtms¢ the business aspects of practice~ tu use practice Profiles, to 
undummd lxffment schadules and Cal~tation, and to undemand financing of haelth 
services. Not withstanding these gaps in toplcs related to mnA~ care, 90%of 
~ _ _  m!~ rated the overall quality of training as excellent to good. G _r~t,___,~_~ felt the 
amoem of time spem in textiary care hespitala was ~ (59%) and the amoem of 

(87%) was too little. 
Comlmiom: Both cerrem aud formes bousemff were ~ f i e d  with the overall 

qua~y of ~eir n~idmcy umin& bm d~y kL-mmed s~gnmcem pps in ~ S q i  c m  
und needs for inm:ased expceare to non-hespital seUings o f c e m  drain8 

Ualning These findinss will be esed both te medify resident mrticula and te motivate 
cunmt housmaff mpuSng the impmmce of learning mmeed csre concePU~ 

RESIDENT A P P L I C A T I O N  STATEMENTS CAN PREDICT POST-  
RF.~IDENCY TRAINING.  M Adams. SS Rathore, SR Mitchell, JM 
Eisenberg, Department of  Medicine, Georgetown University Medical 
Center, Washington, DC. 

BACKGROUND:  Educational experiences, demographics and 
personal characteristics are known predictors of subspecialization 
following residency training. However, it is unclear whether residents' 
career plans at application are accurate predictors of post-residency 
career paths. METHODS:  We evaluated residents who had completed 
a categorical medicine residency at Georgetown University Hospital 
between 1990 and 1998 to compare their stated career plans at 
application with their actual plans after residency. Residents were coded 
as interested in generalism, subspecialization or undecided at time of 
application and followed-up after residency. We excluded transfers and 
transitional year residents; 198 residents were eligible for evaluation. 
Follow-up data were obtained for 162 (82%). RESULTS: The majority 
of residents with defined post-residency plans at time of application 
followed those career paths after graduation. 67% (18/27) of residents 
interested in general medicine entered generalist practice after residency. 
Similarly, 58% of  residents interested in specialization (60/103) pursued 
feUowship training after graduation. In addition, 51% of those residents 
planning on a particular field of subspecialization who pursued fellowship 
training did so hi the field they stated. Of  note, 56% (18/32) of residents 
undecided at time of application entered generalist practice. We noted an 
overall movement of residents towards generalist practice after residency 
(79/162, 49%), despite low initial interest (27/162, 17%): 
CONCLUSIONS:  Residents with clearly stated career plans usually 
pursue those plans after residency. In addition, more residents enter 
generalist practice after residency than indicate a preference on 
application. The predictive value of application statements and increased 
interest in generalist practice we observed may be of interest to program 
directors evaluating residency candidates. 

THE PHARMACEUTICAL INDUSTRY'S INFLUENCE ON CHIEF MEDICAL 
RESIDENTS. L Adler. D Muller, P Bao, J Lan, S Haddow, Division of General 
Internal Medicine, Mount Sinai Medical Center, New York, NY. 

Pharmaceutical representatives (PhR) have considerable impact on phys ic i~ ,  but 
tittle is known about their interactions with, and influence on, Chief Medical Residents 
(ChMR). A serf-report questionnaire was sent to Chief Residents at randomly selected 
Internal Medicine programs around the country. 168 surveys were mailed and the 
response rate was 50%. 
Questions about PhR involvement in Internal Medicine Programs revealed that 73% of 
programs had PhR-sponsored dinners outside the hospital, 100% had PhR-sponsored 
tickets to the theater or sporting events, and 96% received promotional items, 
equipment, or drug samples. 
Questions about ChMR direct interactions revealed that 67% took an active role in 
soliciting flmds and organizing PhR-sponsored events, 37% reported having une-on-one 
interactions with PhR more than three times per week, 67% had been taken to lunch, 
dinner, or the theater, and 30% said that PhR were more likely to get access to 
Honsestaff if they left gifts. 
When ChMR discussed products with PhR, 25% never asked for references, 18% never 
asked for drug comparisons, 27% asked for gi~s, and 55% ask for samples. Despite the 
apparent lack of critical review, 10°/0 of the ChMR ranked PhR above Attendings, the 
medical literature, and their peers as sources of information about new drugs. 
88% of ChMR said that PhR influence honsestaff prescn'bing practices and 77% said 
that PhR influence their own prescribing practices. 
Only 50% of ChMR were familiar with any of the official guidelines that address 
physician's relationships with PhR. 35% said that their Department either did not have 
any guidelines or that they were unaware of any, and 22% reported PhR interactions 
that were contrary to their Departmental guidelines. 
ChMR have extensive exposure to PhR end are strongly influenced by these 
interactions. Their role as leaders and mentors for honsestaff gives them the unique 
opportunity to set a standard for professional conduct. Their lack of knowledge about 
the appropriate response to PhR may jeopardize their own professionalism and the 
example they set for their bonsestaff. 
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CORRELATING ACADEMIC PERFORMANCE W I T H  PHYSICAL 
EXAMINATION SKILLS USING " H A R V E Y " -  A C A R D I O L O G Y  
PATIENT SIMULATOR. Y A ~ r w a L  SJ Pcterson, CL Karmen, S Kaur, SA 
Kline, and W'H Frisim'ma, Division of  General Internal Medicine, Department 
o f  Medicine, New York Medieal College, Valhalla, NY. 

Purpose.  "Harvey",  a cardiology patient simulator (CPS) was introduced in 
1976 and subsequently proven to be a usefid tool for teaching and assessing 
physical examination skills. 'Ha rvey '  is a life- size mannequin that accurately 
reproduces arterial and venous pulsations, p r~ord ia l  impulses and cardiac 
auscultatory findings. Using "Harvey" ,  we attempted to correlate objective 
physical examination skills with documented academic performance (national 
ACP in-service exam) and with independent subjective evaluation by 
attending physicians, the clinical evaluation exercise (CEX). 

Methods.  Twelve  second year  medical residents at a University Hospital 
were tested on 6 cardiovascular disease simulations. The simulations were 
presented in a different order to each resident. The national 1998 in-service 
examination scores (%) in card io logy  were used as indicators o f  academic 
performance and the CEX scores (1-9) were the subjective evaluation o f  
physical examination skills. 

Results. The residents correctly evaluated 47.22% o f  the simulations (34 o f  
72); range o f  correct responses were I o f  6 0 6 % )  to all 6 (100%). The mean 
in-service score was 47.5% (28-77%) and the mean CEX score was 6.3 (5-8). 
Correlation co-efficient between CPS and in-service scores was 0.67 (CI:0.15- 
0.89) and between CPS and CEX scores was 0.52 (C1:0.07-0.84), 
demonstrating a strong correlation between the objective measure o f  physical 
diagnostic skills and academic success, and a moderate correlation with the 
subjective evaluation by attending physicians. 

Conclusion. Housestaffdemonstrated about 50% accuracy in identifying 6 
not uncommon cardiac valvular  diseases. The CPS may be a more objective 
method to assess housestaff physical examination capabilities as well as 
monitoring improvement as it is well correlated with other established 
methods of  assessing bousestaff performance. 

DIFFERENCES IN OPINION BETWEEN PROMOTION COMMrI'FEE CHAIRS 
AND DEPARTMENT CHAIRS REGARDING THE PROMOTION OF 
CLINICIAN-EDUCATORS. Atasoylu AA, Wright SM, Bcaaley B, Cofrancesco J, 
Maophesson D, Partridge T, Bass E for the SGIM Task Force on the Clin/cian-Educator. 
Iohns Hopkins University, BaR/more, Maryland, University of Kansas, Kansas City, 
Kansas, and University of  Pittsburgh, Pittsburgh, Pennsylvania. 

Background: Both department chairs (DC) and medical school promotion cornmitree 
chairs (PCC) are involved in the promotion of  clinician-educators. Previous studies have 
shown that many aspects of  a clinician-educator's performance are cow, sidereal to be 
important in promotion decisions by the two chairs. Because differences in promotion 
criteria at these two levels of  evaluntion could impede the successful promotion of  a 
clinician-educator, we compared the responses given by internal medicine DCs and PCCs 
at the same medical schools to determine where the differences in opinion exist. 

Methods: We surveyed medical school PCCs (in 1996) and internal medicine DCs (in 
1997) in the U.S. and Canada, asking them to rate the importance of different areas of  a 
clinician-educator's performance and rate the measures used to assess these areas, using a 
very similar questionnaire. We compared the paired data for schools that responded to 
both of the questionnaues. Such data was available for 84 of  the 139 medical schools in 
the United States and Canada (60%). 

Results: There was significant disagreement between the DCs and PCCs regarding the 
intportance of  3 of  the 11 areas of  performance considered in the promotion decisions of  
clinician-educators, (all p<0.05). In each of these areas, coordination of  a training 
program, conducting education-related research, and personal qualities, the DCs valued 
excellence in these areas more than the PCCs. There was also significant disagreement 
between the two chairs about the importance of the majority of  measures (21/36) used to 
evaluate the performance of  a clinician-educator. For example, the importance scores 
differed for 5 of  6 measures of clinical skills, 5 of 6 measures of research skills, aud 3 of 
5 measures of  teaching skills. DCs assigned higher importance scores than PCCs for 17 
of these 21 measures of  performance. Of the measures used to assess clinical skills, there 
was a significant difference in the importance scores assigned by DCs and PCCs, where 
patient satisfaction, uumber of  patients seen, and income generated from clinical practice 
were valued more by DCs than PCCs. Interestingly, the 4 measures which PCCs valued 
more than DCs included input from outside home institution regarding mentoring skills, 
peer evaluation for assessment of  teaching skills, and external grant support and journal 
in which publications appeared for assessment of  research skills. 

Conciusinus: Significant discrepancies in opinion exist between the DC and PCC at 
many institutions regarding the promotion of  clinician-educators and this may interfere 
with their timely promotion. The results highlight the need for uniform promotion criteria 
that can be applied both at the department level and at the level of the promotion 
,:c~mmittee 

ENHANCING INTERACTIONS BETWEEN NURSES AND MEDICAL 
STUDEN'I~: ~ C. ~ and D.M. Einicki, l ~ i ~ . . , , . m  of Medld,~, 
Wat Vklginia Univac'y, Motgaagow~ WV 

Pmmme:  Interne:iota between medical ,- , ,b,sa have been shzwn tu be a 
~ q u e ~  ~ m ~  ofcon~l .  Dum~ d ~ r  h ~ a l  a~llcme c ~  ~ ~ n ~ l  third ~a -  
medical gh --~"Jts tO ~ ' n d  a day in active dudes with hospilal nm,~ng staff, We 
~ that the ~ would i m p n ~  h ~ m i o m  between the ~ and 
d~ ma=~ m d  h=d m mhmmane~  d d ~  ~ '  l=o=dural dkilh . 
Methodm From I~38 throngh IFJ98, alldeaksh/p mak=~werc r~am~mia~ to comm/ 

or intervention groUl~ Tha intervention grmap of students q~ent one day, during their 
inlmient wurd exlxnieme, ~h a ~0e nune oban~in~m,~ng ~e raa~ in an his/l~ 

Nurael were sckcted on a vohinam- hasis fi, ma the medical flota~ All the 
makuta and p m i d g a ~  n,nes  ~eae scneyed ml.g ~ scal~ The number of deoive 
laxa:edm~ ~ in -"___,,~ma' pro=du~ loO wa, =amined. 

Reankp: Twemy-four malems worked with nmmes, 31 were comrols and 6 nunes 
p~ticilmted. Nuraes reqxmded more favorably t~-gatdi~ the inun-a~ion's value in 
"enhara:ing the m t d e ~ '  ~ and ~ of the ma.ses, job-lmean 5.8 v 4.5; 
p - 0.06) o n a l  - 7 scale (I-  not he]pfu/, 7- extsemdy belIfful}. In cosmmst m fue nm-scs, 
the ~ did not f~l ~ ini~racdon ~,~i s ~  ixoc~lural skills: IV li.es (3. 4 
v 5.8), bladder clhadmriaa~am (2.3 v 6..~, blood cultures (2.6 v 5.7) and NG robe 
P ~  (2.3 v 6,3) with all p valnas < 0.01. Howev~, the smdems did ~ d~e muses 
were equal or  ~islaly bea~- eq.lmaxl d m  Ix .msm~ in a~-h;~, d~ above amaeaz.d  
skills, mean sco~es ran~f,~, fixan 3.05 tu 3.95 on a I - 5 scale (I-  much worse, 5-  much 
betted. W'hen a~ted ff due ixx~jea was "wroth their time. malenm gave a mean s~ore of 3.2 
o n a l  - 5 scale (I -slro~ly d ~ ,  5-  stna,gly agree} While nm=es gave a mean score of 
4.3 {p-  0.07). Sha,eom l am a~  d t h a  c o . m ~  amsl  ~ .~  ~ u l d  ha,e hlaxl to s~amd a dw 
mxl laS wi~h a mum. 

Am/Y';" of  dm Im~edum Io~ found no ~/snff~:=~ diffenmce ben,~.on the two ~oups hi 
d~e n u m b =  ~ ele~ve im~edum~ doae. However, ~l dm~ mmic~  wire document, d 
bt=d,qh'r caflaetedz~ka~ b e ~  to the ~ group. There wa~ a uend rewards the 
~ l~xmP's be i~  mo~ E~ly to have a nm,se ~gn theh- procedure log (42% v ~ 19k 
p - 0.09). 

Diaoauion: Both :ha madem~ and tha ma,se~ ixa.ctived the mSeraction ~ ,  la~ ' 
in ~e  I/mired dm'alm~ ot the imen,eraion, we ~=e net a/~e to demoam.ae gmaec st:aleut 
eXlmaUee m q~se Imecedur~ that am now ~ Imffmmed by nmsc~ Nmaes 
~mer~ ~ ~e mmience more ~h----------------~y 0m ~ We ho~ Sm ~e poehe 

A MULTICENTER RANDOMIZED TRIAL OF COMPUTER-BASED INSTRUCTION 
ON GUIDELINES FOR CARE AFTER MYOCARDIAL INFARCTION. DS Bell, RD 
Hays, GC Fonarow. CM Mangione Department of Medicine, UCLA, Los Angeles, CA. 

Objective: To assess whether a World Wide Web tutorial with anonated statistical 
graphics improves self-study learning from guidelines on the care of post-MI patients. 

Methods: Twenty learning objectives important for prunary physicians' care of post- 
MI patients were written based on two nationally recognized guidelines. Two 20-item 
tests were constructed with one question for each Icammg objective. A Web tutorial 
called SAGE (Self-study Acceleration with Graphic Evidence) was v, Tinen using 
Net.scape Enterprise Server". SAGE facilitates reading the guideline passages relevant to 
questions that the user missed on a pretest. Where the guidelines refer to landmark 
randormzed trials, a Java apple: provides an anonated statistical graphic view of the 
evidence. Internal medicine and farmly practice residents were recruited at 4 restitutions. 
Participants attended a session that began with administration of the pre-test. Attendees 
were then randomly assigned to study from SAGE or from printed materials consisting of 
the two guidelines, pretest answers, and learning objectives. Subjects in both groups were 
asked to study until they felt they had met the learning objectives. They then completed 
the post-test and a standard CME satisfaction survey. Tests ate scored with on© point for 
each correct answer. Learning efficiency is each subject's pretest to post-test score gain 
per hour spent studying. Leamer satisfaction is the sum of 6 CME satisfaction items, 
each scored from I to 4. Subject characteristics ate compared between study-mode 
groups using chi-square tests. Mean outcome values are compared between study-mode 
groups using the Wilcoxon rank-sum test because each outcome is non-normally 
distributed according to the Shapim-Wilk test. 

Results: One hundred fifty eight residents pamcipated. Subject characteristics and 
pretest scores were balanced between study-mode groups. Scores unproved significantly 
from pretest to post-test in both groups. Post-test scores were similar between groups, but 
those randomized to use SAGE spent less time studying, resulting in greater learning 
efficiency. Subjects using SAGE were more satisfied with their learning. 

Study mode n Pretest Study Time Post-test Test gain/hs Satisfaction 
SAGE 82 9.8 29 minutes 14.3 10.5 20.3 
Print 76 9.6 38 minutes 13.9 8.0 18.8 
• P-value .~ .0002 .43 .04 .O00l 

Conclusion: Residents learned more efficiently from SAGE than they did from printed 
guidelines on post-MI care. Residents were also more satisfied with their learmng from 
SAGE, but they achieved similar learning results. Further study is needed to develop 
Web-based instruction that motivates nigher final learmng achievement. 
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THE EFFECT OF HOUSE OFFICER W O R K L O A D  ON PATIENT 
SATISFACTION AND LENGTH OF STAY. MJ Bitmer, EC Rich, 
PD Turner, RL Reeker,  and M W  Lubeley, VA Medical  Center, Omaha, 
and Center for Practice Improvement  and Outcomes Research, 
Department o f  Internal Medicine, Creighton University School of  
Medicine, Omaha, Nebraska. 

Previous research has shown that increased house officer workload 
has adverse effects on length of  stay (LOS) and patient satisfaction. We 
evaluated the effect o f  house officer workload on resource util ization 
and patient satisfaction in an institution where controls on workload 
have been instituted. We studied patients o f  the 20 Creighton medical  
interns assigned to non-inteusive care unit  inpatient floors at the Omaha 
VA Medical  Center July 6-November 30, using the American Board of  
Internal Medic ine ' s  Patient Satisfaction Questionnaire (PSQ) as a 
measure of  satisfaction, given 15 to 40 hours after admission. We 
characterized workload by patient census and number of  admissions in a 
24-hour period. We used LOS as a measure of  resource utilization. In 
mult iple linear regression analysis  we controlled for characteristics o f  
patients (age, gender, race/ethnicity, weekend vs. weekday admission, 
night vs. day admission, APACHE II score, DRG weight),  interns 
(gender, years since graduation, previous training, experience, faculty 
rating of  humanist ic  quali t ies (FRHQ), faculty rating of  medical  
knowledge), and util ization review (admission during strict review). 
247 patients were evaluable for LOS and 195 for PSQ. Mean LOS was 
5.3 days + 7.0 (standard deviation). Mean PSQ score (1 best, 5 worst) 
was 1.8 + 0.8. Mean daily admissions were 2.3 + 1.3 (91% < 4). Mean 
census was 4.8 + 1.8 (maximum 10). Neither LOS nor PSQ was related 
to workload. Longer  LOS was associated with higher APACHE II 
scores (13 < 0.001) and DRG weights  (p = 0.01.5). Better PSQ was 
associated wi th  better FRHQ (p = 0.017). In a setting with controlled 
workload, intern workload did not contribute to longer length of  stay or 
lower patient satisfaction. However,  patient satisfaction was associated 
with care from interns with better faculty ratings of  humanist ic  qualities. 

PERCEPTIONS OF INTERNAL MEDICINE RESIDENTS CONCERNING THE 
IMPORTANCE OF PHYSICAL EXAMINATION SKILLS AND CORRELATION 

WITH KNOWLEDGE OF THE DIAGNOSTIC UTILITY OF PARTICULAR 
~ I N G S .  

Bundrick, JB. Li JT. Schultz, HJ. 
Department of Internal Medicine, Mayo Clinic, Rochester, MN 

Purpose 
To assess the attitudes of internal medicine residents regarding the importance 

of the physical examination and to correlate this with their ability to discern the 
diagnostic utility of particular findings. 
Method 

In May 1998, forty-six first year residents in an internal medicine training 
program at the Mayo Clinic participated in an eleven station objective structured clinical 
examination (OSCE). Immediately afterward, the residents were asked to complete a 
brief questionnaire surveying their perceptions regarding the relative contribution of 
physical examination skills to overall clinical performance and testing them on their 
knowledge of the diagnostic usefulness of various physical findings (five of which were 
known to be quite useful and four which were definitely not). A standard t-test was then 
utilized to compare these scores between those who had perceived the value of the 
physical examination to be high and low, respectively. 
Results 

All residents completed the survey. When asked to rate their physical 
examination skills, 65% felt that they needed some degree of improvement. Eleven 
residents (24%) believed that it was possible to complete the residency program with 
,najordeficiencies in physical exam skills and yet still maintain a reasonable degree of 
overall clinical competence. On the test of knowledge regarding diagnostic utility of 
various exam items, the median score for the entire group was 78%, with a definite 
tendency to overestimate the utility of the findings queried (median accuracy 100% for 
the useful items and only 62.5% for those of low utility). Those eleven residents who 
indicated a minimal role for the physical examination in clinical practice had significantly 
lower scores on the test (mean 63% vs 77%, p<.01). 
Conclusions 

Most Internal Medicine residents at the end of their second year of training seem 
to view the physical examination as a significant contributor to their overall clinical 
competence and recognize a need for self-improvement in this area. A significant 
minority, however, do not share this perception and are characterized by a lesser ability tc 
discriminate between physical findings of high and low diagnostic utility. Tbe precise 
causal relationship between these two variables remains to be defined, as does the 
intriguing possibility that this attitude may be partially amenable to remediation via 
instruction in the concepts and content of the "Rational Clinical Examination". 

BENEFITS OF MEDICAL STUDENT RESEARCH IN THE INFERNAL 
MEDICINE CLERKSHIP.V Brown-HarrelL RY Wong. Division of General Intemm 
Medicine and Getialrics, Loma Linda University School of Medicine, Loma Linda, 
CA. 

Purpese: Tlus study evaluates the scholarly alrainmeats of junior medical studems 
involved in a clerkship sponsored research program. 

Metheds: B¢~nnin~ in 1992 a new program designated "Honors" plogram was 
initiated at Loma Linda University School of Medicine in the 3 'd year Internal 
Medicine clerkship. Participation was ,mluntszy. Students were linked up with 
faculty memors. A project either initiated by the studcot or in conjunction with work 
originated by a faculty member was developed. Students had until the early part of 
their 4 e' year to complete a proposed project. The results of the 6 years of this 
Honors proBram are presented. 

Remlts:Tbe numbers of students who pa~cipated on each block rotation averaged 
8-10. The types of projects completed over the 6-year peried are twesented below. 
In addition, 20 studeats were able to present their wojects at either regional or 
national m~tinss. To date the number of lmbficatiuns from these projects is 5. 

Type of Scholarly Activity Number of Projects 
Intervenfional Txial 8 
Basic Science 17 
Observational 33 
EAucafional Matet~ls 4 

Report 17 
Conclusions: The Honors program at Loma Linda University confirms that when 

given the opportunity medical students can be involved i .  research while assigned to 
a cledr.ship rotation. In some cases, the quality of their work ¢pmtified for rational 
presentations as well as publications in peer-reviewed jomzals. It is anticipated that 
students who have participated in tl~S pro~am will not only have gained valuable 
skills but will co.sidcr future careers in research and academic medicine. 

IMPORTANCE OF NONVERBAL COMMUNICATION IN THE PATIENT 
ENCOUNTER. M Burke, C Grlffith, and S Halst, Department of Medicine; J 
Wilson, S Langer, and C McAninch, Department of Behavioral Science, 
University of Kentucky, Lexington, KY. 
BaokFound: The evidence is mixed on whether physldan nonverbal 
communication skills influence patient outcomes such as patient satisfaction. 
Further, studies of nonverbal communication generally do not take into 
account what is being said, I.e. the quality of Inforrna~on elicited from or 
provided to the patient. We wanted to investigate the importance of nonverbal 
communication skills in emoUonelly-oharged encounters, taking into account 
the quality of physician information gathering and providing. 
Methods: Subjects were 12 residents ina combined medlclne/pediatrics 
residency, who participated in a 13 station Clinical Performance Exercise in 
November, 199T. Stations were 15 minutes long; 9 used a standardized 
patient (SP). After completing a station, the SP rated the resident on the 
quality of the Information elicited or provided using a checklist of items. A 
checklist was also used to rate vedcal and nonverbal communication and 
general Interview skills. Two stations were videotaped, coded and analyzed 
for physician nonverbal behaviors. These stations were: 1) telling a mother 
her child has cystic fibrosis, and 2) counseling a woman with chronic pain and 
depresalon, who if questioned directly and ernpathically, gives a history of 
childhood sexual abuse. Factor analysis of the nonverbal behaviors resulted 
in four distinct factors: "warmth" and "calm" behaviors, body position, and 
speech characteristics. 
Results: At the cystic fibrosis station, patient satisfaction correlated with the 
nonverbal "warmth" (r--0.97) and "calm" (r--0.63) behaviors, and with body 
position (r=0.91) but not with quality of the information provided or elicited 
(r"-0.11 ). At the abuse station, only haft of the 12 physicians uncovered the 
history of abuse. Those who did were rated as signiflcanUy calmer (p<.05) 
and as having a more interested, less bored tone of voica (p<.05). Patient 
satisfaction correlated with ratings of physician warmth, posture, and 
celmnmm (r a11>0.75). Further, patients felt significantly more satisfied with the 
interaction if the physician elicited the history of abuse (p<.05), but patient 
satisfaction did not correlate with overall checklist performance or with 
depmeskm-spaci~ items. 
Conclusions: In emotionally-charged encounters, physician nonverbal 
communication skills are important for eliciUng sensitive information as well as 
foe improved patient satisfaction. 
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SEAKCH[NG LrIIE, RATURE DATABASES: IS THIS THE WEAK LINK IN THE 
EVIDENCED-BASED MEDICINE PRACTICE CHAIN7 A SURVEY OF 
INIV.aNAL MEDICII~ RESIDENTS. KA Bybee, VlVl Monte*i, Depemnmt of 
Internal Medicine, Mayo G ~ 4 - , ~  School of Med/cine, R o ~ ,  MN. 

~ a ¢ i ~  aro c ~ m t l ~  a m l l ~ t  to r ~ * m  ~ e d  on the bea 
currem med/cal evickwe to use in clinical decisinn m"t'i" 2 Pbysicima-in-md, ln~ 
must lemn how to use medical iiteranue databases, such ~ MEDLINE, etftck~tly 
to encceed in the lX, aotice of evidence-based medicine. In our ~ significant 
efforet ere underway to teach reticlem how to formulate a c "lmical que~ion ~md how 
to ~ aplmdSe a clinical study. ~ c~meeted to llmmmm dotalmsm 
are available ne~ the point of caro but no formal ~dnln~ ~ how to use these 
d,~h,l~,,,~ is avaikble. We feel this inck of Wanin~ may be a majer missin8 link in 
the ~ of evidance-bued medicine in our _r~_'__d,~_ Is. In the proce~ of ixepmin8 
a course on medical literatoro ,i~ml~se seexch sldlls, we stuveyed the intanal 
medicine residanls to u s e u  the need f~" such a mm,se. 

Purpose: To determine the perceived need for a murse on impmvm8 medical 
literataro dmabase seerch ~ i ,*  in internal medicine residems. 

Methods: A throe-question survey wes sent by e-mail to 162 internal medicine 
residents at the Mayo Clinic, Rochester. The questiees win'e: How fast can you find 
1-5 rofero~'.~ thot aro pertinent to the clinical quest/on you are considerlng? Do 
you fred your search stralesi~ are sensitive bot not specific, specific but not 
sensitive, semltive end specific, or not sensitive nor specific? Wouldyou attend a 
hends-on cotlne tausht by an infonllafil~ specialist on how to harness the power of 
Me.Libra by ~ yoer search m a t o ~ . ?  

Results: 50 qumdananh'~ were cvmpletod (31%). 36% of the residents surveyed 
felt they can find 1-5 refemlu~l in le~ lhan 5 minutes, 56% ten fred roferences in 
5-15 minute~ end 8% felt it takm too long to fry. 20% felt their searches were 
seasitive end spocifl~ 54% felt their search slrategies were not specific, 24% felt 
their searches w¢~ lacking semitivity, end 2% felt their searches were neither 
sensitive nor spo¢ific. 88% ~ that they would like to attend a cmu~e to 

ve InedieAd ~ seareh skills. Response~ were ~imilm" among I ~, 2 ~1, alld 
residants. 

Conclusion: In the population of internal medicine residents surveyed, there is a 
definite perceivnd need f ~  a course to impure medical literature datebase search 
skills. 

HOUSESTAFF SATISFACTION WITH HOSPlTAL-BA £F-D VERSUS ClANIC- 
BASED FACULTY. Sy Chim. CC Wmag, BJ Monis, D Low, JM Fa~ PJ 
Knm~ ~ ar,~t~ Santo Ctm van~ ~ C__,r~--, S~ Jese, 
CA. 

to de¢~.~  th,,- pm,~n, of ~ ~ antcon~ c~mpL,,~l~e to tmditiomd ~ .  

~ clinic,.l~l~ ~.~ulln~ (~BAs) h~ not yet been cffi~mlnml in d~lil. 
~ :  To ~mpnm II~ ,~'~ ar t,~dmt ~ m~ting on the 

Senerol mediml wards . , ,4~ the mpen.isina of ~ - b a s e d  ~ , - , s"_~  venes 
dink-besed , . ~ a i . ~  

A p , ~ e e a v e  uint  
Setting: A teachiag sefvioe o~ the medical wards of a ~ coentY 

~ o n :  Rmidems were ass/gned to either a hospiUd-based attending or a 
~ attand/ng fo~ the duration of the ward mo-,th. Patiea~ wexe 
randomly admitted to the ward ~'*ra~ HB.~s attended tan months of  thc year 
with ~ clinic n ~ a ~ l ~ .  CBAs ~ fower than three moaths a 
year and bad dime nnpomibilit~ evea when mt~ng as ward mandinSs. 

~ , ~ a e a t  and Omeomes: Resident ~,ae~,,"don was meaenrod by an 
~waym~s  l ~ a ~ a  smvm, exn,,=inS st~h ~ s  ~s i ~ a i ~  ~ r m ' k o ~  
qmlity of ~-.m, taro, lcw.l of amon0my, atxl otnmding m'ailability and support 
lt,.-~i,4m~ wa~ also aSklxl alxxtt t l~ amount of cnqthasis on cost cominnumt, 
~ e n d ~  mediclnc. Fiantly, they ~me as~xl ~out  the 
number of consults and ndiolat~ e x ~ s  ebtained. Atl respomes were mconled 
on a s.poim . ~ .  with 5 bems'sood" o r 'h igh"  

Results: On the n~dem saesfact/on qee~iom, the HBAs scored s/gn/fi~atly 
hlgher than the CBAs (avea-ase scoro 4.5 +_0.3 w. 3.7_+ 0.4). The d/ffetences 
w e m ~  in tl~ ~ ~ ,~.,~0~ wailability and ~ .  on 
~ media~.  Thm¢ was no mmisacally siignifimm di l~enm 
betwean the two gmaps-ia-tems of the ~ e~mmetts e~ radiograplas 
ebtatned. 

Conamiom: R ~ t m t  mise~tion is higher e ~ e r  the mperv t s~  of hospi~- 
I ~ !  ~ - ~  lhan under clink,-bL~l attondings. TI~ ~ of coenults and 
radiosrapts obtained is m t  ~ipif~aney in~ueaced by havlng a hospiud-be.~ 
sttt~J~lin# 

v 

FACTORS INFLOL~CING RESIDENTS' g~'~-FL-'TION OF GENERAL 
~ A L  MI~ICINE FIK.LOWSHIP PROGRAMS: A NATIONAL SURVEY. 
E Caiola. IX} Lltake.r and M Hewson. Dcpamneot of General Internal Mcdicinc, 
Clew.kind Clinic Foundation, Cl~cland, Ohio. 

latreducttan: The Society of General Intenml Medicine (SGIM) has devdop~! 
guidelines to help pmspcot~ fellows evaluate gen~ml inmmal mcdinin¢ 
fellowship (GIMF) pmlp~n~ I-Iow~v~, it is not known wlmlhcr camlldatcs follow 

guidellz~ or make their followship ~lcotion based on other factors. Tim 
goals of this study were to identify these factors and provide GIMF progrmm 
directors with information on how to better moot the needs of future fellows. 

Methods: A focus group of GIM fa~dty and fellows developed an ll-item 
questionnaire that addressed sources of fellowship information, quality and 
¢lmmeteri~ics of a followship program, the interview process, and location~ 
Question format included best answer, Liken scaks and mtegmy ranking. GIM 
fellow~dp progron~ v,~e identified from the 1996 SGIM Directory of GYM 
Fellowship Programs. Active fellovndfip programs and the number of fellows in 
each program wero confirmed by telephone. The smvcys were mailcd to program 
directors (n=27) for dism'ootion to their GIM follows (n=146). 
Remlt~: One hundred two fellows (7O%) ~ tl~ survey. Fifty-nine pcre~t 

(58/99) anficip~___n~_ cazee/s as clinician-researchers and 34% as cllnicinn-educotors. 
Most received information about fellowship programs from their residency advisor 
(72/102. 71%). whereas 30% used the SGIM diroototv and only 4% relied on 
journal advenisemants. Of tho~ who responded. 33/73(45%) ranked their 
residency advisor or faculty member as the single most important source of 
followship infotmatian. A positive interview experience was important or very 
imporlant in prosram w.lection for 86/102 (84%) and au:e~ to an advanced degroe 
program (I.e. MPI-I, MS, MBA) was an important selection fitctor for 72%. In a 
ranking of the top 3 fellowship selection factors, location was ranked highest by 
fellows (31/96, 32%). Other factors: the availability of a mentor, r e h a s h  
opportunities and national reputation were ranked highest by 16%. 15% and 13% 
of the fonows r.~-mively. 

Com:lmdomc While factors such as location and national reputation are fixed, 
followship programs may better meet the needs ol~ and thus attract future fellows 
by increasing the availability of mentors, emphasizing research opportunities and 
offering an advanced degree program. Finally, followshlp program directors should 
consider targeting their advertising to include residen~ program faculty, who 
moagly influence their midents' decisions. 

ASSESSING CORRELATION BETWEEN QUALITY OF PRIMARY CARE AND 
PATIENT SHOW RATE. T Conway, TC Hu, M Saleem. Department of Medicine, 
Cook County Hospital; Ambulatory and Community Health Network, Cook County 
Bureau of Health Services, Chicago, IL. 

The quality of primary care is assumed to be a determinant of patient satisfaction 
and compliance. However, no studies have addressed the correlation between the 
quality of primary care and show rate. To assess this correlation, we conducted a 
prospective cohort study in the General Medicine Clinic of an urban public hospital. 
172 primary care physicians were evaluated by their patients during the summer of 
1998 (July/Aug). The quality of primary care was measured using the Component of 
Primary Care Instrument, which was developed based on the 10 required components 
of primary care as defined by the Institute of Medicine. Patient show rate was 
prospectively collected in the subsequent 2 months (Sep/Oet). To ensure the 
objectivity of patient-evaluated quality of care, physicians with less than 5 evaluations 
from their patients were excluded. Therefore, only 96 physicians were included for 
final analysis. 

Of the 96 physicians, 4 (4.2%) were PG I, 27(28. 1%) PG II, 35 (36.5%) PG I11, 3 
(3.1%) PG IV and 27 (28.1%) were attending physicians. Pearson's correlation 
coefficient (r) was calculated. A 2-tailed p-value < 0.05 was defined as having 
statistically sienificant correlation. Results are summarized as follows. 

Component Pearson's r p-value 
Comprehensiveness of care .2244 .028" 
Accumulated knowledge .2591 .011 * 
Interpersonal communication .2191 .032* 
Preference for regular physician .1610 .117 
Coordination of care .0906 .380 
Advocacy .1556 .130 
Family context .0302 .770 
Community context .1465 .154 
Longitudinality with physician j .0896 .385 
Longitudinalitv with practice I. .1643 .110 
t Longitudinality in years: < 1, 1-2, 3-5, 6-10, 11-15, 16-20, >20 

Our data reveal a significant correlation of patient show rate with 3 of the 10 
primary care components: comprehensiveness of care, accumulated knowledge and 
interpersonal communication. This provides useful information for the design and 
planning of in-service training for primary care physicians that could, subsequently, 
improve patient show rate in the primary care clinics of teaching hospitals. 
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'CHECKING-IN' WITH THE PATIENT AS A TOOL FOR SURVEYING 
PROBLEMS IN THE MEDICAL INTERVIEW. BA Costello, TG McLend, Division 
of Community Internal Medicine, Mayo Clinic, Rochester, Minnesota. 

Purpose: To evaluate resident-patient interactions regarding the use of 'check-in' 
questions by residents during medical interviews to establish all patient concerns for a 
given visit. 

Methods: Clinical encounters between residents and patients in an internal medicine 
resident continuity clinic of a large Midwestem tertiary care medical center were 
directly observed and videotaped. Tapes were analyzed in &taft to quantify the use of 
'check-in' questions and characterize their placement and purpose in the interview. A 
'check-in' question was defmed as an open-ended question posed by the resident to 
survey for further patient problems or symptoms not otherwise voiced as the chief 
complaint. 

Results: 31 resident-patient encounters were evaluated. 42% (13/31) of residents 
asked 'check-in' questions of their patients during the visits. Of these, 23% (3/13) of 
the residents asked a 'check-in' question early in the interview (i.e. at the end of the 
history of present illness). 54% (7/13) asked a 'check-in' question late in the interview 
(i.e. after the completion of the history). The final 23% (3/13) used both early and late 
'check-in' questions during their interviews. 67% (4/6) of early 'check-in' questions 
elicited additional problems or concerns. 20% (2/10) of instances of late 'check-in' 
yielded further patient concerns for that visit. 

Conclusions: Surveying patients for additional concerns (i.e. 'checking-in') using a 
question such as "What else?" during the opening segment of the medical interview has 
been recommended by several authors) "2 We have found that only 19% (6/31) of 
residents used this strategy for el;citing further patient complaints early in the interview. 
Early survey for additional concerns appears fruitful with 67% (4/6) yielding new 
complaints. Later 'check-in' questions, though well intentioned, appear less likely to 
yield new concerns and, if new issues arise, may not allow adequate time for 
investigation. Interview strategies such as 'checking-in' applied early in the course of 
the medical interview appear useful and, as suggested by other authors, may improve 
diagnostic accuracy, patient satisfaction, and may help to avoid awkward "doorknob 
discussions" (so-called "hidden agendas"). 3" 

I. Lipkin M The Medical Interview and Related Skflis, in Branch WT: Office 
Practice of Medicine (3 ~) Philadelphia: WB Saunders Co, 1994. 

2. Leviusen W Effective Communication in the Ambulatory Care Setting, in Film 
SD, DeWitt DE: Outpatient Medicine (2 "e) Philadelphia: WB Saundets Co, 1994. 

3. White Jet  al. "Oh, by the Way...": The Closing Moments of the Medical Visit. 
Journal of General Internal Medicine 1994; 9:24-28. 

4. Beckman HB et al. Snliciting the Patient's Complete Agenda: A Relationship to 
the Distn'bution of Concerns. Clinical Research, 1985: vol. 33, no. 2, pg. 714A. 

USE OF AN INTERACTIVE C O M P U T E R  P R O G R A M  TO TEACH 
G R A M  STAINS, URINALYSIS,  AND PERIPHERAL B L O O D  
SMEARS:  HOW MEDICAL STUDENT'S  L E A R N  THESE SKILLS 
AND THEIR LEARNING PREFERENCES.  Dawn E. DeWit t ,  
Douglas  Schaad, Michael  Astion, Divis ion  of  General  Internal  
Medicine,  Department o f  Medicine,  Universi ty o f  Washing ton  Seattle, 
WA. 

Purpose. The objective o f  this s tudy was  to evaluate how students 
learn and prefer to learn laboratury-based studies and to evaluate the 
use o f  interactive Computer programs during the medic ine  clerkship. 
Students '  learning preferences and the best method o f  teaching these 
tests, g iven constraints on laboratory avai labi l i ty  and teaching 
expertise, is unknown. 
Methods. A survey and test quest ions were g iven to students taking the 
required Medicine Clerkship at a Universi ty  Medical  School. 
Results. Seventy-seven percent o f  419 students taking the Internal 
Medicine Clerkship over  11 consecutive quarters. Seventy-one percent 
o f  students rated knowing  how to do and interpret Gram stains as 
" important"  or "essential ."  Students reported seeing or doing a median  
of  I Gram stain during their clerkship; 40% reported seeing or doing 
none. Gram stain teaching was  rated unsatisfactory or absent by  51%. 
Forty percent o f  students reported using the computer-based-tutorials  
after they became available. Al thongh 7% reported computer-based 
learning o f  Gram stains, 28% in the last 1.5 years o f  the s tudy reported 
preferring computer-based learning. 
Conclusions. Practicing physicians,  program directors, and students 
bel ieve knowledge o f  Gram stain, urinalysis,  and peripheral  blood 
smear  interpretation is important for medical  practice. Al though 
students prefer "see one, do one, teach one" for learning basic 
laboratory tests, we conclude that this is unreliable and increasingly 
unfeasible. Interactive computer tutorials provide an effective, 
standardized, relatively popular al ternative for learning these 
procedures. 

TEST INSTKUMENTS FOR ASSESSING EVIDENCE-BASED MEDICINE 
CC)MP t,-[ e:NCY ~ L Ache, J Sulllvarn, RM Ldpzig, Depanm~ts of Med;,.4,,,,. 
and G e d m i ~  Mount Sinai Medical Center, New York, NY 

INTRODUCTION: Several authors have described the skills n_~_:_,y to practice 
Evidance-based Medicine (EBM). These skilb are part of the reco~-'~,-ded su~'uhan 
in many, internal medicine ~dency  pmlFzn~ 1-1mcever, there is no standardized 
;~nunent  to measure the outcomes of this ~; -~-~ i.~, ability to apply these teachings 
to the evaluation of ~ourual asticies or to rl;.;~l prsct~. ~ E :  To evaluate 
whether rest insm,m,'-,s used in published evaluations of EBM programs measure 
c, orapeteney in the skills described bdow. METHODS: The cornta~erized databases 
MEDL]IVE, The Cochrane Library, PsycUT, I~*~kh~TAR, ERIC (Ed.r~onal 
Resources I ~ o r m ~ n  Center), and HaPI (Hedth ~ Psychosodal Insmzmsn.) 
~arched us/ng comblnmlons of the following terms: "evidence based medicine', 
"critical appraisal', "assessment tool', "scale', "test", and "medical education'. Articles 
were induded if they described a test instrument that measured competency in 
EBM/crifical appraisal. Art;des were exduded if the te~ instrument assessed only 
statistical concepts or self-perceptlons. Review astides were also excluded. Competency 
measures induded whether learners coul& 1) identify their own knowledge gaps on a 
medical topic; 2) create a searchable dinlcal question from a knowledge gap; 3) perform 
an elf;dent litezatore search targeting the appropriate data sources (induding textbooks if 
appropriate); 4) critically appraise evidence for its validly, 5) calculate the relevant 
Outcome measures, e.g., I~,dihood r~o  or number needed to treat; 6) apply the results 
to clinical practice/scenarios; and 7) evaluate their own EBM sh~. RESULTS: Our 
search yielded 14 articles each describing a unique rest ~ e n t  to evaluate mainly 
medical students and residents. The instruments were aflmlni~ered tO evaluate the 
outcomes of EBM educational interventions such as journal dubs, lectures, or 
kvod~shops. Eleven insmunents eval-~,-d the ability to crincally appraise evidence and 
ealcolate relevant outcome messus~ Eight insmunents induded a self-eva1~tion of 
EBM skills. Only three ingmmems evaluated the residents' abifities to apply results to 
• clinical practice or scenarios. None of the hsmumnts assessed the ability to identfy 
knowledge gaps, create a searchable clinical question, or perform an efficient search.. 
One insmanent assessed the ably to idamify the study type to best ~ e r  the dlnlcal 
question, however none evahiatsd the ab~ity to identify the type of question CLe. d~oy ,  
prognosis, etc). CONCLUSION:Most rest ~,m,'n~ of EBM competency focos on 
critical appraisal sltals and calculathg the rdevant outcome ~ Other skins 
required to prance EBM are not being evaluszed. A more complete insmanent is 
needed to measure the knowledge outcomes of EBM t e ~  Once it has been sho~a 
that these competenc/es have been learned, the effect of teaehi- 5 EBM on dlnical 
practice outcomes can be assessed. 

NEEDS ASSESSMENT OF MEDICAL TRAINEES FOR AN EVIDENCE- 
BASED MEDICINE JOURNAL CLUB. BW Duncan, JM Geraci. Department 
of Medicine, Baylor College of Medicine, and Houston VA Medical Center, 
Houston, TX. 

Medical educators have increasingly recognized the need to instill in 
trainees an evidence-based medicine (EBM) approach to managing the 
scientific literature and caring for patients. In order to assess our trainees' 
background, habits and knowledge of critical appraisal and EBM concepts, we 
administered a brief written survey to attendees of a Joumal Club at 4 
teaching hospitals. Attendees were student clerks in internal medicine and 
interns and upper-level internal medicine house officers. The 15-item 
questionnaire obtained demographic information including training level, prior 
education in critical appraisal, and brief questions about the appropriateness 
of particular study designs in answering clinical questions. 

Seventy-three questionnaires were completed. Respondents included 14 
medical students, 30 interns (estimated response rate of 60%), and 27 2nd 
or 3rd year internal medicine residents. Only 2/3 of responding Bayicr 
medical students reported prior education in critical appraisal, despite a 
mandatory 7-week curriculum on this topic 4 months prior to the survey. 
Approximately 28% of all respondents did not correc~ identify the best study 
design to evaluate therapy (a randomized Controlled trial) and less than one in 
four recognized the concept "Number Needed to Treat" (NNT). Nevertheless, 
.most respondents did report performing one or more Medline searches within 
the previous month, and felt that the results of their searchers were helpful in 
their care of patients. 

We Conclude from the survey that, despite new efforts to incorporate EBM 
into the undergraduate medical curriculum, much work to make EBM concepts 
natural and useful to trainees remains to be done. We have developed a 
yeer-loog curriculum in EBM for all internal medicine trainees and plan another 
survey later in the year for formative feedback and to determine whether any 
inroads in trainee understanding of EBM have been made. 
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DEVELOPMENT AND EVALUATION OF A NEW INSTRUMENT FOR 
ASSESING INTERVIEWING SKILLS E. Durante. K. Kopitowski, J. E,.qremero, 
A. Velazquaz, F. Augustovski, F. Rubinatein 
Unidad de Medicina Familiar y Preventiva- Hospital Italiano de Buenos Aires 

Objective: To evaluate an ins'Uumeat in Spanish to assess the interviewing 
skills of physlcians for educational and research pro'poses. 

Methods: we constructed an interviewing model grounded on evidence-based 
physician's behaviors that improve outcomes variables, such as patient satisfaction 
or health outcomes. The model is based on SkeWs framework for clinical teaching 
and includes six domains: the inlerview ciintate (IC) (to create an atmosphere that 
allows a commanicatiua without barters), the control of the interview (CI) (the 
physician style influences the interview rhythm and focus), the data gathering (DG) 
(the gathering of clinical, emotional and contextual data), the problem definition 
(PD) (the physician, the patient and the family negotiate the problem definition and 
make a therapeutic agreement), establishing an ongoing therapeutic agreement (TA) 
(the development of a collaborative relationship in order to reach and support the 
therapeutic agreement) and self- care promotion (SCP) (promotion of.the patient and 
the family motivation in identifying and acting acoording to their own needs). Each 
domain includes items that cluster behaviors minted Io the san~ objective in the 
h=terview (e.g. IC includes 3 items: specific bchavinrs that stimulate the prohicm 
ex~)ression, that produce patient involvement and that :.'.~ow interest and comfort). 
Sixteen items (3 in CI, 3 in IC, 4 in DG, I in PD, 4 iu TA ',and I in SCP) were 
considered. 

Two observers selected front the faculty of a Fmnily Medicine DeparOneat were 
trained in the use of the instrument with seminars and practice with videotaped 
interviews that were selected from actual video-recorded physician-patient 
interactions. Each patient gave informed consent. Each observer received a copy of 
the interviews and independently rated the different items using a five point Likert 
~.~,,ale. Intermter agreement was evaluated using weighted Kappa statistics. 
R¢~t, lto: 23 intc,~i~,~ wcm evaluated. Global Kappa was 0.58 (95% CI 0.46.0.71). 
Agreement by domain was IC: 0.61 (95% CI 0.47-0.74), Cl: 0.55 (95% CI 0.42- 
0.6% DG: 0.72 (95% CI 0.59-0.84) PD 0.69 (95% CI 0.53-0.85), TA: 0.52 (95% 
CI 0.36-0.69) and SCP: 0. 51 (95% Cl 0.32-0.71). Kappas trot individual items 
ranged from 0.33 to L 
Con¢iusioxts: This 16 item instrument showed good agrecraem between two 
observers directly involved in post graduate teaching activities. It provides a 
comprehensive frmnework for evaluation and feed back of the interviewing skills 
for physicians in training 

ASSESSD4G THE IMPACT OF A L I T E R A ~ B A S E D  PRIMARY CARE 
CURRICULUM: ~ IT IMPROVE RESlDBNTS" KNOWI.EIX~ AND SKILLS'? 
PJ ~1~/¢ L ~ ML Omm. SJ Hne~. Yale Pdmmy Csm Rm/dmcy Pmgn~ .  l ~ w  
m m ~  - ~  W, m b ~ y .  c r .  

l ' m l ~  To ~ tl~ im~ct  o fa  ~ cunimlum on r~/dants" 
~ mM Mdlb in ~ o~nmon m i m i ~ f f  pmbkm~ 

Me¢{il~ In a im,q,a~ve ,.,m~,.G{ed ~,~iM, we adminh ,md a ~ m d  po, t-,mm to 
mimmy ~ , m i d m ~  ** 2 ,emmee ~ * e ~  c{~m. Tha omicuhim 
ore , i ra  of  a ,urn, bin o ~ w e d d y , , ~  - , a  w e . h a m d  qu,mio~ m # m d z i ~  ~ , ,m~d  
~ o f m b a l m ~  pmblem~ l~midem p ~  in a ~ di,,m--ion 
~Ior  ' o  m ~  we ,*~  nemlmmy,~,,k, f ~ U m e ~  ~ f , m ~ ,  who ,emhm m~eu,ea  
~ m qu~ione. [hm,ey~ e{f ~ ' v e a l  a high de{pro of  mfi~',mtion with 
the m r i m l e m  m d  ~ thaz tt ~ , , v m  eheir ~ mul ,t~!ts= 

Ov~  a 9 -we~ peeled, t ~ i d m ~  at one e2mie (Clinic X) discuaaed 9 topics 
(Cun'icolum A) wMle reMdmts at another dinie (Clinic Y) disomod a separate set 
(Ourieulum B). The 54-item. ,hon-m~mve~ m d  malttple.dmice trot revered all topice 
md uaed m d i m ~  dmllmsin~ rune.lined q,__ _,e~ons_ to ~ knowledae md 
m a n e ~ m  o f ~ m ' ~  I ~ O ~ .  For ead~ m o f t o#~ ,  one IF~p  ¢£~ id~ t s  ~ 'vod 
u th~ mem~ Steep fee tbo ee~e~ (¢masover ded~) .  

All m~den~ wflh mmim~w pmaicea at Clinic X (37 t~idems) or Clinlc y 0 3  
reaidal~) v,~e eligible. The l -ho~  idantieal t~lts w¢~ admi~i~t~d nt 3 tnechlng 
hoq~t~l~UXinmtely  I week~,fmeandafler~eatudypenod.  One f~tdtymember 
8faded all t e m  in blindad fa,a, lon. 

Remd~ Documented attmdanee at ~ wus 58% (295 reaide~ atteudad/513 
~ l u l e d ) .  Two faualty ~ d  24 of 25 tern within I point of  ead~ ether. 43 reddents 
(61%) m ~ e ~ e d  me ~e-¢m; 46 (66%) ~ # e ~  the ~ . t e ~  29 (41%) completed 
bothte¢~ 

In Ctmic~um A, ease ~ (n=16) improved their metal ~ from 47% to 60% 
(p=0.005) where~ tha c o / r o b  (~= 13) did not (48% to 50%, p~0.37). In Curr i~tan  B, 
the c~e~ (m,13) failed to imlx~¢ (37% to 4 0 ~  p~ .30)  ~ the cram, el 8mu p 
(m'16) did improve fiem 38% to 50% (p-O.O09). In 8 mulfivarinble anelyds, the 
Pt'ediete~ of  ~ v ~ m ~ t  for Cun'kehim A weee casu s~a~ (B=0.42) and number of  
coa fazoca  aUaxled (B,,,037). For Curriculum 13, the sole lm~dlctor oflmpmvement 
w ~  b e ~  ee 3-momh m b u l a t ~  block (!~0.46y 

C e a d ~ :  P,~daats ~ in n l ~ a u a e - 4 ~ e d  primary care cm-riculum 
with wecidy case-tmod discusaimm demmmmte modect impmvanants in a written test 
~_ _~m~_ " ~  ~ a t t  ofcommea ambulatory problems. Simitm' ctmicuin may have 
grea~'r ~ by a~mcin8  rmldants' " n ~ !  to know" in_~rmmioo, m~ouraging 
rognlar re~ling m~! ~ at ¢~Lf~enz~, m~l ineorpomfing periodic evMustion of  
~ '  knowledge, ~ i l h  md beinwinr~ using wdidstod ~ m ~ .  

STUDENT PERFORMANCE ON TIlE INTERNAL MEDICINE CLgRI~IIIP:. 
COMPARISON OF CLERKSHIP ROTATION EXPERIENCES. B. Divim¢ll, 
L.Adams. Division of Ganeml InWzanl Medicine, University o[ Colorado Health 
Sciences Ceates. Denver, CO. 

Purms¢: In order to study tl~ impact of t i c  imp~mcnlation of an ambulatory 
~ t i o n  within tha intcrual moicin¢ clerkship, shidcnt porfommnc¢ was compaml by 
clerkship rotation e~xperienc¢~ 

Metll~ls: All third-year students in the 12-week internal Medicine ClerkMtip 
during tha 1997-98 Irad,~mie year were included in this study.. Students were 
classified in om of t lu~  groups. One group did all tluce 4-week relations in inpatient 
settinge only. The other two groups did two nmnths of inpatient care and differed on 
the third month. One did an an~Dulatory primary care rotation with university attd 
clinic~ faculty in the metropolitan rerun, the other did a rotation in a more rural Area 
Health ~ Cenlex (AHEC) pmaice which combined outpatient and inpatient 
e . X l ~ .  Both the ambolstmy and AHEC smdcots c o m ~  a Case Wo~bo~k 
based on ~ m m m  intorn~ medicine problems idaatiliod in the CDIM/SGIM Core 
Cletk.~ip Cun-iculum Guide. Students we,re e~uated on three nea.varea: a clinical 
score ~ ea ~ ~ given by intending faculty and Imuaestaff during t ic  
thn~ f o u r - w ~  rotations), a writlcn exam (the Medicine shelf Exam), and a 

oral exam given by general internal medicine faculty. Students also 
received a total ~om that weighted these evaluation tnuamm~ that determined their 
final grade in tha o~,ane. Sm~am we~ compan~ Imcd ou their rotation group and 
tlzir l~rfomancc scoRs. Since studems' rotmio~ wexe amgnod h ~ e d o a  thch- 
p ~  prior m:admic p e t f o ~  w u  compm~l b~wnen fl, e tluee groulZ m 
comml for , e l f ~  bisr~ 

l~.alts: ~ was no daaificant (0.72) difference in prior academic performance 
bmwam the diffescm ipOUll When the students pe,formm~ was compmod by 
rotation no,~ofthavm*iabk~wc~si mif'~nt0p<.05). Thc,esults: 

Clinieal Ondexmn Writtme~am% Total a~xsge Numberer 
avemlle average correct score students 

! AHEC 5.51 5.37 72.04 5.43 26 
~ .  ~ 5.44 5.24 71.25 5.35 36 

5.46 5.24 71.80 5.38 44 
Ceadmtem: Sludant i~rforman~ on Ihe ~ p  was not adversely affected by 

more an/mlaloq, CXl~'im~w. Given the value of the ambalatot, y 
experten~ for e~poe~  tandems to common internal medicine problems and their 

f im~ ~ in i n c ~ y  -mh.,Jatmy environmen~ tim d ~  m l q ~  our 
~mimhim ~mnge. Slmling in summer 1999, all stadents will Im reqalrod to do one 
mmlth ~ ' f l~  IM~4i~ne Ci~duddp in ¢itl~r an 8mbuhgoff or AHEC m~ltion. 

REPORTIIqG AND CONCORDANCE OF METHODOLOGIC CRITERIA 
BETWEEN ABSTRACTS AND ARTICLF.~ IN DIAGNOSTIC TEST STUDIES. 
~. EsU'ad& R. Bloch, D. Antouacci, L. Basnight, S.R. Patel, S.C. Patel, 
and W. Wiese. East Carolina University School of Medicine, 
Greenville, NC. 

Background: The reliability of whether abstracts provide enough 
information regarding the methodology of articles is unknown. 
Objective: To evaluate the quality and concordance of methodologic 
criteria in abstracts vs. articles regarding the diagnosis of 
trichomoniasis. Design: Survey of studias indexed in MEDLINE 
(1976-1998) which used culture as the gold standard for the diagnosis 
of trichomoniasis. 
Main Outcome Measure: Data were independently abstracted using 
four validity criteria: 1) prospective evaluation of consecutive patients, 
2) test results did not influence the decision to culture, 3) independent 
and blind comparison to culture, and 4) use of broad spectrum of 
patients. The total number of criteria for each report was calculated to 
create a quality score (0-4). 
Results: Of 374 studies, 33 of 70 articles on diagnostic tests used the 
gold standard. Hone of the abstracts or full articles reported all four 
methodologic criteria. Three criteria were reported in 18% of full 
articles and none of the abstracts. Two criteria were reported in 18% of 
abstracts and 42% of full articles. No criteria was reported in 39% of 
abstracts and 12% of full articles. The agreement of the reported 
quality criteria between the abstract and the full article was poor (kappa 
-0.09; 95% confidence interval -0.2 to 0) to moderate (kappa 0.53; 95% 
confidence interval 0.22 to 0.83). The quality of the abstract was 
higher for structured (mean 1.4); as compared to non-structured 
abstracts (mean 0.7Xdifference of 0.7, 95% CI 0.03 to 1.4). 
Conclusions: Basic methodologic criteria in diagnostic test studies are 
lacking in both abate'acts and corresponding articles. The concordance 
of such criteria between the abstract and article should improve. 
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RACIAL AND ETHNIC DIFFERENCE IN FACULTY PROMOTION 
IN INTERNAL MEDICINE.  D Fang, E Moy, and L Bergeisen, Center 
for Assessment and Management  of  Changes in Academic Medicine, and 
Division of  Community  and Minority Programs, the Association of  
American Medical Colleges, Washington, D.C. 

Purpose: To examine whether minori ty junior  faculty in departments of  
internal medicine are less l ikely to be promoted to senior rank and are 
promoted more slowly than non-minority faculty. 

Background: Previous studies have found that minority medical school 
faculty are less l ikely to be promoted to senior rank compared to non- 
minority faculty. These studies, however, are often limited by their 
research designs/methodologies.  A recent study using survey data, for 
example, could not dist inguish cohort effect from time effect, nor the 
effect of  attrition, on the l ikelihood of  promotion. 

Methods: 2 cohorts o f  assistant professors (1978-80 and 1988-90) are 
analyzed using data from the A A M C  Faculty Roster System, a 
comprehensive tracking system of  medical school faculty. To examine 
the association between promotion and race/ethnicity, survival analysis  
technique is employed to control for demographic variables, academic 
variables (e.g., tenure track), and school characteristics, and to estimate 
the timing of  promotion. 

Results: Bivariate analysis  shows that minority faculty of  all groups are 
less likely to be promoted to senior rank than non-minority faculty. 
Multivariate analysis also shows that faculty who are Asians or other 
minorities are significantly less likely to be promoted to senior rank. 
However, for under-represented minority faculty, the disparity is not 
consistent across the two cohorts. The difference is not statistically 
significant for the 1978-80 cohort, but is significant for the 1988-90 
cohort. 

Conclusions: The findings of  this study confirm racial and ethnic 
disparities in promotion to senior rank in departments of  internal 
medicine. 

INTELLIGENT PRESCRIBING-AN INTERNAL MEDICINE/ 
PHARMACY CURRICULUM. R. P. Fenmson. A. Hershey, Departments of 
Medicine and Pharmacy Union Memorial Hospital, Baltimore, MD. 

Included among educational programs that have successfully influenced physician 
prescribing practices are those that have been initiated and sustained by 
pharmaceutical industry marketing divisions. A pilot prognun utilizing industry 
marketing techniques conducted by the Departments of Medicine and Pharmacy at 
The Union Memorial Hospital in 1996-1997, convinced us that an instltotionally 
sponsored program could also significantly infinenc¢ physician behavior, at least 
when applied early in graduate training (the study group was the 1996 PG1 medicine 
cohort at Union Memorial). As a result of this study, we developed a new curriculum 
that emphasized intelligent prescn'bing decisions. The goal of this program is to 
teach a rational approach in raAkln£ prescribing choices that will be sensitive to 
patient and societal needs. 

Core elements of the program include: 
Initiating each session with the must recent ~ drug group 
review including price differential. 

• Case based discussions emphasizing rational trea~aont decisions. 
• Group prescn~oing patterns of the residency service returned via the hospital 

pharmacy database Cncs) are distributed to the residents at the educational 
sessions. 

• Attention to pharmaceutical marketing strategies in each drug group 
including the status of clinic samples. 
A comfortable physician friendly atmosphere including a hospital-sponsored 
lunch served by caterers favored by local pharmaceutical representatives. 

The following outlines the first two seminars given in 1998: 
Seminar I-inWaveunus antihacterials-Medical Letter review; case discussions raising 
issues of adequacy of antibacterial coverage, ease of administration, clearance and 
cost; dissemination of numbers of orders of each drug made by residents in prior two 
weeks. 

Seminar H--oral antihypertensives-Medical Letter review; (110 products listed in 
1995 publication), cases emphasizing treatment of comorbidity; significance of 
differeoces within classes (or lack of significance); pharmaceutical marketing 
strategies of new product releases; review of retail costs of clinic samples. 

Laminated formulary price lists are distributed as take-away gifts. Experience to 
date has been very positive. Attendance and participation has been outstanding. 

TRAINING FOR HOSPITAL BASED PRACTICE: DO WE NEED A 
SPECIALIZED CURRICULUM? CL Fenton. WH Plauth, SZ Pantilat and RM 
Wachter. Department of Medicine, UC San Francisco, San Francisco, CA. 

As the demand for hospitalJsts grows, departments of medicine are creating 
"Hospifalist" or =Hospital Medicine" tracks within their internal medicine 
residency programs. Early curnculum development for these tracks and for 
continuing medical education programs for practicing hospltalists has relied 
largely on anecdotal information. 

To better define the curricular priorities for such hospltalist training programs, 
we surveyed by mail all physician-members of the National Association of 
Inpatient Physicians (NAIP). We asked the NAIP members to rate on five-point 
Liked scales the importance to their practise of, and the adequacy of their 
residency training in, 71 content and skill ames that were grouped within nine 
broad categories (general clinical skiffs, internal medicine and non-internal 
medicine disciplines, commuoication skills, continuum of care, medical 
administration, ethics, procedures, clinical analysis, and educatiorUleaching). 

We received responses frOm 738 Of the 1778 physicians surveyed, for a 42% 
response rate. Of the 738 respondents, we analyzed the responses 01 the 479 
physicians who met our definition of ~racticing hospitalists." These physicians 
identified most general clinical skills as very important to their practice (4.5 or 
greater, with 5 being most important) and adequately emphasized in their 
residency training (4.2 or greater). In eddifinn, they rated cardiology, infectious 
diseases, pulmonary medicine, nephrology, and intensive care medicine as very 
important (4.0 or greater) and adequately emphasized in residency (4.0 or 
greater). In contrast, they rated geriatrics (4.0), neurology (4.2) end peri- 
operative consultation (4.5) as equally important but lees-adequately covered in 
residency (3.0, 3.5, and 3.5, respectively). Several Ofher areea showed 
meaningful mismatches (high Importance to practice scores vs. low adequacy in 
residency scores, with p<.O001) including: health economics (4.0/2.1), utilization 
review (4.2/2.1), quality assurance and improvement (4.1/2.1), multldiscipllnary 
team management (4.2/2.6), knowledge of honle care (4.2/2.2), prescdblng the 
appropriate level of care (4.2/2.3), coordination of care between settings 
(4.3/2.2), communication with referring physicians (4.9/3.6), palliative care and 
symptom management of terminally ill patients (4.5/3.2), and referral to hospice 
care (4.1/2.5). 

in our study, we identified content ames that hospitalists believe are important 
to their practice, but inadequately emphasized in residency training. Although 
some of these topics ere in traditional clinical disciplines, most involve areas 
related to the physician's role in quality improvement, utilization management, 
physician-physician communication, and end-of-life cam. Educational programs 
for hospltallst trainees and practicing hospitallsts should address these areas. 

DETERMINATES OF INTERNAL MEDICINE RESIDENTS' ATI'ENDENCE AT 
TEACHING CONFERENCES. ~ and NS Wenger , Depmlmeot of Medicine, 
University of California, Los Angeles, CA. 

Objective: The teaching conference is a major componeat of the internal medicine 
resident curriculum. Achieving high levels of aV.endance at these conferences is a 
concern of proerem directors. Common wisdom holds that av.eadanea is enhanced by 
providing a meal (although funding source may raise conflict of inten~ issues), and that 
attendance wanes with higher inlmtient census, with better weather and later in the year. 
We explored determinates of resident aV, endance at teaching conferences and evaluated 
the relationship of attendance with residem performance on practice board exams. 

Methods: We collected attendance information at all conferences at one in.real 
medicine teaching program during the 1996-97 academic year. Using logistic regrer~sion, 
we evaluated factors associated with aW..ndance including: res/dont characteristics (age, 
gender, ethnicity, residency year, mental status and practice board te~ sonres), resident 
assignmem rotation, type of lecture (noon conference, grand rounds, pathology, 
morbidity and mortality [M&M], journal club, ethics), timing during year (in tertiles), 
whether lunch was provided, daily Medicine service in-patient census and daily ambient 
tempenUm~. Residents were excused if'they were on vacation, away rotations or selected 
services. Practice board scores were derived fi'om tests administered to 2"  and 3 'd year 
residents in January 1997 and were imputed for I 't year residents based on 1998 scores. 
Standard errors accounted for intra-resident correlations. 

Results: There were 199 lectures for the 81 rasickmts. Mean attendance was 51%. 
The logistic regression model revealed that lectures in the last third of the year were 
well attended than in the first third (odds ratio [OR] 0.67, 95% confidence interval [CI]: 
0.52, 0.85). Compared to general noon lectore~ Rsidents more often w~aded M&M 
(OR 2.0, CI: 1.6, 2.5) and grand rounds (OR 1.5, CI: 1.2, 1.9), and less ul~m intended 
journal club (OR 0.61, CI: 0.45, 0.82) and ethics seminar (OR 0.34, CI: 0.25, 0.45). 
Residents attended conferences more often when lunch was provided (OR 1.24, CI: !.05, 
1.46) and when on in-pationt rotations (OR 1.6, CI: 1.3, 2.0). Compared mmretidents who 
scored in the highest quartile on the practice board exam, residents in the 2 , 3 and 4 
quartilus showed a trend toward lower attendance (ORs: 0.97, 0.82, 0.66, respectively), 
with the lowest scorin 8 group statistically significantly lower (CI: 0.45, 0.9"/). Daily 
census, ambient temperature and resident demographics were not related to attendance. 

Conclusions: These findinss confirm, at least in one miming program, the beliefs that 
attendance drops as the year progresses and that hmch increases attendance. Based on 
these data, poor aUondence and poor perform~ce on practice board exams cannot be 
causally linked, but the association merits exploretion. Residency programs may want to 
place important lectures early in the year and weigh whether external funding of lunch is 
worth an additional 24% in atr.endance. 



J G I M  Volume 14, April (supplement 2) 1999 ] 35 

TEACHING EVIDENCE-BASED MEDICINE TO RESIDENTS: D O I ~  IT 
WORK? WILL IT STICK? P.Ganschow, C.A.Smith, M.Saqulb, S.Smabhi, 
S.Yedav, A.Osei, R.McNntt, A.Evans, B.ReiUy. Departmont of Medicine, Cook 
County Hospital, Chicago, IL. 

! ~ :  Despite increasing interest in evidence-based medicine (EBbO, little is 
know0 about how to teach the cognitive and technical skills needed to practice EBM. 
We designed a study to test the effectiveness of a 7-week EBM course in the PGY1 
year and measured the durability of  its effects 6-9 months later. 

Methods: The study was a firm-basad controlled trial involving 55 interns in three 
firms. One firm (n=18) was assigned to EBM curriculum and the other two firms 
served as controls (n=37). The 7-week cola'so, taught by 3 senior faculty and 6 chief 
residents, included 2-3 hours/week of didactic, interactive and computer lab sessions 
focusing on four conceptual and technical domains essential to EBM: 1) question 
formulation, 2) literature searching, 3) quantitative assessment of diagnostic and 
therapeutic information, and 4) critical appraisal. -EBM skills were assessed at baseline 
(pro-test) in 1/98 and again on three subsequent occasions ove~" the ensuing 10 months: 
in 3/98, to essess the effectiveness of the teaching intervention; in 6/98, after the control 
group had also received the EBM course; and, in 11/98, to measure the durability oftha 
intervention effect. 

Results: Baseline scores in the EBM and control groups were similar. After the 
course, the EBM group achieved a significantly higher total test score compared to the 
control group; post-course differences were significant in all domains except critical 

"" Preo ] Post- Adjur, ted Post-test ~domalns) 

%com~ % correct 
EBM 

Control 42 45 (13-28) 56 42 46 38 
p value 0.6 <0.0005 <0.001 <0.001 0.004 0.4 

*adjusted difference for score on pretest (95% confidence intervals) 
Subsequent testing revealed that the control group achieved similar results after they 
received the EBM course. The final test (80% follow up), administered to all study 
subjects 6 or 9 months after the intervention, demonstrated that the educational gains 
had persisted (mean pro-intervention: 41%, mean at 6-9 month follow up: 66% correct: 
p=0.002). 

Conclmions: Our brief EBM course for interns in a large residency program had a 
highly significant educational effect that was sustained for at least 6-9 months after its 
completion. Improvements in question formulation" literature searching and 
quantitative assessment were most marked. Improving residents' critical appraisal 
skills may require revised or additional educational interventions. 

EXTENDING A MEDICAL DECISION MAKING CURRICULUM INTO 
CLINICAL CLERKSHIPS.  Robert Golub, Maria Sbeaghe. Northwestern University 
Medical School, Chicago, IL. 

Background: We have had a formal preclinical medical decision making (MDM) 
curriculum for the last 4 years. During 90 hours of  contact time the entire class of  175 
students studies clinical epideminlogy, study design, liternturs critique skills, 
biostatistics, decision analysis, cost-effectiveness analysis, and the psychology of  
decision making. 

Purpose: To study the impact o fn  pilot intervention extending the MDM 
curriculum into the clinical clerkships, we measured knowledge of  and attitudes about 
MDM and the practice of  evidcnce-basud medicine. 

Methods: Before starting a 12-week Internal Medicine clerkship, 28 third-year 
medical students received a pro-test on knowledge and attitudes about MDM. During 
the first 6 weeks o f  the clerkship, 10 of  the 28 students had a 2-hcor weekly session 
presenting search, analysis, and application nf medical literature constructed around 
the actual patients they were caring for; the remaining students had no particular 
intervention. At the end of  the clerkship both groups were post-tested using the same 
questionnaire as before. 

Results: There was no baseline difference in knowledge and attitudes between the 2 
groups of  students, with the exception of  the mean number nf articles read monthly, 
which was significantly higher in the control group (4.36 vs 2.75, p=0.05). After the 
intervention, there was no significant difference in the mean knowledge scores 
between the groups, although the control group showed a nonsignificant decrease and 
the intervention group a nonsignificant increase in scores. A greater percentage of  
students showed improvement in the intervention group (50% vs 39%); this did not 
reach statistical significance, possibly due to underpewcring. On the attitude 
questions, at the end of  the study period the intervention group was significantly more 
likely to feel that original research was important, and to be confident about reading, 
understanding, and translating the medical literature into patient care. A greater 
percentage of  students in the intervention group improved in the number of  articles 
read per month (100% vs 50%, p=0.006) and in their perceived thoroughness of  
reading research papers (40% vs 0%, p=0.003). 

Conclusions: The present intervention achieved a significant improvement in 
attitudes toward and approach to reading and using medical literature, with a tendency 
toward increased knowledge which may reach significance as more subjects are 
studied. Even with a formal preclinical MDM curriculum, reinforcement and 
extension into the clinical years has additional positive impact. 

DEPRESSION AND BARRIERS TO THE USE OF COUNSELING 
SERVICES BY MEDICAL STUDENTS, JL Givens sod J Tjie, Section of  General 
Internal Medicine, Boston Medical Center, Boston University School of  Medicine, 
Boston, MA 

Purpose: Depression is an underrecognized yet common and treatable disorder 
among medical students. Little is known about counseling service utilization rates 
and barriers to mental health service use. 

Methods: We surveyed first- and second-year medical students (n=280) at the 
University of  California, San Francisco to assess depressive symptoms, use of 
counseling services and barriers to utilization. We measured self-reported 
counseling utilization rates and prcvalnnce of  barriers tu nse. Depressive symptoms 
were measured with the 13-item Beck Depression Inventory (BDI). 

Results: The response rate was 72% (n=194). Characteristics of  the respondents 
were: 57% women; 47% under the age of  23; 52% Caucasian, 22% Asian/Pacific 
Islander, 1 I% African American, and 10% Latino. Moderate to severe depressive 
symptoms were identified in 24% (n-=46) by the BDI, of whom 26% (n=12) 
reported suicidal ideation during medical school. In univariate analysis, female 
gender (p=0.02) and African-American status (p<0.01) were associated with 
moderate to severe depression, as was age over 30 among first-year students 
(p<0.01) and being gay or bisexual among second-year students (p=0.05). First- 
year students o f  Asian-Pacific Islander descent were at highest risk for severe 
depression (p=O.04). Of  all depressed students, only 22% (n=10) were nsing 
counseling services. Barriers cited by depressed students not using counseling 
included: lack of  time (50%), lack of  confidentiality (39%), "no one will 
understand my problems" (33%), "my problems are not important" (33%), stigma 
associated with mental health (25%), fear of  documentatinn on academic record 
(25%), fear of  unwanted intervention (25%), difficulty with access to care (22%), 
and cost (19%). 

Conclusion: Medical students have high rates of  depressive symptoms. While lack 
of use of  connseling services is often ascribed to the ennui associated with depression, 
depressed students frequently cite logistical and academic barriers. Medical schools 
can assist these smdcots by addressing issues such as availability, confidentiality and 
documentation issues. Early care of  impaired future caregivers may have far-reaching 
implications for the individual students, their colleagues and their future patients. 

SHOULD OUR MEDICAL SCHOOL CHANGE ITS GRADING SYSTEM? USE 
OF A DECISION ANALYSIS TO INFORM POLICY-MAKING. Robert Golub. 
Northwestern University Medical School, Chicago, IL 

Background: Our currant clerkship grading system is Honors - Pass - Fail. Recently 
a group of  third-year medical students initiated a proposal to change it to Honors - 
High pass - Pass - Fail. This was brought to the medical school Curriculum Committee 
for consideration. 

Purpose: This decision may have multiple positive and negative effects on different 
students. In the absence of  empiric data to measure the net impact, a decision analysis 
was performed to help inform our deliberations, which would otherwise have been 
based solely on each committee member's personal philosophy. 

Methods: A decision tree was constructed which incorporated what the committee 
felt were the most important consequences of  a change in the grading system: prospects 
for students ntrnining the residency of  their choice (increased, same, worse), and 
clerkship learning clim ate/competitivcoass (same, worse). Baseline assumptions were 
made for the probabilities of each of  these events; because there are no data to support 
these estimates, l-way, 2-way, and 3-way sensitivity analyses varied all of the key 
probabilities from 0-100%, thereby exploring the entire range of possibilities. Outcomes 
from the student perspective were measured in utilities, obtained by having a sample of  
students from all medical school classes perform standard reference gambles using all 
possible combinations of  events. The anchors were better (1") residency with same 
learning climate (best outcome) and worse (,[,) residency with worse (,[.) learning 
climate (worst outcome). Sensitivity analyses were done on the range of  responses. 

Results: Mean utilities (range) for outcomes were (I)  1" residency with same learning 
climate = 1.00, (2) 1" residency with ~ learning climate = .82 (.67-.95), (3) same 
residency with same learning climate = .78 (.66-.93), (4) same residency with ~, learning 
climate = .53 (.45-.65), (5) ~, residency with same learning climate = .27 (.19-.33), 
(6) ,I, residency with ,[, learning climate = 0.0. 

The baseline analysis strongly favored the status quo (expected value .78 vs..56). All 
1-way and 2-way sensitivity analyses favored the status quo throughout their entire 
range, except that changing the grading system is favored only if the utility of  the status 
quo is < .47 with all other utilities unchanged. 3-way sensitivity analysis favored the 
status quo except in an extreme and unlikely combination of  probabilities. 

Conclusions: Under all reasonable assumptions, the current grading system is 
preferable, as measured from the student perspective. Because the results were so 
consistent, the Cmriculum Committee was able to more fully tmderstand the 
implications of  changn, and to make its decision using considerations in addition to 
personal philosophy. By incorporating student utilities, it helped to assure that faculty's 
proxy jndgments were reasonable. Decision analysis may be a useful adjunct to the 
educational policy-making process. 
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WILL TEACHING MEDICAL DECISION MAKING TO INTERNS TRICKLE 
DOWN TO MEDICAL STUDENTS? Robert Golub~ Nduka Nwadiaro. Northwestern 
University Medical School, Chicago, IL. 

Background: We have hod a formal preclinical Medical Decision Making (MDM) 
curriculum for the last 5 years, with the entire class studying clinical epideminingy, 
study design, literature critique skills, biostatistics, decision analysis, cost-effectiveness 
analysis, psychology of decision making, and the practice of evidence-based medicine. 
We are now extending this into the clinical clerkships through a variety of methods. 

Purpose: Since teaching from housestaffis central to student education for reinforcing 
content and role-modeling the importance of these MDM concepts, we measured (l)  
how often students hear these concepts discussed during the Medicine clerkship, and (2) 
the impact on this frequency of an effort to teach these concepts to new interns. 

Methods: Students completing their junior Medicine Clerkship at the major teaching 
hospital over 4 consecutive rotations were asked to quantify the number of times they 
heard 18 specific MDM concepts mentioned by their interns or residents during the 
previous 6 weeks. These included use of probability in medical decision, heuristics and 
bias, test characteristics, calculating post-test probability, searching and critiquing 
literature, decision analysis, and cost-effectiveness analysis. The scoring system was 
0--never, l=once, 2=twice, 3=3 times, 4= 4 or more times. This comprised the baseline 
(we-intervention) experience. 

Incoming Medicine interns have a summer noon lecture series dealing with common 
medical problems and emergencies. This year we added 9 interactive sessions addressing 
all of the major topics in the student preclinical curriculum, preceded by an MDM exam. 
Students completing their Medicine Clerkship in the two subsequent rotations were then 
given the same questionnaire as the baseline studems (post-intervention). Pre- and post- 
intervention results were compared using t-tests. 

Results: The interns' pretest mean score was .60 (SD =. i 1 ). The student pre- 
intervention scores ranged from. 17 ("using 2X2 tables for test characteristics") to 2.87 
("effect of test characteristics on interpreting results"), with a mean of.93 (SD=.65). The 
post-intervention scores ranged from .44 ("heuristics", and "using 2X2 tables for test 
characteristics") to 2.93 ("effect of test characteristics on interpreting results"), with a 
mean of 1.0l (SD=.61). There were no significant differences in the pro- and post- 
intervention scores for any individual concepts, or for the means. 

Conclusions: (1) Students rarely hear MDM concepts mentioned by housestaff. (2) 
Since this type of MDM exposure may be critical to reinforce the preclinical concepts 
and to validate them by role-modeling, it is important to have the housastaff understsnd 
and overtly use them. (3) The present intervention of  an intern interactive lecture series 
was not effective for this. Reasons may have included distractions (e.g., frequently being 
paged away), incomplete attendance due to on-call admissions, or an ineffective learning 
format. Alternative forms of resident education are now being piloted and evaluated. 

EVIDENCE-BASED MEDICINE TRAINING IN INTERNAL MEDICINE 
TRAINING PROGRAMS: A NATIONAL SURVEY. ML Grec~ Yale University 
School of Medinlne, New Haven, CT 

Objective: To characterize avidence-bssed me,nine (EBM) w. l . l .o  in internal 
medicine Raldency progona¢ 

M e f l m ~  A ma'vey ~ m  mailed to prognon d~rantors, followed by a second mailing 6 
weetm later for nm-Rspondmx Prosmms of for~  a freesUmdin8 (dedicated eun~eul~ 
time) EBM eunkulum were queried about the objectives, fommt, enrricoler time, 
attmulanee, faculty developmem, ~ and evalumin~ All ixolFams n ~ d e d  to 
questions regarding in te t~ t i~  EBM teaching into established clinical and ~,__, _ __,:~)ml 
amlvities. 

Remd~: Two-huadrcd-sixty-nineof417(65%)progrmnsn~oded. Ninety-nlneof 
269 (38%) offered a fienstand~g EBM currinulum, which was equally ou,0amon in 
commumity-bnsed [54/]46 (37%)] and onivessity-based [45/] t6 (39%)] pro~nans Co = 
0.8). Among the freestanding ©un'i~'uln, the most o~mmon obje~ives were performing 
critical q,~alsal (78%), seamhin 8 for evidence (53%), posh~ a focused que~on 
(44%), and applying the evidence in decldm-mek~ (35%). Formats included small 
group interactive sessions in 65/95 (68%) of the cmien~.  Seventy of 99 (71%) of the 
formats nentored on an individual patient clinical scenerin md 68/98 (69%) used the 
residents' actual patients. Fitty..one of  99 (52%) of  the lxogrmm provided faculty 
development in EBM skills and ~ 1 1  group fac i l i t a l~  [l~formation 
provided included MEDLINE (97%), ~ (78%), ACP Journal Club (77%). Best 
Evidence (33%), Cochrane Library (32%), and EBM Jonmal (21%). 

Evaluatio~ was performed in 36/98 (37%) of the freestanding ¢orrica]a. Evaluation 
componants included a satisfaction que~ommirn (83%), exercise based on app, aising 
an article (61%), documemafion of perticipafion (58%), exercise based on applying 
evidence to a patient (56%), attitude assessment (33%). EBM imowledge test (19%). 
and documentation of residents' ixactice of EBM (14%). 

Most programs reported efforts to integrate EBM tenchin 8 into established vcoues, 
inehulin~ a t t c o d ~  rnunds [218/261 (84%)], resident report [214/261(82%)], continuity 
clinic [199/26t (76%)], bedside rounds It 77/261(68%)], and emergency room 
[90/261(35%)]. However, only 50% of the programs provided on site electronic 
information or site specific faculty development and mdy 15% tracked the residents' 
EBM behaviors. 

Coadudon:  Moving beyond tmditicoal jonmal clubs, one third of training programs 
offer freestanding EBM cun'ieula, which commonly target important EBM skills, utilize 
the residents' expedance, and employ a small group interactive fonn~¢. Less than one- 
half of the cunlcule, however, include faculty developmmt or curdcalum evaluation 
and many fail to provide important medical infomretion anorces. Most programs report 
efforts to integrate EBM teaching, but numy lack importm~ structural elements. 

LYING TO EACH OTHER: WHEN PHYSICIANS USE DECEPTION WITH 
THEIR COLLEAGUES. MJ Green. NJ Farber, RM Arnold, BM Aboff, JM 
Sosman, PA Ubel. Penn State University College of Medicine, Hershey, 
PA, Christiana Care Health System, Wtlmington, DE, University of 
Pittsburgh, Pittsburgh, PA, University of Wisconsin, Madison, WI, University 
of Pennsylvania, Philadelphia, PA. 

Purposa: To determine the oircumstances under which resident 
physicians say they would deceive other physicians. 

Methods: All internal medicine residents at four teaching hospitals were 
sent a confidential survey, consisting of five vignettes. For each vignette, 
residents were asked their likelihood of lying to a colleague to resolve a 
dilemma. To ascertain how small variations in circumstances affect the 
likelihood of using deception, two versions were randomly distributed. 

Results: Residents completed 222 surveys (v1=110, and ,/2=112) for a 
response rate of 6 7 % .  6 4 %  of respondents were male, 74% white, 35% 
PGY1, 34% PGY2 and 29% PGY3; 93% had a previous ethics course. 

Percent "very"  or "somewhat"  Ilkat to use dec1 )tion 
Vignette % p value OR 95% Cl 

Lying to avoid taking extra call when your colleogue 
wishes to: .02 1.9 1.1-3.4 

• visit her sick father 29 
• attend a bridal shower 44 

Misropresenting a di .a~nosis in the medical record 
to protect confH:lentiahty when the dx is: .07 2.0 0.9-5.0 

• arthritis 11 
• ~ 20 

Fubricaitn~ a lab value to an attending when: .10 1.9 0.9-4.1 
• edmittingyou don't know is acceptable 11 
• you would be ridiculed for not knowing 18 

Substituting your urine for a colleague's random 
drug check when the chanca of bsing caught is: .36 1.6 0.5-5.3 

• 20-25% 4 
• Zero % 7 

Lying to cover up your medical mistake when the 
outcome is: .09 3.1 .9-12.5 

• benign 3 
• severe (the patient hus an MI) 8 

Concluslonm: Although most internal medicine residents would not lie 
to their colleagues about important clinical issues, a substantial minority 
will usa deception to resolve dilemmas. In particular, they may lie to 
avoid taking additional cell, especially when asked to perform extra work 
for non-urgent reasons. Residency directors should be aware of 
circumstances under which residents are likely to deceive. 

RESIDENTS' CLINICAL QUESTIONS IN CLINIC: ARE THEY BEING 
ANSWERED? ML Green, M Cimm~i, and PJ Ellis, Yale Univeaity School of 
Medicine, New I-~van, CT. 

Objective: To chanctcd~ ~xk~ ts '  m ~ d  i~ona~on needs m clime and 
determine how fiequmtly they meet ttzm. 

Mcqthod~ In n ixoepective cohort study, we stud~ed residents in a onivemity- 
ironed pdmaw ¢me reddeccy lxogmm, for 4 weeks dining their seasions in 2 
hospital-based teanhing e "Imies. Aflor ew, h pmimt muoumer, includ~ag d i s ~ m i ~  
with a ~ ,  we asked th~n to idemify any ~qnai,lne ~ qonsfions 
"about the avaluation or managemont ofthe padcot'$ problems." At the and ofench 
session, the Rsidems n~oMed their pmeeptinm of  eanh question on a Libeft scale, 
ragerding fectocs expanted to motivate hxfommine se~'in~_ One week later, we 
cantseted tbem to detenaine if  they p e m ~  their qumions and whinh informmim 
~ r c e s  they comulted. 

RmdW: Ove~ 4 w e c ~  we interviewed 64 residents a l ~  401/404 (99~) patient 
encoonts~ The n~idmts idenfifaxi a totel of  280 new questions or 2 questinm for 
every 3 patients. The types of questinm inck _u~,~_ _: therapy (35%), dJasnods (25%), 
etiology or herin (t 5%), p*'osnosis ('PA), prevemlon (6%), ,irug inform~on (6%), 
clinical ~ m n i n ~ m  (4%), and diniml wesemmlon of disease (2%). In a 
multivadubin m m l y ~  the number of new que~ons per pmient was significantly 
CO < 0.05) asaneiatod with an eerlier postgr~_ ~ yem" ~ = 0.12), larser number of  
problem addressed (.8 = 0.22), the ~eceptor seeing the pmient (p = 0.24), and 
retum visits ~ = 0.26). 

We subsequently cemanted the realdm~ for 277/280 (99%) of the questions. Of  
tbese, 80 (29%) weze pmsued and 71 (26%) were answored, most commonly using 
textbnoim (31%), original talkies (21%), or attand~qgs (I 7%). In a multivariable 
analysis, feer of maytactke Hubility (odds retio [OS] = 2. l ,  p = 0.05) and the befief 
that the pa~,nt expocted the m~unve¢ (OR = 2.3, p = 0.004) were asanclated with 
infomabon p~ ,~ t ,  b ~  tbe typo of ques~on and v~dent ~ wor~ out. 
Lack of nine (60%) and ~ the question (29%) were the most freque~ 
rensnos cited for fidlin8 to pursue a question. 

Comdmiom: Residents in clinic fnxlUcotly encotmter new clinical questions but 
infi~lUently answex them. Efforts to demonstrate the fresibility of limely asarcbes, 
remind them of  their questions, and ~nforce the "liability" (educaticoal ifnnt 
medical) of all questions m y  reclaim missed ~ for self-dirocted 
learn~,. 
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THE LO88 OF 8TUDENT IDEALISM WITH CUNICAL EDUCATION. 
CH G,;~;;~., JF Wilson, Depts of Internal Medicine and Behavioral 
Science, University of Kentucky College of Medicine, Lexington, KY 
Purpose: Prior studies have suggested student attitudes in general 
change throughout their dlnicel educalion (more cynical, less idealistic). 
The puqx)es of lhls project wes to spec~ what patlent types students 
may become less idealistic towards with each clinical rotation, as well as 
how their attitudes towardD the profession c h a n g e s .  
Methods: An 18-item questionnaire was designed and administered to 
88 medical students (91% response) in August 1996 prior to their third- 
year rotations regarding their altitudes towards the medical profession 
and certain patlent-types 0he elderly, patients with chronic pain, 
smokers, drinkers, and the poor). The questionnaire was ra- 
administered to students after completing their 16 week medicine- 
surgery clerkship, with 1/3 the class surveyed every 16 weeks. Analysis 
of co-variance approaches compared student responses prior to third- 
year with their responses after the med-surg clerkship, controlling for 
baseline student cynicism with a standardized validated cynicism scale. 
Results: Students became less idesllslic for pdmerily two patient 
groups: the elderly and people with chronic pain. Examples of item 
responses: after the clerkship students believed a less percentage of 
those over 75 could edequately take care of themselves without 
assistance (65% decreasing to 53%, p=.002) and that a greater 
percentage of patients over 75 were demented (26% increasing to 35%, 
p=0.01). After the clerkship, students believed a greater percentage of 
patients with chronic pain who request narcotics are actually drug 
seekers (16% increasing to 24%, I)=0.006). Regarding the profession, 
after the clerkship students believed a less percentage of physicians 
love what they're doing (65 decreasing to 56%, p:. 003). Them was no 
change in affitudes towards the poor, or smokers or drinkers. No 
specific student characteristics were associated with this loss of 
idealism (gender, age, GPA, board scores, residency choice) 
Conclusion: Throughout the third-year of medical school students 
become less idealistic towards elderly patients, patients with chronic 
pain, and the profession. 

A R H E T O R I C A L  A N A L Y S I S  OF H O W  M E D I C A L  STUDENTS 
L E A R N  O R A L  P R E S E N T A T I O N  S K I L L S :  P E D A G O G I C A L  AND 
P R O F E S S I O N A L  I M P L I C A T I O N S .  RJ Haber  and LA Lingard,  
Medical  Service,  San Francisco  General Hospital.  UC San 
Francisco,  San Francisco ,  CA and Center for Research in 
Education,  U of  Toronto,  Toronto,  Canada  

Purpose :  Oral  p resen ta t ion  skills are central  to provider-  
provider  communica t ion ,  but there is little information as to 
how these skills  are learned.  Rhetoric  is a social science which 
studies commun ica t i on  in terms o f  context  and explores the 
act ion o f  l anguage  on knowledge,  atti tudes and values. We used 
rhetor ica l  p r inc ip les  to qual i ta t ive ly  s tudy how students  learn 
oral p resen ta t ion  skil ls  and what  professional  values are 
c o m m u n i c a t e d  in this process .  

Me thods :  Twelve  third year  students on their Internal 
Medicine  c le rksh ip  at UCSF/San  Francisco General  Hospital  and 
14 teachers  were  observed  dur ing 160 hours  of  provider-  
p rov ide r  c o m m u n i c a t i o n s ,  inc lud ing  73 oral  presentat ions on 
rounds .  D i s c o u r s e - b a s e d  (e thnograph ic )  in terviews o f  8 
s tudents  and 10 teachers  were  conducted  and audio-taped.  

Results :  S tudents  and teachers  had different  percept ions  o f  
the purpose  o f  oral  presenta t ion and this was reflected in 
pe r fo rmance .  S tuden ts  descr ibed  and conduc ted  the presenta t ion  
as a ru le -based ,  da ta - s to rage  act ivi ty governed by "o rder"  and 
" s t ruc tu re" .  Teache r s  app roached  the presentat ion as a flexible 
means  o f  " c o m m u n i c a t i o n "  and a method for " 'construct ing" the 
details  of  a case into a d iagnost ic  or therapeutic plan. Although 
most  i n t e rv i ewed  teachers  viewed oral presenta t ions  rhetorically, 
( con tex tua l ly - sens i t i ve ) ,  most  feedback  that  s tudents  received 
was implici t  and acontextual .  This led to s tudents '  dysfunct ional  
g e n e r a l i z a t i o n s ,  some t imes  resul t ing  in worse  communica t i on  
skills (e.g. c o m m e n t  "be br ief"  resulted in reading faster rather 
than ed i t ing)  and un in tended  value acquis i t ion (e.g. request  for 
less social  h i s to ry  interpreted as social  his tory never  relevant).  

Conc lus ions :  Students  learn oral presentat ion by trial and 
er ror  ra ther  than  th rough  teaching  o f  an explici t  rhetor ical  
model.  This  may de lay  development  o f  effective communica t ion  
skills  and resul t  in acquis i t ion o f  unintended professional  values 

DO LUNCHES MATTER ? FACTORS INFLUENCING EVALUATION OF 
ATTENDING STAFF BY RESIDENTS; RESULTS FROM A SINGLE 
INSTITUTION: Gurm HS. Hull A L, Department of General Internal Medicine, 
Cleveland Clinic Foundation, Cleveland, Ohio. 

BACKGROUND: Staff evaluation is used to identify strengths and weaknesses of 
staff in teaching institution's. Non-academic factors may potentially influence the 
residents when they fill in their evaluations. 

SETTING: A convenience sample of 77 medicine rasidents in a tertiary care 
teaching center. 

METHOD: An anonymous questionnaire was administered to a group of residants 
attending a conference. Subjects were requested to rate the influence of various 
factors on their final evaluation of attending staff nsing a five point Likert scale (0 
being of no influence and 4 being the most influential). Descriptive information was 
also obtained on gander, year in residency, percentage of staff evaluations filled and 
likelihood of filling an evaluation if it was more likely to be positive or negative. 

RESULT: The questionnaire was ret~med by 83 % (64) of the ~idents.  The 
subjects were predominantly male (65%) with a preponderance of first year residents 
(43%). Didactic teaching (mean score 3.76) and respect of residents time (mean score 
3.37) were rated as the most important factors influencing steffevaluatinn. The mean 
rating given to othex factors was as following; bedside teaching 3.42 autonomy to 
residents 3.34, interaction with families 3.26, reputation among residents 2.31, staff 
giving a good evaluation to the resident 1.62, specialty of the staff 1.07, mating team 
to lunch or dinner 0.93, and the staff being of the same gender 0.20. No significant 
differ-nee in the rating was seen with respect to respondents' sex, year in residency, 
or the percentage of evaluations filled. Residents were more likely to fill evaluations 
if they had strung peaitiva or negative opinions. 

CONCLUSION: Residents perceive teaching, respect of residents' time, and staff's 
interactions with the families to most strongly affect their evaluations. Other factors 
that do not directly relate to teaching or patient care are felt to be of less influence in 
their evaluation of staff physicians. 

G E N D E R  BIAS IN E V A L U A T O R S  O F  M E D I C A L  
STUDENTS.  R W  Hagar .  Depar tment  o f  Medicine,  
S tanford  Univers i ty ,  Stanford,  CA.  

Purpose: To  assess i f  the gender  of  an evaluator  
affects scores given to male  and  female medical  
students.  

Methods:  One  year  o f  an  I l -par t  s tandardized 
evaluation fo rm were  analyzed b y  the gender  o f  the 
evaluators  and  students. Means  and  appropriate  T- 
tests were  used to test  s ignificance.  There was  a total 
o f  33 female  students and 4 0  male  students, 57 female 
evaluators and  78 male  evaluators.  

Results: Female  students were  rated on a 1-9 scale 
on all 11 quest ions with a mean  o f  8.04 b y  female  
evaluators  and  7 .80 by  male  evaluators.  Male  students 
were  rated on a 1-9 scale  on all 11 questions with a 
mean  o f  7.94 b y  female  evaluators  and 7.84 by  male  
evaluators.  None  were  s ignif icant  at a P o f  .05. 

Conclusions:  No  bias was  detected in one yea r  o f  
data between male  and  female  students when the 
gender  o f  the evaluator  was  considered.  This  
contrasts with publ ished studies for  other  trainees. 
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MEDICAL STUDENT ATTITUDES TOWARD THE PHYSICIAN - PATIENT 
RELATIONSHIP. P Haldet, J Dains, DA Patemiti, L Hachtel, T Chang, E Tseng, J 
Rogers, Department of Veteraos Affairs Medical Center, Department of Medicine, 
and the Department of Family and Community Medicine; Baylor CnIlege nf 
Medicine, Houston, Texas. 

Backgronud: The physician - patient relationship has been shown to impact 
various biomedical, psychological, and social outcomes among patients. Little data 
exist regarding medical students' attitudes toward this relationship and factors that 
may influence these attitudes. Objective: To explore associations between student 
attitudes toward the physician - patient relationship and year ofschnol and other 
demographic factors. Methods: We administered a cross sectional survey to 413 
first, third, and fourth year medical students at the Baylor College of Medicine. Our 
survey utilized the Patient -Practitioner Orientatinn Scale (PPOS), a validated 
instrument designed to measure individual preferences toward various aspects of the 
physician - patient relationship. Total PPOS scores are comprised of two subseales 
('sharing' and 'caring') and can range from patient - centered (egalitarian, whole 
person oriented) to disease-'or physician - centered (paternalistic, less attuned to 
psychosocial issues). Additional demographic data including gender, age, ethnicity, 
undergraduate coursework, family medical background, and specialty choice were 
collected from die fourth year class. Resnlts: 253 students completed the PPOS. A 
significant decrease in PPOS score (less patient - centered) was associated with 
increasing year of medical school (p=.03). Among fourth year students, several 
characteristics were found to be associated with higher PPOS score (more patient 
centered); these included female gender, white race, and choice of a primary care 
specialty (p<.05 for each comparison). In addition, higher 'sharing' snbscnras were 
associated with a non - science undergraduate major, non - medical elective 
coursework, and female gender (p<.05 for each comparison). In multivariahle 
analysis controlling for gender, white race (p<.001) and primary care specialty choice 
(p=.02) were associated with higher PPOS scores. A significant three way interaction 
between ethnicity, gender, and specialty (1)=.003) was found due to the s~onger effect 
of ethnicity in some groups over others. Age and family background had no 
significant association with PPOS scores. Conclusions: Our data suggest that 
students acquire paternalistic attitudes toward the physician - patient relationship 
during their medical education. These attitudes may be modified by cultural 
characteristics, specialty choice, educational background, and gender. Further 
research is needed to explore the development of these attitudes and the potential 
impact of medical education on them. 

EDUCATIONAL INTERVENTIONS AND RESIDENTS' DRUG PRESCRIBING 
BEHAVIORS. Mark Harrington, Rhenda Tetz, Lisa EIS~ Elizabeth Eckstmm, end Jan 
Madill, Department of luternol Medicine, Legacy Portland Hospitals, Portland, OR. 

Background: Learning to prescribe appropriate, cost-effective medications for aunte 
and chronic medical conditions is an important component of ambulatory internal 
medicine residency training. Training in this practice is, however, rarely done in a 
stmcUa'ed, thoughtful way in continuity clinics, and so may allow lifelong hmppropriate 
prescribing practices by physicians. 
Objeotive: To determine ff a multi-faceted intervention would chnoge residents' 
prescribing practices for spedfic am~e medical problems. 
Methods: During a two-month intervention period we 1) eliminated drug sample closets 
and pharmaceutical representatives' access to the clinics; 2) created permanent, new 
closets with only the most cost-effactive drugs for select diagnoses; 3) held noon 
conferences with residents to discuss cost-effective prescm'oing; and 4) met one-on-one 
with residents to discuss the same and to hand out portable ref~'nce booklets. To assess 
the effect of these interventions, charts were reviewed in the three months prior to and 
after the intervention period. ~ diagnoses were selected for study, based on 
uniformity and ease of diagnosis, evaluation, and treatment as well as existence of 
literature supporting the cost-effectiveness of particular drugs. These diagnoses were 
acute bronchitis, sinusitis, and urinary tract infection. 
Results: Five hundred and two patient encounters with the above diagnoses were 
identified. Two hundred and one were not evaluated because of incorrect diagnosis, 
inadequate documentation, or because the prescribing decision had already been made 
(e.g., by an emergency room physician). Analyzing all diagnoses together revealed no 
improvement in the percent of appropriate prescriptions (76% pre- and 75% post- 
intervention, p = .85). Subgroup analyses by post-gradaatv year and by diagnosis also 
failed to show any improvement. 
Conclusions: Despite a multi-faceted educational intervention, residents did not 
improve their prescribing practices. This lack of improvement may have been because 
residents did not perceive a need to change their ~ ' b i n g  practices, did not receive 
reinforcement of new prescribing practices, were encouraged by other contacts to use 
less appropriate medications, or die interventions were not effective. It is notable that 
one fourth of prescriptions written for common outpatient diagnoses were not cnst- 
effective, evidence-based choices. If residents are to enter practice with excellent drug 
prescribing behaviors, educational efforts during residency need to be broadened and 
intensified. Despite the lack of effect of our intervention, we have shown that a multi- 
faceted educational effort aimed at improving resident di'ug prescribing behaviors is 
fens~le and potentially can be used to promote positive changes in prescribing 
behaviors among residents. 

T H E  N E W  M C A T :  A B E T T E R  P R E D I C T O R  O F  P E R E O R M A N C E  
O F  W O M E N  T H A N  O F  MEN.  SA Haist ,  JF Wilson,  C L  Eiam,  A V  
Blue,  SE Fosson,  Univers i ty  o f  Kentucky ,  Lexington,  Ken tucky  

Purpose .  To de te rmine  i f  gende r  o r  age,  independent  o f  M C A T  sub- 
scores,  predic ts  medica l  school  per formance ,  and  i f  M C A T  sub-scores  
b y  gende r  different ia l ly  impac t  predic t ing  performance.  

Methods .  A re t rospect ive  s tudy  w a s  conduc ted  o f  all matr iculants  in 
three success ive  classes at one  school .  Independent  var iables  included 
M C A T  Biologica l  Sc ience  (BS), Phys ica l  Sciences,  V e r b a l R e a s o n i n g  
and  Wri t ing  Sample  sub-scores ,  gender ,  age,  and  interact ion terms. 
Dependent  var iables  included U S M L E  Step l scores  (Step l )  and  
U S M L E  Step 2 scores  (Step 2), first-, second- ,  and  th i rd-year  (GPA).  
Corre la t ion  and  regress ion  ana lyses  we re  performed.  Fo r  regress ion  
analyses ,  M C A T  sub-scores  were  entered first, then demographics .  

Results .  Gende r  (being a w o m a n  posi t ively affect ing per formance)  
s igni f icant ly  cont r ibuted  to mode ls  predic t ing  second-year  G P A  
(p=.01),  th i rd -yes r  G P A  (p=.02),  and  Step 2 (p<.01).  There  was  a 
s ignif icant  M C A T  b y  gender  interact ion in predic t ing  first-, second-,  
and  th i rd-year  GPAs ,  Step 1 and  Step 2. The  M C A T  sub-scores  were  
more  h igh ly  corre la ted wi th  the future  pe r fo rmance  o f  w o m e n  than  m e n  
(e.g. BS and  Step 2, r=.65 for  w o m e n  and  r=.37 for  men;  BS and  third- 
yeer  GPA,  r=.47 for  w o m e n  and  r=.04 for  men).  The  slope be tween  BS 
and  Step 2 w a s  grea te r  for  w o m e n  than  men.  Fo r  BS sub-score  aboye  
eight ,  a w o m a n  w o u l d  b e  predie ted to have  a h igher  Step 2 than a man.  
Fo r  BS sub-score  o f  I l ,  one  would .pred ic t  a Step 2 o f  225 for  a w o m a n  
and  212  for  a man .  

Conclus ions .  Gender ,  wi th  be ing  a w o m a n  hav ing  a posi t ive 
influenco,  w a s  an  independent  p r ~ i c t o r  o f  medica l  school  pe r fo rmance  
at one  medica l  school .  The  new M C A T  was  more  predict ive o f  
pe r fo rmance  o f  w o m e n  than  o f  men.  Fo r  a g iven M C A T  score (greater  
than 8) a w o m a n  wou ld  b e  predic ted to pe r fo rm bet ter  than a man .  
These  f indings,  i f  general izable ,  could  have  impl icat ions  on  medica l  
school  admiss ion  policies.  

DIFFERING PERSPECTIVE ON SELF D I E E ~  LEARNING DSHatem_ 
DQanlters, University of Massachosetts Medical School, Worcester, MA 

Purpose: To compare student and evaluator's perceptions of whether teachers 
foster self-direoted learning. 

Methods: Studied a s~ond year Physician, Patient, and Society (PPS) course which 
m~ts  wceklyin mnall groups (g groups, 10 students per group, 1-2 
facilitators/group) with a goal of fostering self d i rked  learning (SDL). Learning 
Climate Questionnaire (LCQ), a validated 17 item instrument, used to evaluate 
student's perceptions of learning climate set by teachers at mid point (TI) and end of 
the year (T2). LCQ characterizes ~ r s  as "Autonomy Supportive" or 
"Controlling" (score range 17-85, with lower scores more contrclling). Scores 
assessed for change over time. Two smull g r o ~  teaching s~sions psr group at 
be mnnin Z and end of year audiotaped, transcribed and qualitatively analyzed by 2 
evuluators nfilizin~ all iterative consemms building process. Evalantors used a global 
measure and the four most common teaching behaviors to determine those who 
fostered SDL. Qualitative validity checks were used (data b ~ m ~ o n ,  member 
checks). Student and evainators perceptions of teacher behavior compared. 

Results: Students perceived all faculty to support their autonomy as the course 
progressed (T1=67.0, T2=73.9, p<O.001). Them were n0 differenc~ between 
groups. Evahiator's assessment demonstrated a wide range of teacber behaviors. 
Those behaviors felt to support SDL were in the same domains assessed by the LCQ 
but were more clearly observable and repruduct'cle. Evaiuators assessment 
demonstrated that 50% of facilitators encouraged while 50% did not encourage SDL. 
Domirmnt behaviors that enoenraged SDL included using the students names, giving 
facilitator's perspective, and A~A-ing Cimifying and synthesis questions. Dominant 
behaviors that did not encourage SDL included modeling knowledge end acting as 
expert, asking information seeking questions, and giving facilitator's perspective. 
Overlap in faculty behaviors in both SDL swi~ortive and non-supportive groups 
suggests a contextual variable modifying assessment of specific behavior. 
Evaluators' global assessment of facilitator behavior had 100"/0 agreement with 
Dominant Teacher behavior assessment 

Conclusions: Student and evaluator perceptions of teacher's support for SDL 
differed. While students perceived all faculty to support their autonomy, evaluator's 
assessment suggested that there were differences in the degree to which faculty 
supported SDL. This diserepency may be due to lack of sttLdent clarity regerding 
faculty autonomy ~ r t  and use of their relationship with faculty as a proxy for 
this. AIso, behavioral ckill~ to foster s e l f ~ e d  learning may be inadequately 
defined. Further delineation of such skills to aid faculty and students is critical. 
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FACULTY BEHAVIORS THAT FOSTER STUDENT SELF-DIRECTED 
LEARNING DSHatem. D Qunlters, University of Massachusetts Medical School, 
Worcester, MA 

Pmlmse: To develop teaching behaviors U3 foster self.directed learning (SDL) 
Methods: Previous work demonstrates teacher's autonomy mxpport fosters stu- 

dent SDL. Behaviors associated with "autonomy support" have net been de- 
scribed. We andietaped 16 teaching sessions in a secondycar smaligmupbased 
Physioian, Patient and Society course (PPS) which has a goal of fostering SDL. 
Sessions taped at the be~nnin~ and end of year for 8 groups. Audietap~ tran- 
scribed, and qualitatively analyzed by 2 c~l.~tnrs via iterative c o ~  build- 
ing to determine behaviors that foster SDL. Behaviors ceded, then o r~aniTed by 
themes. Fac~alty ~¢ohiuted as fostering or nut fostering SDL by gichul mensme 
and by their 4 most common teaching behaviors. Qualitative validity checks 
were used (triangulation and member checks). 

Results: We documented teaching behaviors of 16 small group facilitators or 
co-fanilitators. Three SDL fostering themes ~ setting a positive learning 
climate (SIC), questioning for deep level l e a ~  (Q), and encoem~,~ slaxlunt 
involvement in lemning 0ESL). SLC behaviors include using student names, 
humor, encoura~ng students to express opinions about what is learned and pro- 
riding student support. Questioning behaviors include asking application, 
causative, priority, and c l a r i ~  questions, all which require students to reflect 
and sy~tho~i.~ knowledge. Asking multiple qneslioms without waiting for an- 
~t'ers and predomlmtntly il~ormafioB seeking questions hindered SDL. Behav- 
iors facilimtlng student involvement in learning include examinin~ student's 
thinkin~ and pcrfollltal~C, with I'easoBi~g probes and self assessment requests, 
and placing learning in a broader context by framing issues for discussion, mod- 
eling reasonin~ reinforcing key points, and .~,,-,,~Hzing. Non facilitative be- 
haviors included asking then answering your own questions, interrupting stu- 
dents, and acting as expert. Evahiators felt that 50% of faculty fostered SDL 
while 50% did not. Global ~ n t s  agreed with assessment of 4 dominant 
teaching behaviors 100% of the lime. Data validity demonstrated by detelnnining 
that behaviors fit into the SDL domains found in the medical and education lit- 
eratttre. Performing member clmc~ of faculty teaching PPS reanlted in no new 
behaviors added. 
Condusions: We have described a set of belmviors felt to foster SDL in a small 

group setting. Validity via fitersture assessment and faculty memher checks sug- 
gasts content and face validity. Faculty demonstrate this behavior to varying de- 
glees. Faculty development to enhance these behaviors should be encouraged. 
Learning outcome studies are needed. 

STUDENT OBSERVATIONS OF PRIMARY CARE FACULTY TEACHING 
BEHAVIORS. ~ V Taylor, Department of Medlcal Education and 
Department of Family Medicine, Momhonse School of Medicine, Atlanta, GA. 

The purpose of this study was to characterize clinical teaching behavior among 
primary care faculty, as perceived by third year medical students. The goal was to 
improve teaching by focusing, in the faculty development program, on behaviors 
identified as lacking. Suilter, et ai. (Journal of Medical Education, 1975) published 
list of 34 "most helpful" teaching behaviors. These tell into 6 "dimensions": active 
student participation, preceptor attitude towards teaching, emphasis on applied 
problem solving, student-centered instructional strategy, humanistic orientation, and 
emphasis on references and research. We prepared a Likert scale questionnaire using 
Stritter's 34 items and surveyed students completing the third year clerkships in June 
1998. Responses were analyzed using Chi square. We sought to identify items 
where there was statistically significant agreement or disagreement that one of the .M 
helpful behaviors were observed. The response rate was 100% (20 of 20) of the 
students completing the primary care clerkships (Internal Medicine, Pediatrics, 
Family Medicine/Maternal and Child Health). There was statistically significant 
agreement that -'29 of the 34 behaviors were observed. For five behaviors, less than a 
majority of students agreed that they were observed. However, statistical 
significance was not achieved in any of those five. In the "student-centered 
instruction" dimension, the less-observed behaviors were "advised students of their 
progress regularly" and "advised students of their progress systematically". In the 
"emphasis on references and research" dimension, the Inss-ol~erved behaviors were 
"occasionally challenged points in journals and textbooks", "described research 
be/she has done personally", and "emphasized his/her own research". We conclude 
that to a large degree, our primary care faculty are perceived by their students to be 
exhibiting the "most helpful" teaching behaviors. The two dimensions where 
weaknesses were noted by students indicate areas where faculty development may 
prove especially useful. The items related to assessment and communication of 
student progress indicate that our faculty development curriculum should include 
increasing competence and comfort in evaluation of learner s and giving feedback. 
The responses citing lack of discussion of the faculty member's research may 
indicate the need for faculty development to strengthen research skills and broaden 
opportunities to participate in dininal research activities. The item regarding 
occasionally challenging the literature may indicate that improvement in evidence- 
based medicine skills may be needed. Faculty development could address this item 
by improving our faculty's ability to critically read and discuss the literature. 

VARIATION IN rHl~  R E P O R T I N G  OF P O W E R  IN PROMINENT 
MEDICAL JOURNALS.  RS Hebert, TA Elasy. Vanderbilt University 
School o f  Medicine, Nashville, TN. 

Sufficient power is necessary to prevent falsely labeling a result as 
negative. We determined the percentage of  negative articles that report 
power calculations in six prominent medical journals. 

We systematically reviewed original research published in the British 
Medical Journal (BMJ), Journal of  the American Medical Association 
(JAMA), Lancet, and the New England Journal of  Medicine (NEJM) from 
the first six months of  1997. Further, we analyzed all original research 
published in the Annals of  Internal Medicine and the Journal o f  General 
Internal Medicine (JGIM) in 1997. We excluded systemic reviews, meta- 
analysis, decision and cost-effective analysis, ease reports, and studies 
without inferential statistics. Criteria for classifying a study as negative 
included an explicit statement in the article that any of  three major 
outcomes, as defined in the abstract or introduction, were negative or did 
not reach statistical significance to the 0.05 level. 

Six hundred and twenty eight articles were reviewed in the six journals. 
Twenty percent (127/628).were negative. There was no statistically 
significant variation between journals in the number of  negative artieles 
reported (p=0.96). Overall, sample size calculation was reported in 32% 
(41/127) of  negative studies. Differences, however, exist in the reporting of  
sample size calculations between journals.~ Reported calculations are: 
Lancet 50%, NEJM 48%, JGIM 29%, JAM.& 25%, BMJ 23%, and Annals 
18%. Power is determined not only by sample size but also by  delta (the 
difference expected between the exposed and non-exposed groups), as well 
as the standard deviation of  the point estimates. Ninety five percent 
(39/41) of studies that reported a sample size also reported a delta. Only 
27%(11/41 ), however, reported standard deviations. 

Only one-third o f  negative studies in prominent medical journals include 
sample size calculations. Substantial variation exists in the reporting of  
sample size calculations between journals. A reader is frequanfly left with 
insufficient data to determine whether a negative result represents a true or 
a false negative. 

PROCEDURAL EXPERIENCE AND COMFORT LEVEL IN INTERNAL 
MEDICINE TRAINEES. ChristoDber Hicks, Ralph Gonzales, William D. Kaehny 
and Robert J. Anderson, Univ. of Colorado Health Sciences Center, Denver, CO. 

Baekground: Competence in performance of selected ambulatory and hospital- 
based procedures is integral for many internal medicine practitioners. Both the 
American Board of Internal Medicine (ABIM) and several subspecialty organizations 
have defined a quantity of selected procedures they deem as a minimal standard for 
procedural competence. This number has often been arbitrarily defined and there is 
little data correlating procedural experience with- procedure comfort level in internal 
medicine trainees. 

Objective: To ascertain procedural experience and to correlate this experience with 
procedure comfort level and ABIM recommendations in internal medicine bonsestaff 
in a university-affiliated training program. 

Methods: All internal medicine houseofficers (n=140) were asked to complete a 
brief, self-administered survey delineating the number (0 though 20+) of selected 
procedures (including advanced cardiac life support (ACLS), abdominal paracentesis, 
arterial puncture for blood gas, central line placement, endotrachcal intubation, 
flexible sigmoidoscopy, joint splint application, knee joint aspiration, lumbar 
puncture, pelvic exam/pap smear, skin biopsy, and thoracentesis) they had performed. 
Houseofficers were also asked to note their comfort level with performing each of 
these procedures independently on a Likert (I equals very uncomfortable to 5 equals 
very comfortable) scale. 

Results: Survey response was 64%. The minimum number of procedures 
performed to achieve a "comfortable" level - defined as the number of procedures 
indicated by t~o-thirds o1 respondents as necessary to feel comfortable or very 
comfortable - for performing the procedure was: ACLS, I I; abdominal paracentesis, 
3; arterial blood gas, I; central line placement, II; endotracheal intubation, 11; 
flexible sigmoidoscopy, Ih  knee joinl aspiration, 6; lumbar puncture, 6; pelvic 
exam/pap smear, I; skin biopsy. I I; splint application, 6; and thoracentesis, 6. Some 
procedures (skin biopsy, flexible sigmoidoscopy) were infrequently performed (42% 
and 68% of respondents reported zero, respectively). 

Conclusion: To become comfortable, internal medicine trainees reported that they 
needed more experiences than recommended by the ABIM for most procedures 
(except paracentesis, pelvic exam/pap smear, and arterial blood gas). Also, some 
procedures required commonly in medical practice were rarely done. These results 
suggest that more data is required to define common procedural comfort and 
competence. Greater emphasis on perlormance of some common ambulatory 
procedures (e.g.. skin biopsy) is needed in internal medicine training programs. 
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A RANDOMIZED TRIAL OF AN EDUCATIONAL INTERVENTION TO 
IMPROVE THE WRITrEN EVALUATIONS OF RESIDENTS BY FACULTY. 

N_ Fiebach, L GalatyjS Hunt. Robert Wood Johnson _Program and 
De_par~nent of Internal Medicine, Yate University, New Haven, CT. 

Previous studies have shown that facuity evaluations of residents are often non- 
.s .peciflc a n d  .raraly provide recommendations or give examples of sp~ific skills or 
ocnavinrs. Inls study investigated the effectiveness of a brief, multt-lacated educational 
intervention with faculty to h~preve their written evaluation of residents. 

Methods: From July. |997 tolVfay 1998 faculty attending on u general medicine 
inpat~tent service at either a university, Veters~ Administration, or one of 2 community 
hes]~itals were enrolled in this .p.rospective randomized control trial. Each attending was 
rnngomized omy once, nuring meit: first ward month. All faculty used a standard 
evaluation form based on the American Board of Internal Medicine (ABIM) 9-point 
rating scale Ior overall perf.ormence and for 7 other sp~_ ifie categories of competence: 
clinicaljucll~.n, ent, medi~..l knowledge, clinic~.l, skills: .hum, anlsm, teaching ability, 
proresstonallsm, ann mcoical care. Allattendings receivco a standardFro-mtation 
packet outlinin~ attending responsibilities and a monograph on effecUve teaching. 
Attendin£ts in me intervention arm each participated in a brief, 15-20 minute did~tic 
session, lnls session outlined k.ey components m effective feedback and evaluation, the 
need for direct observation of cimical skills, and the impomnce of providing written, 
specinc examples of skills or ba,baviors witnessed d . u ~  the rota.U.'on, aspectally for 
any rating of I-3 (unsatisfactory) or 7-9 (superior). Finatly, attendings in the 
interventlon group received a 3"X5" folding pocket card for each resident annotated 
wire guidelines f6r effective feedback and evaluation. The card also provided ample 
space to record observations of resident performance as an "alde-de-memuir" when 
completing their written evaluation. Written comments on the evaluation forms were 
catagorized by the investigators into a 4 level taxonomy: global comment only (e.g. 
"great resident!"); categoD, specific only (e.g. for category medical knowledge "has 
good fund of imowledge"); comments citing specific examples or behaviors (e.g. 
~compassionate care of patient dying with AIDS"); and recommendations (e.g. "needs 
to read more"). Differences in categorization were resolved by consensus. Evaluations 
of residents who spent less than 2 weeks with the attending were excluded. Chi-square, 
Fisher exact, and Wilcoxon rank sum tests were used to examine differences in 
taxonomic categories between the control and intervention group. 

Results: Ninety-one faculty were randomized: 47 in the iriterventinn group and 43 in 
the control group. No attend'rag declined to varticipate. Forty-six of 47-(98%) 
attendings received the intervention, and 92% (265/288) of eligihle evaluation forms 
were available for analysis. Attendings in the intervention group provided significantly 
more category specific written comments (mean 3.7 vs. 2.9, p7-.02) and comments 
related to the clmi" "cal skills (e.g. history-taking, physical exam) category (36/145 vs. 
16/120, p=.02) compared to control group attendings. Intervention faculty also provided 
more examples/behaviors (29/116 vs. 14/106) in their written comments versus control 
attendings, but this difference was not statistically significant (p= .09). 

Conclusions: This educational intervention, designed to be brief and portable, led to 
p ~ e s  in attanding's written evaluations of residents on a general medicine 
service. Importantly, attendi~ngs in the intervention group provided significantly more 
comments m the clinical skills category, a dimension of competence often neglected in 
written evaluations. 

IMPACT OF A HOSPITALIST TEACHING SERVICE ON INTERNAL 
MEDICINE RESIDENCY TRAINING. 
Mark C. Henderson, MD, Robert G. Badgatt, MD. UTHSC-San Antonio, "IX. 

Many hospitals, including academic institutions, are turning to huspitafist 
physicians to manage the medical care of their inpalients. Yet, little is known about 
how this change effects residency training. 
Purnnse: To measure the impact of a new hospbalist and teaching attending initiative 
on resident satisfaction, education, and patient contact at the University of Texas 
Health Science Center at San Antonio. 
Methods: Beginning July 1, 1997 the Medicine inpatient service was reorganized 
from a traditional team run by an academic attending physician to a service 
supervised by an in-house hospitalist attending. Residents were surveyed each month 
using a questiomrsire coutJtlning 22 Likert-~de questions developed to assess 
resident satisfaction. This questionnaire was pilot tested among general medicine 
faculty. Pre- and post-intervention fmancinl data was analyzed using discharge 
information from the University Hospital Quality Risk Management Department. 
Data was collected between July 1, 1997 and June 30, 1998. 
Results: 55/60 (92%) second and third year residents, the target of out study, 
completed a questionnaire. Intern response rata was 54/100 (55%). There were no 
significant differences found between groups, so the data was combined for an overall 
response rate of 109/160 (68%). Four areas of increased satisfaction were found: 
procedmni supervision, cost consideration discussions, coverage of patients while 
resident is in clinic and overall quality of patieat care delivery. Areas unchanged from 
the prior system were: degree of sotonomy, time spent rounding, and amount of 
feedback given by attending. When houseataf were asked to assess their attendings 
for a variety of shills mandated by ACGME requirements, bospitalist attendings 
received very high scores on: knowledge and use of the medical literature, 
management of complicated patients, and role modeling. However, they were rated 
poorly for observation of history and physical examination skills of the housestsff. 
The patient data revealed a drop in ALOS from 6.1 days to 5.3 days. Total charges 
decreased from $21.5 million to $17.4 million. Admissions decreased from 63 per 
team per month to 61. 
Conclusions: Housestaff educatien at our institution was not adversely impacted by 
the imtiation ofa  hospitalist teaching system. In fact, procedural supervision was 
markedly improved. However, feedback and observation were not improved, which 
reinfomes the need to train haspitalists working in academic environments to achieve 
these educational r e q ~ t s .  Furthermore, this system may decrease the length of 
stay for hospitalized patients further compressing the educational opportunities for 
inpatient medicine ualuing. 

IMPROVING RI~IDENT USE OF ELECTRONIC MEDICAL 
KNOWLEDGE RESOURCES. Bruce Houp.hton.. EC Rich, K Ryschon. 
Department of  Medicine, Creighton University School o f  Medicine, 
Omaha, NE. 

The purpose of  this study was to evaluate the effect o f  an intervention 
to improve internal medicine resident use ofvar ious electronic sources o f  
medical knowledge. We conducted this intervention with first year 
internal medicine, preliminary medicine, and medicine pediatric 
residents over a 12-month period. Thirteen out of  23 residents were 
assigned to an educational intervention on use of  electronic medical 
knowledge resources. The intervention consisted o f  meetings to review 
use of  CD ROMs, electronic medical textbooks, World Wide Web 
resources, and resident independent learning tasks relevant to each "of the 
media. We surveyed the residents in July o f  1997 and again in January 
o f  1998 to assess their response to various questions regarding electronic 
medical information sources. The survey evaluated: 1) Comfort using 
computers, 2) Frequency o f  use o f  the media, 3) Confidence in the 
information, 4) How readily available the various media were, 5) How 
easy it is to find the information in the resource, and 6) How easy to 
apply the information to one 's  practice. The resources evaluated were: 
1 ) Computerized bthliographic searches, 2) Electronic medical texts, and 
3) Interuet/World Wide Web sources o f  information. A Likert scale was 
used to rate the resources. Analysis o f  change scores (A) revealed that the 
intervention group experienced a statistically significant increase in the 
confidence in the information from electronic medical text (A + 0:72 
intervention versus A-0.25 control, p--vO.O06), in the ease ~ find 
infonnation in electronic medical text (A + 1.00 intervention .versus A - 
0.33 control. P-~.024); and in the ease to find information on the InteraCt 
(A + 0.73 intervention versus -0 .44  control, p=0.025). Serf-reported 
frequency o f  use in clinical practice was not significantly improved with 
the intervention. Our findings show that resident attitudes toward 
electronic medicad sources can be improved with a simple intervention 
providing basic instruction. Improving use o f  these resources in clinical 
practice by busy interns, however, may require other strategies. 

EVALUATION OF A NATIONAL CURRICULUM REFORM EFFORT FOR THE 
MEDICINE CORE CLERKSHIP. R Jablonover. D Blackman, E Bass, G Morrison, A 
Goroll." Departments of Medicina, Johns Hopkins University, Baltimore; University of 
Pennsylvania, Philadelphia; and Massachusetts General Hospital, Boston. 

Purpose: In 1995, the Society of General Internal Medicine (SGIM) and the 
Clerkship Directors in Internal Medicine (CDIM) developed and disseminated a new 
model curriculum for the medicine core clerkship that was designed to enhance 
learning of generallst compatencies and increase interest in general internal medicine. 
The purpose of this study was to evaluate the use and impact of this SGIM/CDIM 
Curriculum Guide. 

Methods: In April, 1998, a questionnaire targeting internal medicine main clerkship 
directors at all U.S. medical schools was mailed to CDIM members. The 
questionnaire elicited information about the use and usefulness of the Guide and each 
of its components, barriers to effective use of the Guide, and outcomes associated with 
use of the Guide. 

Results: Responses were obtained from 95 clerkship directors, representing 90 
(72%) of 125 medical schools. Eighty-seven (92%) of the respondents were familiar 
with the Guide, and 80 respondents bad used it. More than 50% of those familiar with 
the Guide reported that the main strengths of the Guide were "identification and 
prioritization of general clinical core compctencies" (82%), "specification of learning 
objectives for general clinical core compatencies and training problems" (72%), and 
specification of training problems and learning experiences" (53%). The most 
frequently identified weaknesses of the Guido were "too ambitious to carry out" (48%) 
and "too much information to assimilate" (47%). Components of the Guide used most 
frequently were: description of general clinical core competencies (used by 83%), 
learning objectives for these compatencies (used by 83%), learning objectives for 
training problems (used by 70%), and specific training problems (used by 67%); 74 - 
85% of those using these components found them moderately or very useful. The 
Guide's learning objectives for general clinical core competencies and training 
problems were used must commonly to orient students to the clerkship, guide changes 
in the clerkship, and help design lectures. The most frequently identified barriers to 
use of the Guide were insufficient faculty time to devote to the clerkship, insufficient 
number of ambuiatory care preceptors and training sites, and need for more faculty 
development. About 30% Or more of thosu familiar with the Guide reported that use 
of the Guide was associated with improved ability to meet clerkship accreditation 
criteria, improved performance of students on the clerkship exam, and increased 
clerkship time devoted to ambulatory care. 

Conclusion: This federally supported initiative that engaged the collaborative 
efforts of the SGIM and the CDIM was successful in facilitating significant changes in 
the medicine core clerkship across the U.S. 
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RESIDENT P A R T I C I P A T I O N  IN FLEXIBLE S I G M O I D O S C O P Y  
DOES NOT ADVERSELY A F F E C T  PATIENT SATISFACTION.  
JL Jackson. E. Osgard, KR Fincher, Dept o f  Medicine, USUHS, Bethesda, MD. 

Purpose  To assess the effect of  resident involvement in flexible 
sigraoidoscopy on pa ten t  satisfaction, comfort and procedure duration. 
Method Four hundred five adults undergoing flexible sigmoidoscopy 
completed previsit surveys on procedure indication, gastrointestinal-related 
history and functional status. Immediately aRer the procedure, satisfaction and 
procedure comfort were assessed. Additional information collected included 
procedure duration, depth of  sigmoidoscope penetration, and visualization of 
diveniculi or polyps. 
Results The four hundred and five participating adults undergoing endoscopy 
had a mean age of  61 years, 46% were women, 78% were white, 11% 
Asian-American and 8 % African-American. These endoscopies were 
performed by one of four general internal medicine staff physicians with 111 
(29%) performed by residents under these staff's supervision. Patient 
demographics, functional status and procedure indication were similar 
between sigmoidoscopies done by residents or staff. Ninety four percent of 
patients reported themselves to be fully satisfied with the care they received 
immediately after the procedure, not different between sigmoidoscopies 
involving or not involving residents (95% vs 92%, p=0 .22) .  There were also 
no differences in patient reports of procedure discomfort (p =0.78)  or 
willingness to undergo the procedure again in the future (p=0.83) .  

There were no also differences in the likelihood of completing the 
procedure, average depth of  sigmoidoscope insertion (Staff: 55.9; Residents: 
54.7 cm, p=0 .25 )  or visualization ofdiverticuli  ur  polyps. However, 
procedures involving residents were considerably longer than those not 
involving residents (22 vs 13 minutes, p <0.0001) .  Even after adjustment for 
patient age, specific staff endoscopist, i>reparatinn quality, depth of 
sigmoidoscope insertion and presence of  diverticuli or polyps, resident 
participation added an average 6.9 minutes to the procedure duration. This 
represents a 38% increase in procedure duration over those done by staff 
physicians alone, after adjustment for these confounding variables. 
Conclusion Patient satisfaction and comfort with flexible sigmoidoscopy 
and surrogate markers of  procedure quality were not reduced by resident 
involvement, though procedure duration was significantly increased. 

RESIDENCY PROGRAM DIRECTOR ASSESSMENT DOES NOT 
CORRELATE WITH STUDENT PERFORMANCE ON A FOURTH YEAR 
OSCE. MJ Kahn. W Merrill HM Szerlip. Tulane University School of Medicine, 
Department of Medicine. New Ode•us, LA. 

A growing number of medical schools have institmed fourth year objective 
stmctured clinical exammauoas (OSCE) to assess clmicnl competence. These 
examinations are postulated to be valid measures of clinical skills and were recently 
adopted by the ECFMG for certification of international medical graduates. They 
may soon be implemented by the NBME as a requirement for lice•sure. However. 
the utility of these exams to predict future clinical performance is not clear. We 
assessed the relationships between performance of fourth year students on an OSCE 
as well as other academic.indices and program director's assessmem of clinical skills. 

We surveyed program directors about the performance of SO graduates from our 
medical school chosen to represent the highest (OSCEHI) and lowest (OSCELO) 25 
performers on our requwed fourth year OSCE. Our OSCE has been in place for four 
)ears and we are currently an NI3ME research site. Program directors were unaware 
of the OSCE scores of the graduates. We asked the program directors to use a 5-peint 
Likert scale to evaluate residents with respect to clinical skills of histoD' gathering, 
pti.vsical exammatiun, laboratory, usage, interpretive skills and medical knowledge. 
We also asked them to provide an overall assessment of the resident compared to 
other residents with which they have worked. We received responses for 44 residents 
(response rate = 88%). We compured the program director responses with OSCE 
scores. USMLE Steps l and 2 scores, and class rank. 

There was no statistically significant correlation between OSCE scores and 
USMLEI (r=0.05. p = 0.72), USMLE2 (r=0.16. p = 0.26), or class rank (r=0.27, p 
=0.06). Program directors scores were skewed toward higher scores (medians 4-5). 
OSCEHI studems tended to be rated higher in each category by program directors. 
However none of thase rankings was significant (p>O. 14 for all compartsons). OSCE 
scores did ant correlate with Likett scores for any parameter surveyed (r t0.23. 
p>0.13 for all compansoas). Similarly, program director evaluations did not correlate 
uith class rank or USMLE scores (r <0,26, p >0.09 for all comparisons). By contrast. 
there were strong correlations among USMLE I, USMLE2 and class rank (r >0.72, 
p<0.001 for all compmisous). 

We conclude that program director evnlnation does not correlate with performance 
on an OSCE. In the groups studied, program director evahiation did not correlate 
v.ith medical school class rank. or USMLE scores. This may represent the program 
dir~tor's tendency, to rate clinical skills in a narrow, high range. If this is the case. 
more smtctored and objective evahiative tools may improve postgraduate training 
progrmn assessment of trainees. 

FACTORS INFLUENCING PROCEDURAL PRACTICE PATTERNS OF 
COMBINED MEDICINE*PEDIATRIC GRADUATES M Johannessohix MD, M 
Cieeaselli, MD, K Kroenke, MD, D Litzelman, MD RegenstriefInatitute, Indiana 
University School of Medicine, Indianapolis, IN 

Purpose: To describe I) procedural practice patterns of Medicine-Pediatrics (M/P) 
graduates, and 2) the association between procedural practice patterns and gender, city 
size, years in practice, practice characteristics, subspecialty colleagues in group, and 
tune spent in inpatient/outpatient care. Method: National survey of 1481 M/P 
graduates identified by the American Board of Pediatrics. The survey asked 3 questions 
about 58 procedures: 1) How often do you perform the procedure? 2) Would you like 
more, less, or the same amount of traimng in residency? and 3) Do you wish to perform 
the procedure more frequently? Logistic regression was used to analyze relationships 
between descriptive variables and 8 selected procedures (treadmill, circumcision, 
ingrown toenail removal, joint aspiration/injection, punch biopsy, ventilator 
management, colposcopy, and sigmoidascopy). These 8 procedural skills are shared by 
primary care and subspecialty providers, and controversy exists regarding the 
appropriateness of having primary care physicians perform them. Results: 60°/0 
response rate was obtained. 75% of respondents indicated no subspaclalty practice and 
only these respondents were used for this analysis. Respondents were 64% malu. Most 
spent >75% of time in an outpatient setting. 60°/0 ofreopondents are <5.5 years f~om 
graduation and 37% practice In small conmmnlties (<49,999 persons). All selected 
procedures ate performed by >30°/0 of respondents except fur colposcopy (3%). Greater 
than 30% of respondents desired more training and to perform all selected procedures 
except ventilator management urore often. Although no predictor variable was present 
in all models, the 3 most consistent predictors of procedure performance are more 
recent graduation (<5.5 years), small corrununity and male gender (See Table). 

Predictors {Odd= g o f  I A k d l h o o d  • M e t / P e t s  G r a d u a t e  Wil l  P e r f o r m  • P t r t i 4 m l a r  P ~ u r e  
Predictor Ci~'ara- Tread- I vemila. I Ptmch ~ Sismoid i Art h m- Cotpo- 

¢isloe mill I ~ ;bie~ toemt ~ ce=e= u~,oy 
Sm al l  t : ommunl t ] t  $.2 4.7 I 3.'/ i 2.7 , 2.2 m I n= m 

M a l c G e u d e ¢  ra 3.S I 1.7 ~ as  2 3.3 2 ns  
R~¢etU ~rlt d u a t e  M 3.0 v$ 1.9 2.9 0.5 n$ us 

practice with a subspecialist who routinely performs the procedure and time spent in 
outpatient practice were not significant in any model. Regarding die other 2 questions 
(desire to perform a procedure more often and have more training in residency), recent 
graduation was the strongest predictor. More recent graduates were less likely to desire 
more trainln S (OR 0.5-0.6) but more likely to want to perform a procedure more often. 
(OR 1.6-2.1). Cnn¢lnsious: Understanding practice patterns regarding city size, gender, 
and graduation interval may shapa trAinln S paths for M/P residents. 

IMPROVING CANCER SCREENING 1N WOMEN IN AN OUTPATIENT 
RESIDENCY SP-:ITING: THE DURABILITY OF AN INTERVENTION TO 
IMPROVE COMPLIANCE. CL Karmcn. Y Hart, K Hoyt, C Carosclla, N LattermmL 
and SJ Petemon. Division of General Internal Medicine. Department of Medicine, 
New York Medical College, Valhalla, NY. 

Purpose. Cancer screening tools are undemtifized in minority and low-income 
populations. In the Adult Prima~ Care Center (APCC) of Westchester Medical 
Center, medical residents care for patients regardless of ability to pay. We previously 
studied the effect of an intervention in July 1994 to improve cancer screening, 
including intensive education of residents, intreductiun of a modified progress note 
requiring documentation of most recent screening tests and chart review by the 
attending physician. In this study, we attempt to determine the durability of these 
interventions. 

Methods. Medical records of women over the age of 50 seen in the APCC between 
July 1997 and June 1998 were randomly selected for review. Patients with a history 
of cancer, those seen only once in three years, or for urgent care only were excluded. 
Charts were reviewed to determine if breast exams, re•mind•rams and Pap smears 
were recommended within one year of the current visit. The number of patients to 
wbom these screening tests were recommended was compared with the number 
screened before (January 1993oJune 1993) and during (July 1994-Jannaty 1994) the 
intervention. 

Results. Medical records of 250 women were reviewed. Sixty patients were 
excluded. Breast exam was recommended to 1131190 patients (59%), mammogmm 
to 134/190 (71%) and Pap smear to 128/190 (67%) of eligible women. In comparison 
to the prior study: 

Before During After 
Recommendation for Intervention Intervention Intervention 
Breast exam 50% 92% 59% 
MammoJzram 73% 83% 71% 
Pap smear 35% 64% 67% 

Conclusions. An inexpensive intervention initially increased breast and cervical 
cancer screening in an Internal Medicine residency setting. There was no recidivism 
in cervical cancer screening as the number of Pap smears performed remains 
improved. Breast cancer screening has. however, declined following the intervention. 
The reasons for this disparity require further investigation. An intensive effort is 
required to ensure appropriate cancer screening in women receiving care in a 
residency setting. 
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THE DEVELOPMENT O F RESIDENT ATTITUDES TOWARD APPROPRIATE 
MEDICAL CARE. ~ HH Lin, AS Steimle, and NS Wenger, Harbor/UCLA 
Medical Center, Torrance, CA and UCLA Department of Medicine, Los Angeles, CA. 

Objeetive: Physicians-in-training learn when to provide invasive and costly 
interventions to critically ill patients. To better understand how and when residents 
learn this skill, we examined the perceptions of  apprepriate medical tseam'lents for 
seriously ill patients among the three post-greduata year (PGY) cohorts at one internal 
medicine training program and their generalist end specialist attending physicians. 

Methods: For patients with specific serious clinical conditions, resident and attending 
physicians were asked to rate the appropriateness of 9 medical interventions including 
intensive care unit admission, cardiopulmouary resuscitation, hemodialysis, transfusion 
and antibiotics. Nineteen clinical conditions were pt--~-=ented, spanning the range of 
prognosis and organ system (e.g. "persistent vegetative state," "hematologic 
malignancy, new case" and "hematologic malignancy, >_3 organ system failure"). 
Responses were rated on a five point scale from very appropriate (I)  to very 
inappropriate (5). Attending physicians were presented only conditions for which they 
care. We compared mean appropriateness scores among PGY cohorts, and between 
residents and generalist aad specialist attendings. 

Results: Ninety-six percent of  residents (65/68) and 73% of attandin&s (176/241) 
from 9 subspeciaities responded to the survey. Overall, PGYIs rated treatments more 
appropriate than PGY2 end PGY3 residents (mean 2.59, 3.00, 2.93, resp¢ctivaly on 5- 
point scale). Residents rated appropriateness lower for patients with worse prognosis 
and for more invasive therapies. 

PGY2/3s (mean 3.74) rated care similar to generalist attendings (mean 3.69). For 
most conditions, PGY2/3s end generalists rated treatments more appropriate than did 
specialist physicians. For example, for a patient with severe dementia (able to complete 
no activities of daily living), mean appropriateness ratings were: PGY2/3 4.13, 
generalist 4.05 and specialist 4.41. However for some conditions, specialists rated 
treatments as more appropriate. For example, for end-stage cardiomyopadiy (non- 
transplant candidate), mean appropriateness ratings were: PGY2/3 3.36, generalist 3.37 
and specialist 2.82. 

Conclesions: Early in Uaining, interns appear to have undeveloped attitudes about 
the appropriate use of  trentments for seriously ill patients. These attitudes, at the studied 
training program, are established hy the PGY2 year end appear to reflect those of  the 
generalist attandings, rather than specialists, for most conditions. The divergent 
attitudes toward care aggressiveness of  attending physician groop~ should be explicitly 
recognized in choosing role models to influence medical interns' attitudes toward 
inpatient practice patterns. 

EFFECTIVE TEACHING BEHAVIORS FOR PRECEIrrORS SUPERVISING 
MEDICAL STUDENTS IN AMBULATORY SETTINGS. ~ MY Lee, SL 
Stone, PG O'Connor. Sections of  General Medicine, Yale University School of 
Medicine, New Haven, CT, Tufts Univenity School of Medicine, Boston, MA, end The 
University of  Massachusetts School of  Medicine, Worcester, MA. 

Background: Althongh medieal student Irainin~ now cmphesizes IL~bnlatury 
experience, optimal teaching skills for wecoptors in this setting have not been alarmed. 
Our purpose was to identify effective teaching skills to guide faculty development. 

Methods: Between 11/96 end 4/97, we conducted seven focus groups with 55 third- 
year students at Tufts and Yale. Students, who were in reqnired ambulatory internal 
medicine rotations, were asked to specify effective teaching behaviors for preceptors. 
From focus groups transcripts, we constructed a survey of  94 behaviors in seven 
teaching domains that was administered to 150 students at three New England schools, 
including the two that participated in the focus groups. On two 5-point scales, students 
indicated if they reconm3end each behavior end rated how important each was to their 
learning, Behaviors recommended "strongly" or "somewhat" a ,d  rated "extremely" or 
"very" important by >75% of students were considered verified as valued by students. 

Results: Among 150 students who volnnteered, 122 (81%) retemed a completed 
survey. Among 94 teaching behaviors in the survey, 51 (54%) were verified as valued. 
The greatest number of  valued behaviors (19) fell into the domain of  "teaching clinical 
skills" and included: I) assure the student sees and examines patients alone, 2) ask for 
the student's assessment and plan before giving one's own, 3) delegate responsibility to 
the student for the wrap-op discussion, 4) delegate respousthility for ascertaining and 
interpreting test results, 5) guide the student in devising a plan of  eare (avoid jnst telling 
the student what to do), and 6) ask questions to lead the student to his or her own 
diaguesis or treatment. The next most numerons domain ( 10 behaviors) was "teaching 
knowledge" end included 1) use questions to probe the depth of  a student's knowledge, 
2) focus questions on important matters rather than trivia, end 3) take time to explain 
therapeutic choices (don't assume the student knows). Valued behaviors from the other 
five domains included: 1) periodically inquire about how the experience could be 
adjusted to better suit the student's needs, 2) hold discussions about diagnosis end 
treatment away from the patient, 3) give feedback at die time of  a patient visit, not just 
in scheduled feedback sessions, and 4) catch students doing something well and praise 
them. 42/94 (45%) behaviors were recommended end rated important by 25%-74% of  
students. The only behavior recommended and rated important by <25% of students 
was asking the student to present the history and physical in front of  the patient. 

Conelnsion: This research has identified 51 teaching behaviors that are 
recommended and rated important by _>75% of third-year medical students. Because 
the behaviors are characterized in detail, they provide ~)secise guidance to preceptors. 
Our fmdings provide the basis for a curriculum on teaching for ambulatory preceptors. 

SEE ONE, DO ONE, TEACH ONE - THE MISSING LINK IN THE DELIVERY OF 
WOMEN'S HEALTH CARE ~:Keams. V. Rajani, S. Kamarei. Department of  General 
Internal Medicine (GIM), The Cleveland Clinic Foundation, Cleveland, Ohio. 

PURPOSE: To evaluate medical resident's and staff member's level of  comfort as 
well as to identify statistically significant differences in managing commonest female- 
specific health issues. Using a medline search no other studies were found which 
directly compared resident and staff comfort in performing and managing these topics. 

METHODS: 1303 female pat!eat visits to our GIM clinic over a 6 month period of 
time were reviewed and an anonymous questionnaire was devised addressing the 13 
most common reasons female patients visited our clinic, based on Intematinnal 
Classification of  Diseases version 9 (ICD9) codes. Using a Liken scale (l=comfortable 
and 5--uncomfortable) residents and staff rated their level of  comfort in 
performing/managing the noted issues. 52/105 medical residents responded (50%). 
25/30 staff members responded (83%). Responses were grouped into comfortable 
(grades 1,2) vs. uncomfortable (grades 3,4,5). Fisher's Exact Test was used to compare 
comfort vs. the independent measures; with alpha levels adjusted for multiple 
comparisons. 

RESULTS: Comparing staff and residents level of comfort in performing/managing 
the 13 issues, a statistical difference was evident in 3 areas: a) urinary incontinence 
where 26% of staff vs. 63% of residents felt uncomfortable (p=0.003). b) depression & 
anxiety 9% of staff vs. 42% of residents felt uncomfortable (p=0.003). c) menopause 
0% of the staff vs. 38% of residents felt uncomfortable (p=<0.001). Comparing male 
and female residents level of comfort in performing/managing the 13 issues, a 
statistical difference was found in one area, management of benign breast disease with 
60% of male vs. 13% of  female residents feeling uncomfortable (p=0.002). However, a 
trend was noted towards the male residents feeling more uncomfortable in 
performing/managing the medical issues compared to their female counterparts, but 
due to the stringent alpha level, no statistical significance was noted. There was also no 
significant difference observed in the degree of  comfort by post graduate year level. 
100% of residents indicated that additional training in women's health issues is 
desirable. 

CONCLUSIONS: There is a strong concordance between resident and staff rank 
order list of  issues with which they are both uncomfortable. We believe that these 
results pertain to most GIM clinics in teaching centers. It is therefore imperative that as 
academicians, we pay particular attention to the needs of our teaching staff as well as 
resident physicians with regards to women health. We recommend faculty 
development courses as well as specific rotations for the residents during their training. 

RESIDENTS' PERCEPTIONS OF THEIR TRAINING IN WOMEN'S HEALTH 
ISSUES IN MEDICAL SCHOOL AND RESIDENCY. JR Kidd, AL Taylor and KK 
Papp, Department of  Medicine, Case Western Reserve University School of  Medicine, 
Cleveland, OH. 

Purpose: Prior to the institution of  an integrated program to increase women's health 
education in our residency program, residents' baseline perceptions of  their education in 
women's health issues during medical school and residency were assessed. 

Methods: A 45 item survey was distributed to 98 internal medicine residents in May of 
1998 and to 38 new interns in August 1998. Demographic information included year of  
training, type of residency (categorical, primary care or other), gender, career plans, 
interest in a women's health fellowship and medical school attended. Participants were 
asked to rate the adequacy of  their training concerning 12 women's health topics, the 
quality of  the training methods used, the quality of  available resources in women's 
health education, and their overall preparedness to give complete care to women using a 
5-point scale (0 = none; 3=adequate; 5=excellent). 

Results: Seventy-six (56%) surveys were completed and returned (25 PGYI, 20 PGY2 
and 30 PGY3 residents and 1 Chief resident); 39% men, 38% women and 24% 
unknown; 18% were primary care residents. The mean + S.D. rating for medical school 
training for all 12 identified women's health topics was 2.88 + 0.96. The mean rating of  
the residents' residency training was 2.15 + 1.00. Perceptions of  medical school training 
correlated with perceptions of  residency training (Pearson's coefficient =0.29; p--0.02). 
Only 42% of the residents perceived their residency training to date adequately or better 
prepared them to give complete care to women. Interestingly, the interns' mean rating 
was highest overall at 2.55 + 1.32, compared to a mean rating of  2.25 + 1.02, 2.30 + 
0.95 in PGY2 and PG¥3 residents, respectively ~ 0.64). There was no diffaranc:, in 
mean rating by gender (2.19 + 1.24 for men versus 2.52 + 1.16 for women; p=0.31 ) 
Compared to categorical residents, primary care residents had a slightly higher mean 
rating (2.64 + 1.01 versus 2.19 + 1.13; p--0.18). Residents rated their training as 
especially inadequate in both medical school end residency in nutrition, medical issues 
in pregnancy, eating disorders end domestic violence. 

Conclusions: Most residents (58%) perceived their residency training to be less than 
adequate in preparing them to provide complete care for women, and there was no 
difference between male and female residents. Primary care residents were slightly more 
confident of  their training compared to others, but their formal knowledge of women's 
issues was not assessed. More specific training in women's health issues and assessment 
of  that training is needed in internal medicine residency programs. 
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A CROSS-CULTURAL EVIDENCE-BASED MEDICINE 
CURRICULUM: A NEW PARADIGM FOR INTERNATIONAL 
HEALTH ELECTIVES. PT Korthuis. L Nekhlyudov, M Green, AU 
Zigaushin, M Sadigh. Yale University Primary Care Internal Medicine 
Residency, New Haven, CT. 

Internal medicine residents p a r t i c i ~  in internafimal health electives 
represent an anderutilized educational resource for host nation institutions. 
We conducted this study to determine the feasibility and ~oac t  of a cross- 
colt-ral e~idence-based medicine (EBM) curriculum ta,~ht by internal 
medicine residents during an international health elective in Russia. 

During a 5-week international health elective for senior U.S. internal 
medicine residents at KaT,~n State Medical University in Kazan, Russia, we 
implemented and evaluated an EBM amTicolum. Subjects included 
Engfish speaking Russian medical students, interns and faculty. We 
established a computer lab with sufficient Internet capability to access 
medical literature databases and negotiated a local Internet Service 
Provider contract for long-term viability. Seven 2-hour seminars were 
conducted to teach basic Medline skills, clinical epidemiology, and 
literature analysis using clinical questions formulated during daily ward 
rounds. Immediately before and after the seminar series, participants 
completed an identical case-based multiple choice EBM skills test 
(possible score 0-4). On the post-intervention questionnaire, participants 
also responded to Likert (1-5) statements assessing the impact of the 
curriculum on their EBM skills. 

26 participants attended at least one seminar session. 13 completed both 
pre- and post-intervention questionnaires, and attended a mean of 5.9 
sessions. A mean pre-test EBM score of 1.8 improved to a mean post-test 
EBM score of 2.8 (p = 0.03, difference = 1.0, 95% C.I. = 0.15-1.85). 
Participants reported substantial improvement in their research skills 
(4.38), provider skills (4.31), and analytical skills (4.69). 

Cross-coltural training in evidence-based medicine can be accomplished 
as part of an international health elective. A series of  seminars conducted 
by U.S. internal medicine residents was effective in hnproving Russian 
physicians' EBM knowledge. 

WOMEN'S  HEALTH IN THE CURRICULUM: A STATUS 
REPORT. Deborah Kwolek, Sandhya Venugopal, Department o f  
Medicine, University o f  Kentucky, College o f  Medicine. 

Introduction: The Council on Graduate Medical Education 
stated that "changes in undergraduate and graduate medical 
education, in addition t o continuing medical education, are 
needed to address adequately the comprehensive health needs o f  
women." The purpose o f  this study was to survey current 
curricular innovations in women ' s  health in medical schools and 
graduate Iraining programs in the United States. 
Methods : 'A medline search years 1990 to the present was used 
to review the literature on  women ' s  health curricula at the 
graduate and undergraduate levels. Approximately sixty articles 
as well as American Association o f  Madical Colleges and 
specialty board publications on this subject were reviewed. 
Results: 1 ) No single specialty focnses exclusively un the 
training of  physicians in the multidiseiplinary comprehensive 
care o f  women  patients and there is considerable debate as to 
whether such a specialty should exist, 2) deficits among residents 
and students in the evaluation o f  women ' s  health clinical 
problems have been documented, 3) although current teaching of  
the medical care o f  women  is fragmented between medicine, 
OB/GYN, and psychiatry, an effort to integrate these databases is 
underway nationwide, 4) few institutions have published reports 
o f  effective methods of  integrating women ' s  health education 
into their graduate and undergraduate curriculum. 
Conclusions: The literature strongly documents the need for 
increased emphasis and innovations in women ' s  health education 
in undergraduate and graduate medical training. Despite this, 
few published reports o f  such innovations are currently available 
in the literature. 

SCREENING FOR DIABETIC NEPHROPATHY IN THE GENERAL 
MEDICINE CLINIC, E. Kxishtul, C. Brod Miller, Division of General Internal 
Medicine, Mount Sinai Hospital, Department of Medicine, New York, 

Background: General internists treat the majority of Type 2 diabetics. 20 to 40 
percent of them will develop nephropathy. The earliest finding is microaibummuria 
frequently evolving to overt proteinuria and progressive kidney failure. This risk can 
be greatly reduced by maximal control of blood pressure, especially with 
administration of Angiotensin Converting Enzyme Inh~itur (ACEI) which can even 
reverse the process when given at the early stage of microalbuminuria. Present 
practice guidelines by the American Diabetes Association recommend screening all 
diabetics for microalbuminaria by quantitative assay at least annually. 

Objectives: Primary care physicians' compliance with these screening guidelines 
has been poor (C. Brod Miller, Mount Sinai Medical Journal, Abstract, 10/1998). The 
aim of this study was to assess the effect of an educational intervention on improving 
general internists' screening for diabetic nephropathy. 

Research Design and Methods: We studied the frequency of nucroalbuminufia 
screening by the General Medicine Clinic (GMC) physicians (22 attendings and 120 
housestaft). Diabetic patients were selected from the GMC computerized laboratory 
data by their HbA 1C results (HbA 1C > 6.0%). The frequency of testing for 
microaibominuria was compared between two periods: Pre-Intervention, May- 
October, 1997 and Post-Intervention, May- October, 1998: urine microalbumin 
excretion- random concentration, timed or ratio to creatiulne, and urine protein 
excretion- random concentratiun or timed. The educational intervention (12/1997- 
06/1998) on management of early diabetic neplLropathy, was done in addition to the 
usual curriculum, and consisted of one lhr small group seminar focused on clinical 
case studies, and lhr standard lecture given by a nephrologist. 

Results: The percentage of diabetics tested correctly for microalbuminuria was 
19% (1800 patients) in the pre-intervention period. After the educational intervention, 
that percentage was increased to 25% (2000 patients). 

Conclusion: This type of teaching inter~,ention resulted in a minimal improvement. 
Microalbuminuria in diabetics is well known to be a forerunner for overt proteinuria 
and increased cardiovascular mortality. Effective treatments to mitigate these 
complications are available. However, appropriate screening remains greatly 
underntllized. In order to improve the frequency of testing it appears necessary to 
increase p ~  care-physicians" compliance by: a) modification of the curriculum, 
including more intensive education on management for diabetic nephIopathy; 
b) facilitating record keeping through computerization of medical records allowing 
automatic reminders to physicians and patients. However, the only effective solution 
may be the mandatory screening of all diabetics for microalbuminuris. 

HOUSESTAFF TIME-MANAGEMENT IN A GENERAL INTERNAL 
MEDICINE OUTPATIENT TEACHING CLINIC. R Lee. S Reddy, and 
C-Y Wang, Division of  General Internal Medicine, Department of 
Medicine, University of Texas Southwestern Medical Center, Dallas, TX. 

Purpose: The purpose of this study is to document the time-management 
characteristics of  internal medicine housestaffin a general internal 
medicine outpatient teaching clinic. 

Methods: The activities of second and third year internal medicine 
housestaffwere observed and timed by the suporvismg staff starting when 
a resident began reading the chart of  the patient and ending when all 
activity related to a patient ceased. Activities were recorded into 5 major 
categories: chart ~vicw, direct patient corttact, paperwork, teaching/case 
presentation, and miscellaneous. 

Results: 44 obsctvatiens were made (28 third yesx residents and 16 
second year residents). On average, residents spent 37.6 total minutes of 
time per patient: 5.8 minutes were spent on chart review (16.5%), 15.8 
minutes on direct patient contact (42.2%), 11.2 minutes on paperwork 
00%), and 4.5 minutes on teaching/cese presentation (12.1); <1% was 
spent on miscellaneous activities (i.e. answecing pages, telephone calls). 
There were no statistically significant differences between second and 
third year residents in the total time sixmt (39.7 minutes vs. 35.3 minutes) 
or in any specific mbset of  activity time. The residents filled out an 
average of  6.6 forms per patient, not including the progress note. 

Conelusiom: Internal medicine residents spend a significant proportion 
of  time on i~tperwork and a smaller fraction of  time on cese presantation / 
teaching activities. Decreasing the amount of  time spent on paperwork will 
increase the time available for direct patient care or teaching related 
activities. 
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THE BROWSING JOURNAL CLUB: A NOVEL APPROACH TO THE MEDICAL 
LH'ERATURE. J Leviss. E R.izinashvilL N Kathuria. Department of Medicine, New 
York University School of Medicine. New York, NY. 

Objective: In the traditional journal club format emphasis has been placed on 
teacinng critical appraisal skills of the medical literature. Additinnally, the journal cinb 
offers a means of keeping up with the expanding body of medical knowledge. Here we 
report our experience with • new jottrnal club format which feouses on these goals 

Methods: The Browsing Journal Club was establish~ three years ago as • 
complenRntsry tonl to the traditional journal club in order to teach skills n s q ~ L ~  to 
survey biomedical literature. The Browsing Journal Club is • required weekly one 
hour conference fur all interns and residents during the Ambulatory Care Bieck Month. 
Three general medicine faculty members co-precept the conference, frequently 
accompanied by additienal faculty members. Objectives of the browsing journal club 
and presentation format are reviewed at the be~rj'nnin~ of each rotation. During each 
one hour sesston two residents present serf-selected articles from the preceding issues 
of The New Endand Journal of ~ and either The Annals of Internal Medicine 
or The L, ancet (one journal per resident) after presenting an overview of the entire 
issue. The presentations are structured to use evidence based medicine guidelines in 
presenting the articles. On average, six to seven articles are discussed, including 
clinical trials, reviews, and commentaries. A survey was conducted of the residents in 
the third year of the journal club. 

Results: Over 90% of the house staff subscribed to •t least one of the journals used 
in Browsing Journal Club. 88% agreed that the browsing journal club format was an 
"effective way to keep up with hh¢ medical literature;" 81% agreed that the journal club 
encouraged there"to read joumals...[they] might not have read otherwise;" 94% agreed 
that "the discussions •bout individual articles were interesting and helpful in 
understanding new concepts in clinical medicine;" 46% reported reading "additional 
medical journals because of exposure to them at browsing jotmtal club;" and 90% 
would "recommend the journal club to other training programs." 

Conclusion: The journal club is ubiquitous as • teaching tool in medical and 
surgical training programs and is required for residency accredit••inn in internal 
medicine. Essential functions of the journal club include: teaching • critical appraisal 
of the medicsl litersture: improving skills in epidemiology, maintaining • thurungh 
knowledge of the current medical literature; end focusing on the liter•mre's impact on 
clinicsl practice. The browsing journal club offers • novel approach to teaching skills 
imporlant in surveying the medical literature and increases house staff awareness of the 
varied formats existing in the medical literature. The house staff who participated 
strongly recommended the format to other residency programs. 

ASSESSMENT OF ADEQUACY OF RESIDENT OUTPATIENT 
CONTINUITY CLINICS AT DENVER HEALTH FOR PRIMARY 
CARE PRACTICE. UG Mason, B Smith, B Jeffers, and PS 
Mehler, GIM Division, Denver Health Medical Center, Denver, 
CO. 

The purpose of this study was to examine the outpatient 
resident continuity training program in the General Internal 
Medicine Department at Denver Health Medical Center in order 
to identify areas where the training program needs improvement. 
Seventy-five surveys were sent to physicians who completed 
their residency at Denver Health between 1988 and 1997. Forty 
surveys (54%) were returned representing each year and 
vanous regions of the country. Thirty responders had completed 
the program within the previous five years. Devoting 67% of 
their time to clinical duties, 21 males and 19 females 
characterized their practices as urban, with a mean of 20 
predominately white patients seen on a busy day, and with 
faculty appointments. Chi-square and other statistical analysis 
revealed that respondents rated the training program adequate 
or very well concerning their preparedness in the following 
areas: endocrine, allergy, pulmonary, and cardiac problems. 
The respondents rated their training in certain miscellaneous 
areas as inadequate or not-at-all including business aspects, 
adolescent medicine, female Sexual dysfunction, nutritional 
problems and multiple sclerosis. In this day of managed care, 
internal medicine residency training should increasingly 
emphasize the business aspects of primary care while sustaining 
adequate training in the major medical areas. 

LIMITATIONS OF THE USE OF STUDENT AND PRECEPTOR QUESTIONNAIRES 
TO ASSESS ACHIEVEMENT OF COURSE GOALS IN MEDICAL STUDENTS' 
LONGITUDINAL COMMUNITY-BASED CLINICAL EXPERIENCES. EI Lubethln. 
SK Krackov, and C Sturey-Johnson. Division of General Medicine, Colmnbin University 
College of Physicians and Surgeons and the Joan and Sanford Weill Medical College of 
Cornell University, New York, NY. 

Pawose: Lonomd~  interdisciplinary comm~ity-besed progams have become 
increasingly popular to provide early clinical experiences for medical students but pose 
challenges to evaluating student achievement of cours¢ goals. We sought to examine 
the usefulness of assessing student and preceptor perceptions of student achievement of 
physical examination skills and other ¢un'iculer goals. 

Methods: We sm'veyed 114 first-year students and their preceptors in a longitudinal 
community-besed program at the Welll Medical College of Corner University. The 
survey used a Likert Scale to assess how well students and preceptors feR they 
achieved specific course goals and how well their expectations for achieving the com'se 
goals were met. Students also rated global learning and satisfa~ion during each office 
preceptor session on a Likert Scale. An independent assessment of student 
achievement of physical e]caminatlon skll~ w ~  made using a demonstration 
examination format at the Medical College. 

Results: Preceptors' scores for student achievement of  course goals were 
significantly higher than students' scores for all goals ~ (p< .01). Students' 
post-course scores for achieving their goals were invariably lower than their pre-com~ 
expectations (p< .001). Global leamin 8 and satisfaction scores were high and all 
students performed Satisfactudly in •be demmsUatlon examinatloo, Precepto~ wese 
confident in the perception of their ability to teach the curricular materini and showed 
no da~ge in lids peroaptinn derma the cour t .  

Cone/us/ons: This study shows that students end preceptors may not agree on 
student achievement of course goals and that students rate their post-course 
performanc~ lower than their pro-conr~ expectations of  performance. This eccuned 
even though the students' perceptions of globel learning and satisfaction during office 
preceptor sessions were high. The students' lower ratings of post-course performance 
in the area of physical examination occmred in spite of satisfactory skill performance 
in an independent assessment. These findings suggest that (i)  questionnaires assessing 
student and preceptor perceptions of student achievement of specific goals should be 
independently verified before making decisions to modify objectives and activities in 
these kinds of courses and (2) the high expectations of students with respect to level of 
mastery of physical examination skills may adversely hnpact the evaluation of the 
coffee. 

P E R F O R M A N C E  TRAINING:  A N  A P P R O A C H  T O  T E A C H I N G  
C O M M U N I C A T I O N  SKILLS,  Susan  M ~  MD, Long  Island 
Col lege Hospi ta l ,  Brooklyn ,  N Y  

Consumer is t  t rends in Amer i can  medic ine  are p lac ing  increased 
demands  o n  physic ians  to be more  attentive to the relational 
aspects  o f  care.  The medica l  conversat ion,  shaped b y  the scientific 
me thod  in w h i c h  phys ic ians  are t rained,  is linear, interrogatory,  
adheres  to a defined a g e n d a  and  is scientist  driven. It is a mode  o f  
conversa t ion  that  does  not  p romote  a consciousness  of,  nor  a l low 
examina t ion  of, the relat ional  act ivi ty  that  is taking place.  To 
address  these issues a noncognk ive ,  nonscientif ic,  pe r fo rm• to ry  
app roach  to teachin S communica t i on  skills was  initiated for  first 
year  res idents  at  Long  Is land Col lege H o s p i t a l  S t a f f m e m b e r s  
fi 'om Per fo rmance  o f •  Lifetime, a N e w  York  based per formance  
school  for  non=performers,  conduc t  e ight  weekly  sessions o f  
pe r fo rmance  training for  medical  res idents  in which  they improvise  
scenes, receive directions f rom skil led ac tors  and create  a play. 

What  we  have found is that  residents  part icipat ing in 
pe r fo rmance  t raining have  the  exper ience o f  creat ing a 
conversat ion---as  opposed  to s imply  engag ing  in a "pre-  
s c r i p t ed ' d i a logne - - -wkh  patients.  Pe r fo rmance  t r a J m g  as a 
pedagogica l  approach  has  p roved  valuable  in teaching residents: a) 
active l is tening skills, b) to accept  the pointlessness o f  pat ient  
centered conversat ions,  and  c) to effect ively engage  in 
conversa t ions  that  involve medica l  uncertainty.  A descript ion and  
videotape o f  the t ra ;nlng model  and  the results o f  a post -course  
survey in wh ich  res idents  responded  to this unor thodox  training 
app roach  will be presented.  
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DO HMO STAFF PHYSICIANS WHO PRECEPT DIFFER FROM 
PHYSICIANS WHO DO NOT?. KM Mazor. "IS Field, JH Gurwitz, D 
Harem, Meyers  Pr imary Care Institute, Universi ty o f  Massachuset ts  
Medical  School and Fallon Healthcere System, Worcester,  M A  

B a c k g r o u n d :  Undergraduate medical education increasingly calls for 
the participation o f  community-based physicians as preceptors. 
Managed care organizations may be hesitant to encourage practitioners 
to participate in these programs since the potential impact  on physician 
practice is unknown. We compared preceptors and non-preceptors on a 
measure o f  patient satisfaction, and selected physician characteristics. 
Methods :  Participants were 82 general internists (n= 62) end family 
physicians (n--20) in a group-model  HMO in central Massachusetts.  
Physicians were classified as preceptors i f  they had precepted medical  
students in an ambulatory sett ing during the two previous academic 
years (n=32). Dependent variables were patient satisfaction ratings, 
panel size, specialty uti l ization rates, age, and years at current HMO. 
Satisfaction data were collected via  a mail survey o f  a random sample of  
patients. Satisfaction ratings for each physician were calculated based 
on all returned surveys for that physician (mean number o f  returned 
surveys = 81). The mean across patients and across 11 items was 
computed to obtain a single satisfaction rating for each physician. All 
i tems were rated on a 5-point scale, with 5 being the highest rating. 
Satisfaction scores for preceptors/non-preceptors were compared using 
t-tests, as were between-group differences in physician characteristics. 
Resul ts :  Patient satisfaction ratings for physicians who  precepted were 
nearly identical to those o f  physicians who did not. The overall mean 
satisfaction rating for preceptors was  4.56 (sd=.124) compared to 4.52 
(sd=.147) for non-preceptors. No significant between-group differences 
were found on any o f  the individual items, nor on any o f t b e  physician 
characteristics studied. 
Conclusions:  For  the primary care physicians studied in this managed 
c~u'e setting, precepting medical  students had no impact on patient panel 
sizes or satisfaction ratings. 

CHALLENGING ASPECTS OF THE PATIENT-RESIDENT 
AMBULATORY ENCOUNTER. KC McKenz/e. DA Fiellin, LB Hickey, 
J Concato. Yale University School of Medicine, New Haven, CT. 

The importance of embulatory training sites is increasing as medical care 
moves from inpatient to outpatient settings. Better characterization of resident- 
patient encounters at these sites can improve resident education. The goal of the 
current study was to identify and quantify the challenges that residents encounter 
while caring for patients in an ambulatory setting. 

We conducted a survey of third year medical residents as they provided care 
fur patients in three ambulatory training sites. All patient visits (n: 177) to 
randomly selected residents during 24 continuity clinic sessions (8 sessions at 
each site) were included. A self-administered questionnaire was provided to the 
resident after each patient encounter. The residents were asked to describe, in 
an open ended fashion, aspects of the encounter that they found challenging, 
difficult, or time consuming, end were then prompted to consider issues of 
patient care, clinic administration and patient-physicien communication. The 
resident's responses were independently categorized by two reviewers and 
organized, by consensus, to form a taxonomy. Similar responses within each 
axis and category of the taxonomy were tabulated. 

Among the177 responses analyzed, 33 were excluded because they did not 
mention specific challenges. A taxonomy was constructed from 159 challenges 
cited in the remainingl44 responses (some answers included more then one 
challenge). The taxonomy was organized into 2 axes: (1) patient-resident 
interaction (including categories of patient characteristics, clinical issues and 
family involvement) and (2) clinic site (including categories of information 
management and ancillary services). Responses describing patient-resident 
interactions included patient characteristics (37%), clinical issues (32%)~md 
family involvement (1%). An example of a challenge in the category of patient 
characteristics was: "Patient has difficulty focusing on main complaint, but at 
the same time is obsessive about other details." An example in the category of 
clinical issues was: "I have spent one year and multiple VNA visits trying to get 
blood glucose control." Responses describing the clinic site included 
information management (16%) and ancillary services (13%). An example of a 
challenge in information management was: "Too many consulting clinics not 
coordinating care and not communicating to primary M.D." 

We conclude that identifying challenges in patient care encountered by 
residents during clinical sessions can provide information to help guide resident 
education and improve patient care. 

A METHOD FOR PERFORMING REAL TIME EVIDENCE BASED 
GENERAL MEDICAL A r t  I~NDING ROUNDS. Thomas Mf(~ion MD, MPH. 
Montefiore Medical Center, Albert Einstein College of Medicine, Bronx, NY. 

Objective: To assess the potential effect on patient care and practicality of 
evidence based general medical attending rounds. 
Methods: During a month of tr~litional attending rounds randomly selected 
residents and medical students were requested to participate in a Evidence Based 
Attending Month. Residents end students were ask to develop questions related 
to the cases presented on rounds. They were then requested to search Med-line 
or other electronic data bases for literature to resolve their clinical question. The 
following day residents end students were requested to present their search 
strategy end findings to the group. Each post-call intern end student was 
requested to develop one question per call. Formal questions were not 
developed on weekend days or on Mondays. The residents, students, and interns 
were instructed to act as a team in the data retrieval end critical appraisal 
process. At the end of the month residents end students were asked to evaluate 
for each case whether or not the process had: (I) changed the management of 
the current patient, (2) changed the way they will manage future similar 
patients, or (3) informed them in any way about managing similar patients. 
Results: In addition to routine questions and literature review an average of four 
questions were developed per week with subsequent searches end evaluation of 
the literature over a four week period. A total of 12 cases were formerly 
evaluated out of a potential 16 cases for a 72% completion rate. A total of 17 
new articles related to the developed questions were retrieved end critically 
appraised. Approximately 50% of the po~icipants thought the process affected 
the immediate care of the patient, 75% thought the process would affect care of 
future similar type patients, and over 90% of the participants thought the process 
informed them about the disease process in general. 
Conclusion: Evidence based attending rounds that is literature based and 
question driven has the potential to impact the immediate and future care 
patients. 

IMPROVING (~.,INICAL OUTCOMES WHILE INCREASING RESIDEICr 
INVOLVEMIDCr nq THE CARE OP HIV OUTPA'FIEWI~. LB Meade. KT 
Hincboy and AD ~ Baymate Med/cal Canter, Teas U ~ e ~ t y  

l n ~ :  Cam of I ~ i e ~  with HIV ires ~ l  f~m g e n e ~  to HIV 
subeq3enialist since the Kl~mt of combination u n ~ r a l  therapy (ARV TX). 
This frond ~ a ckallunge to resident ~!_,cJaAion and may not be fens/ble in 
many settings. The goal at" HIV care is viral suppression; outside of a clinical 
dmgtfial. 50"A-6 .5%~pmlemsareach leve th i sgoa l .  Wcdeveinpeda 
muitidisciplimmy HIV team to assist internal medicine residents with HIV care 
und ~ tlua this mppmive program would improve clinical outeome~ 
Mel l~ l~  h ~ f y  1997 v~ ini~t_~d a proapcedm~ historical stody 8t an u~4m 
resldency dinic wi~  un AIDS case rm~ of 196/100,000 und tl~ most enmmoa 
mmsmissiun category being immveumm drug use (57%). The mul~lisC~plinmy 
HIV team wss Eccmiblc during clinic bunts und co _ ,~ i~  ~ un intendst with 
HIV c x ~  un HIV nursc und un HIV casc manage. At thc onsct of the 
prngram und thun re-,mira 16 months later we ~ _ , ~ _  data on thc ~ of HIV 
patients: 1. ~fefed and edocated albunt ARV TX 2. ____acce~-q~d~ ARVTX and 3. 
suppreued on ARV TX with a viral lund < 400 cepim/mL of P.~A by PCR. 
lteml~: Clinical mcaanres were as follows: 

o ~  thmapy effereOeducated 
~A~v ~x~ !ARV ~x. ~v~x ~ea 

No I.I/V team #patients 46 42 13 
n-64 % 72% 66% 31% 

With HIV team # patiunts 73 47 32 
I;=89 % 82% 53% 68% 

pvalun >0.1 >0.1 <.05 
Dlaenmiem: Potent enmbinmion ART "IX was made available outside of a drug 
trial in Junumy 1996. However, in Jnfy 1997, unly 31% of HIV patiants in this 
clinic we~c suppsmsed un thorapy. An on sitc HIV tenm allowed nu~laots to 
continue the l a ~ m y  munngcmunt of their HIV pmiants with cfinical support 
from an H1V expert. Residoats we~ able to offer patients thorough 14131 
education before starting ARV TX. Patients were able to make an informed 
cboice about maning und ~t~-~ing to therapy. An on site HIV tenm algnificantly 
increased the number of patients-with suppressed viral loads on ART "IX aad 
allowed for ~ tO minmin primaly ~ of their HIV paficals. 
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GENERAL INTERNISTS' KNOWLEDGE AND PRACTICE ABOUT WOMEN'S 
HEALTH ISSUES. RM Me iia~, R Fayanas, M Recondo, E Casal, EJ P6rez-Stable. 
Programa de Medicina Interna General, Hospital de Clinicas Jose de San Mattfn, 
Universided de Buenos Aires. Argentina and University of  California, San Francisco. 

Purpose: In Argentina internal medicine training has traditionally not included 
women's health issues given that this has been the realm of gynecologists. General 
internal medicine programs have begun to introduce women's health issues to routine 
clinical care. We assessed the level of knowledge among practicing generalist clinicians 
from I I  medical ~ in 4 mginus of tbe country. 
Methods: We distributed 291 surveys to internists affiliated with the medical centers to 
assess knowledge of topics in women's health (10 point scale) and frequency (always, 
frequently, occasionally, never) with which 12 specific clinical issues were discussed 
with their female patients. 
Results:. 175 surveys were completed (60% response). 66% were men, average age 
was 46.4 yr., the average number of patients seen per month was 224, and of these 
64.1% were women. The average knowledge score was 4.7 (+1.9) and only 12% of 
respondents scored >__ 8. The proportion of physicians who always or frequently 
discussed specific clinical issues with their patients was: osteoporosis (88%), 
menopausal symptoms (81%), breast cancer screening (81%), cervical cancer screening 
(77%), menstrual problems (65%), hormone replacement (50%), STDs (50%), urinary 
incontinence (49%), vaginitis (46%), birth control (40%), sexual dysfunction (25%), and 
domestic violence (11%). There were no significant differences in responses between 
men and women. Only 51% of respondents had some training in women's health and 
85% perceived a need for additional training. 
Conclusions: Them is a perceived need for enhancing internal medicine training in 
Argentina to inclode content on common clinical issues relevant to women's health and 
in physical exam skills for breast and cervical cancer screnning. Sexual dysfunction and 
domestic violence were the two issues least likely to be addressed. 

THE JOURNAL CLUB: REPORT OF A SUCCESSFUL FORMAT. 
VM Montor~, JO Ebbert. Mayo Clinic. Rcchester, MN 

Purpose: To develop a format for a journal club (JC) that would be 
appealing, self-perpetuating, and practical while training internal medicine 
residents in critical appraisal skills. 

Methods: The organizers choose a clinical question based on an actual 
patient. The best available literature is selected. This usually represents 
one or 2 articles of the same type (i.e., therapy). The clinical question and 
the articles are advertised to the residents through e-mail. The first 18 
respondents are invited to attend. The JC is a monthly, resident-run, 
extracurricular activity held after-hours on a weekday in a local 
convention room. The meeting starts by describing the clinical scenario. 
Residents construct a clinical question, select an appropriate literature 
source and develop an optimal search strategy. Small groups of three 
follow the User's Guides to the Medical Literature to critically appraise the 
selected journal article. After reviewing the article, the entire group 
decides on the article's validity, results and clinical applicabilRy to the 
patient in the clinical scenario. In t~e process, concepts of clinical 
epidemiology and biostatistics are reviewed as needed. A one-sheet 
meeting-generated critically appraised topic (CAT) is produced and 
posted on a dedicated web page. Attendants provide feedback using 
evaluation forms and offer clinical scenarios for future meetings. 
Organizing responsibility is shared by participating senior medical 
residents. 

Results: The JC was often booked within 1 day of the advertisement. 
Meeting attendance approached 100%. Forty nine percent of the 
residents filled out an evaluation form. We report the evaluation data for 
the first 6 months. Ninety eight percent of the residents rated the 
educational value of the JC as "very good to excellent." All the 
participants wished to return. Seventy three percent of the residents 
reported questioning or changing their practice following the JC meeting 
while 24% reported that the activity justified their practice. Only 2% 
reported no practical benefit from participating. 

Concltmlons: We have established a viable and appealing case- 
based Journal Club format with perceived excellent educational and 
practical value. 

DIFFgRENCES BETWEEN RESIDENT AND STAFF ANTIBIOTIC 
PRESCRIBING PRACTICES IN A T E A C m N G  CLINIC BA Mincer. 

I n tm~ M.edicin~ Mayo Clinic Jad~onville. 
Imppmpri~z ~c of ~nfibiofics ls ~ to bca ~gmfic~t ~ctor in the 

ino~¢in~  i~,valenas o~ ~ O~ni~nnt Prol~ ¢,@w~fion of resi~ats 
coamatsg prescribing during ~ trnlnin~ is amre~cany ray 
~ in establ~ a basis for alSa'claiat¢ antibiotic use in the future. 
We sought to ¢o%-~,~ the antibiotic lncsm'bing p rances  c~ n=idents and 
staff pl~elan~, and of n:mdemsat ~ ~,_~_~nal levels, to determ~ ff 
rcsidems pn:scribc newer, b __ro~__ ~ ~ ib ic l i cs  more fi~lmmfly than 
~ a f f l ~  Mc0mds: AR ~ t  visits for acute gim~tis ( ~  
using IC~-9 c~k=) in our ~ r n m ~ .  i W ~ medicine pra~io~ ~ July 
1, 1995 and June 30, 1997, were reviewed. Level o f ~ i n i n ~  ~ ' ;1~ tre=fin~ 
physician, anf ibio~ prcsc~flz~ paticat a l l ~ ¢ ~ ,  race, and county of  n:sid~z~ 
~r~x~cor¢l~l. Anfibio~cswcr~divkl~imotwogroups:  olc~r, m n o w c r  
spectram, I , ~  ~ a ~ s  (amoxicllli~ l~-generafion cephalosporins, 
l i l n , - . ~ ,  c t i n~my~  czythmmyc~), and nmv~, br~ck~'-spo~z~,  more 
expensive ageats ( ~ w ~  ~ qu~olon~, 2 ~- and 3~-gnaemti~ 
cepha~inS,  and amoxiclU~v,,t-~,.).  Comimris~ of drug group 
pICSC~ ~ / i S ~  aid i I CaCh ~'vcJ ~ ~r-i'nln~ 

,,~%~ th~ chi squans test for ~ : h  ~ Mulflvarin~ l o s i s ~  n ~ n  
auabw was also pc~brmed ,~,,~ physician _ _.~_ _ ~ and patieat a~, gca~, 
race, coumy of ~ and al im~ to pcmc~in ~ an~ as p m s ~  
ima~¢tor~ Results: Fir~ ( la)  and ~ooml (2'~) ~ a r  ~qa.~J~ as a gnmp w~a~ 
u~e likely to ~ ~ : _ .  ,.. aatibio~ 06%) o m  third 0 ~) 
year _~_'_,9~_ _~ 05%) o~ staff 04%). The difference Ix~wem 1st and 2rid yeor 

0~e diffe~m~ Ix~wee~ 1~ m~ 2~ y~u' ~ ~ a group m~[ 3~ yem • 
~ (p-0.046). Zn fl~ multivm~z n ~ i r , ,  thz rely f ~ m  tim 
p n ~ l i c ~  ~ w e ~  p a y i c ~  r ~ o  and allargy to s u l ~  
Coachmiom: ls~ and 2rid ymr  r - ~ U ~  m~ mor~ h '~ly to pr©sm'l~ nanow 
s p ~ m ~  m m ' b i o ~  fo~ ~ ~ i ~  than m~ 3rd year res idm~ or staffiu our 
~omm,,-~y4~m~ o u t p m ~  rumba m ~ a n ~  tmc~ug p r a c ~  These 
~mlm m oppo~  tlm~ ~ U ~  a~l indim~ a n ~  to fu r t~  mq~ua~ tl~ 
~ a d i a g  ~ ' ~  ~inc~ples ia  our pmip-m~ 

EFFECTING MEDICAL RESIDENTS' INTERVIEWING SKILLS: A RANDOMIZEE 
CLINICAL TRIAL, DS Morse. A Nguyen, RW Konides, JD Cappnccio, General 
Medicine Unit, Rochester General Hospital, Dcpt of Medicine, University of Rochester 
School of Medicine and Dentistry, Rochester, NY 

Introduction: Medical residency presents an opportunity to develop skills in the 
medical interview (MI), integrating biomedical and psychosocial skills. Resident learnin t 
is complicated by stress, time, patient population, scheduling problems, and work load. 

Objective: We sought to evaluate the effect of an interviewing curriculum on the 
skills of medical residents in performing a MI in the out-patient medical clinic setting. 

Design: The residents were randomized according to clinic day, with all those in 3 
clusters randomly assigned to the intervention group and the other 3 assigned to the 
control group. A sample size of 20 per group was estimated to detect a 20% difference in 
score between intervention and controls with beta--0.2 and a two-tailed alpha--0.05. 

Intervention: The curriculum incorporated videotaping of interviews with small 
group review and facilitaterl discussion, including cross-cultural issues, the patient- 
physician relationship, group members' reflections, and challenging patients. The 
intervention was performed during clinic conference time, immediately prior to medical 
clinic, for 20-40 minutes. Residents' prior duties often made them late or miss the 
!conference, or get paged out of it. 
i Setting/Partiicpants: The resident teaching clinics are in inner city Rochester, 
'~NY, with an unins_ured and medicaid adult population. There were 38 residents, lst-4th 
year level primary care internal medicine or medicine-pediatrics, 18% IMG's. 

Main Outcome Measures: Baseline and then 3-9 month videotaped interviews were 
~'anscribed and analyzed for control and intervention groups using the Stewart method for 

~assessing patient-centeredness in patient-doctor communication. They also completed a 3 
~minute demographics questionnaire. 

Resu l t s :  
Intervention ~I=16) Control ~FN=22) P-value 

Mean (SD) B~cline Score 47.5 (8.1) 51.I (9.4) 0.23 
Mean (SD) Follow-up Score 53.3 (12.9) 55. I (12.9) 0.68 
Mean (SD) Chhn~e in Score 12.6 (8.0) 11.4 (11.2) 0.72 
Percent with 20% Improvement 50.0% 37.5% 0.152 

~Conclusions: The curriculum did not demonstrate an effect on resident interviewing 
;kills. High standard deviation suggests a large amount of variability in resident 

'3erformance and benefit from the intervention. Significant barriers prevented completing 
md attending the intervention in the busy resident schedule. Future studies should address 

whether the current teaching of MI during protected teaching time allows significant 
'.hange in demonstrated skills. 
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IMPROVING PHYSICAL EXAMINATION SKILLS OF THIRD YEAR MEDICAL STUDENTS 
THROUGH BEDSIDE TEACHING BY GENERAL INTERNAL MEDICINE FELLOWS 
M M u ~  M Qen~ ,  E Caiola, L Copolend, DG Utsker, end M Hewson, Depa,lment of 
G e ~  Internal Medldne, C I ~  Clinic FoundeSon, Cleveland, Ohio. 

Introduction: The foundation of medical student clinical Iralning is learning how to take a 
t h o ~  histoff and perfom~ e ~ ~ysical examination. Medcal students 
complain that ~ receive inad~luata ins t~on  to improve their physical dagn~s sidlls, 
hovae~r faculty often fast o n n ~  by lime to de su. Allowing GIM feilows to taach aman 
student groups d in/~ skills at lhe pattenfs bedside (espedenlJal teaching) is one way to 
eddreas students' reeds. This atudy Neks to detam',ine whather an 8-hour beddde 
teaching program led by GIM fallows can irnpmve atudents'self-aasassed sldlls in 
porfondng pby=od examina~on. 

Methods: 15 c o m e t s  of the physical examinallon were idsolified through student 
inten~ews. Each bedside teaching sas.~on lasted 2 hours and was aimed at teaching 
medcal students bSe general and systemic phy~cal examinatton. Each student attended 
four of these sessions during a clinical clerkship rotation in Meddno. Each group on an 
average comprised of 5 students. A quasitonnaire for students" serf-assessment of skills in 
perfo~ning physical examination udng a 5 point liked scale (where 1= no skills at all and 
5 = e x ~  sldlled) was developed. The inathxnent was a~nistsred to 29 third year 
medcal students padJdpallng in the bedside teaching s a s ~  conducted by three general 
intamal medldno (GIM) fellows over a 6-month period, before the first session and 
immediately after the last. Following this intervention, changes in seif-assessed skills in 
pedoening physical e x a n ~  was _=~___~-_,~ with ~ W~lsoxon signed ranks test. We 
compared campo~to pre- and post-summated rating for all physical examination 
componentsl~ well as inS~Adual physical examinatton components for each stndenL The 
threshold for significance was adjusted to .002 to account for multiple comparisons. 

Rasult=: "tim medical atudents' se~ f -ass~  ratings improved significantly from a 
surnmated n ~ a n  rating of 46 to 56 (z=4.71, p < .001). Subsequent data analyds 
suggested that them was =dgnificant (P <. 001) i m ~ t  in the students' perceived skills 
in perfomdng each of ll-m following c o r ~ t s  of physical examinatton: abdomen, chest, 
consulldaito~ in lungs, heart, h e a d S ~  llver&splsen, jvd, mum~ur, canb'al and pedpheral 
ne~ous system, pulse, and rales. Fellows appreciated the oppodunity to pa~cipata in this 
program. 

Conclusion: A ~ eduos6onal I ~  on physical examination skills taught at the 
pa6onfs bedside to ~rd  year medical students sig~ificanb'y improves students' perceptions 
of their skills in perfom~og a physical exan~natton. Fallows may also be aUe to improve 
their own teaching skills through this program because of sonlinuous feedback by the 
luamers. These data suggest that GIM fellows can effectiveiy provide experiential teaching 
at the bedsHe, focused expressly on students" learning needs. 

THE ROLE OF FEMALE PHYSICIANS IN ACADEMIC MEDICINE 
AND B I O M E D I C A L  RESEARCH,  1979-1997. Lynn Nonnemaken  Center 
for the Assessment  and Management  o f  Change in Academic  Medicine, 
Association o f  American Medical  Colleges, Washington, DC 

Puqx)se: The purpese of this study is to examine U~n~ in female 
physicians as full-time faculty members of  medical schools and in careers as 
biotnedical researchers. 

Study Design: The data come from the AAMC's warehouse of  infurmation 
on medical students and medical school faculty. The warehouse contains data on all 
graduates from US medical schools, including participation in joint degree 
progranls, career plans, and medical school appointments. The study employs 
multivariate regression analysis and hypergeometric analysis to test two man 
hypotheses: 1) that women are under-represented among full-time medical school 
faculty, and 2) that female physicians are not as interested in research careers as 
their male counterparts. 

Principal findings: Although the proportion of medical school faculty who 
are women remains well below the proportion of female medical students (26% of 
faculty vs. 42% of graduates in 1997), women are entering the ranks of faculty at a 
faster rote dmn men. A hypergeometric anniysis of medical school graduation 
cohorts shows that women are significantly more likely than men to hold a medical 
school appointment once out of medical school. From 1979-1997, women were 
over-represented among graduates with faculty appointments by an average of 3.4 
standard deviations. At the same time, however, female medical students were less 
likely than men to pursue an MD/PhD degree by an average of 5.7 standard 
deviations. This difference persists even after controlling for differences in 
undergraduate experiences, test scores and grades, and demographic factors. Much 
of the difference can be explained by the fact that as a group female medlcal 
students express less interest in research careers than their male counterparts (8.6% 
for women vs. 10.7% for men, a difference of  11.3 standard deviations.) 

Conclusions: Women are making good progress in acltieving gender 
balance anmng medical school faculty, a fact that is often overlooked when data on 
the gender make-up of medical school faculty are presented. At the same time, 
however, few women are preparing for careers in biomedical researcl~ in large part 
because women appear mtinterested in research careers. This troubling finding 
snggests that while medical school populations are approaching gender balance, 
conthmed efforts are needed to strengthen the interest of wmnen in careers in 
biomedical research. 

PARACOCCIDIODOMYCOSIS IN PATIENTS WITH AND WITHOUT AIDS 
Navarro V, Bertbn R , Popescu B. Department of  Medicine. Hospital Escuela 

' Corrientes, Argentina 
Paracoccidioidomycosis (PC) is the disease caused by the fungus Paracoccidioides 
brasiliensis, proliferates in areas with moderate temperature and high humidity, from 
the south of  Mexico to north of  Argentina.The incidence is higher in males than 
females ; the alcoholism, smoking, malnutrition and presence the others diseases 
like Tuberculosis and AIDS increase the incidence 
Objeetlves:l)To describe clinical features of  PC in patients with and without 
AIDS.2) To determine risk factors, diaguosis methodology and treatment given to 
those patients. 
Methods: we reviewed the charts of  all patients with PC at Hospital Escuela in 
Cotrientes, Argentina from 1988-1998. 
Results: 15 patients with PC were ~ented, their ages ranged from 28 to 64 years old 
(mean 44.5 ~- 10 years); 3 with AIDS and 12 without AIDS. All of  them were men 
coming from the northeast of  Argentina. Others risk factors shown in those with 
AIDS were: AIDS 3, Smoking 1, and Tuberculosis 1. In those without AIDS were 
smoking 10 patient~ alcoholism 8 and finally 2 patients showed none of  them. The 
period between the first visit and the diagnosis was ranged from I to 30 days (mean 
5.3± 8). The signs and symptoms at the moment the first visit were in men with 
AIDS: Dyspnea 3 patients, skin lesions 2 patients; in the others: oral ulcers 3 (25%), 
dyspnea 2 (16.6%), obnobilation 2 (16.6%), mucucutaneous lesions, dysphagy, 
dysphonin, hyperkaliemic paralysis and wright loss I (8.3%) patient each one. The 
organs involved were in those with AIDS lung I00%, skin 33%, liver 33 %; in men 
without AIDS mucous membranes 58%, skin 17%, lung 50%, brain 17%, adrenal 
glands 8.4%. The fungus isolated in patients with AIDS was from sputum 1 patient, 
the skin 1 patient and during the necropsy of  anntber in the lungs, liver, lymph nodes 
and spleen. In patients witlmut AIDS by biopsies of  the mucous membranes, the 
larynx, the brain, of  6 patients (50%), by BAL 1 (8.4%), by skin 2 (17%) by 
uephreetomy 1(8.4%), by serologic tests 2 (17%). Treatment: men with AIDS: 
amphotericin B 2 patients, 1 patient none. Without AIDS: ketoconazol 3 patients, 
amphntericin B 3 patients and itraconazole 6. The global nmrtality was 27%, (4 
patients) and 6 patients did not continue with regular treatment 
Coadmiens:  It is important for clinicians to remind and recognize the presence of  
this pathology in patients with or without AIDS from the endemic areas, considering 
that it should widespread and became lethal. 

FACTORS INFLUENCING RESIDENCY SITE SELECTION: WHAT IS THE ROLE OF 
PATIENT POPUL.ATION IN MEDICAL STUDENT DECISION MAKING ? T. P. O'Toole~ J. 
I_ Gibbon, J. Harvey, G. E. Swilzer. The Center for Research on Health Cam, University 
of Pittsburgh, Pittsburgh, PA 
Purpose: To identify factors influencing residency site s e @  among 4 =' year medical 
students (MSIV). 
Methods: We administered a survey to all University of Pittsburgh MSIV students prior to 
ranking residency programs for the 1998 rnetch. The insl~ument consisted of five parts: 
demographics; prior exps~mcas and future plans; attitudes towards indigent pa~ents; 
factors inflandng future intent to work with indigent pallants; and factors assuaatad with 
residency site setedion, Atlitude and factors questions were scored wi~ a bidirectional 
five point Liked scale of very negath,.e inflenos(1) to very positive influence (5) and 
strongly disagree (1) to strongly agree (5). 
Results: Overall, 91 of 126 (72.2%) MSIV students completed the survey. The majority 
was between 25 end 28 years (65.5%), m~e (56.0%), white (73.6%) and single (73.6%); 
14.3% had children, 9.9% reported a post-graduation se~ice obligation (military or public 
health service), and 11% were padJdpallng in the couples match. Most students reported 
an education debt • $100,000 (57.1%). Equivalent proportions entered primary care fields 
(family medicine, pediab~, internal medidne) (48.4%) as specialty fields (48.4%). 
Overall, 66.0% reported volunteering during their first 2 years and 48.4% during their 3rd 
and 4th years; 91.2% reported exposure to indigent care within their corncalom. Almost 
ail students planned to spend some portion of their future prac~ce providing indigent care 
(98.9%); most < 25% of their time (65.9%). Among factors influencing plans to work with 
indigent patients, only 3 were idenitfied as inflenlJal (all encouraging) by a majority of 
students: sense of professionai responsibility (73.6%); physic/an role models (64.6%); and 
previous experience with indigent patients (63.8%). Overall, 57.3% of students reported 
the social mission of the inslitulion and 52.8% the degree of community ouVeach as 
poslliveiy influencing their residency p,'ogram selection. While most students did not 
idenl~fy special training in undeserved or culturally sensitive care as an influential factor 
(58.2% neutral influence), 53.9% reported a large indigent populelton at the institution as 
a positive influence. Of note, residency programs that served a large percentage of 
indigent patients, had extensive community outreach, or had well ='llculeted suaal 
missions were not adversely affected by 6"--",=~e issues among students (7.7%, 2.2% and 
0.0% nagaitve influence, re~oecfiv~y). Managed care and the insurance status of 
patients served at the institution appeared to have neither a positive or negative influence. 
Dlscumdon: Social mtsalon and pmpoOion of indigant patiant se~ed by a program are 
important influences for students selen~ng residency sites. Residency programs that 
sere indigent pa'dants would do well in their efforts to recruit students by pmmoitng this 
feature their program. 
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IS H U M A N I S T I C  Q U A L I T Y R A T I N G S  F O R  M E D I C A L  
S T U D E N T S  IN O B J E C T I V E  S T R U C T U R E D  C L I N I C A L  
E X A M I N A T I O N  A S S O C I A T E D  W I T H  A C T U A L  P A T I E N T  
S A T I S F A C T I O N  IN O U T P A T I E N T  C L I N I C S ?  Y O d a  
S y~m~tchire,  H Oa i sh i ,  T S h i m a d a ,  S Emura ,  T Takash ima ,  
S Imanaka, S Koizumi ,  Depamnent of  Gene~tl Internal Medicine, 
Saga Medical School, Saga, Japan. 

Purpose To determine wh ether faculty humanistic qu afity rating s 
for medical studenm in Objective Structured Clinical Examination 
(OSCE) are associated with studant's OSCE scores and actual patient 
satisfaction in a university ho spit~il outpatient (general internal 
medicine) clinic. 

Methodu. A pilot study was conducted on last(sixth) year medical 
students in 1998. Humanistic quality were rated by faculty internists 
during OSCE sessions. ]?atiant satisfaction ratings for students were 
also obtained in outpatient cl inics  by using six items from the 
American Board of Internal MedicinePatient Satisfaction 
Questionnaire (PSQ). Forty medical students underwent OSCE and 
were evaluated for humanistic qualities at the samedme. They were 
evaluated by 117 patients through the six items of PSQin outpatient 
clinics. Multiple regression analysis was used for this study. 

Results. At OS CE, faculty humanistic quality ratings for student 
were as sociated with inte:view skiU(p=0.004),but not with physical 
examination score and student' s gender. However,patient satisfaction 
ratings were not stmistically as sociated with faculty humanistic 
quality ratings, other OSCE scores and patients demographic 
characteristics such as age, sex, occupation and educationlevels. 

Conclusion: Faculty humanistic quality ratings for medical 
• students at OS CE were not significantly as sociated with patient 
satisfacuon at outpatient clinics. However, there are a few limitations 
in this pilot study, such thatwe did notuse Standardized Patient 
ratin~ and the samePSO at OSCK 

LONG TERM USE OF PATIENT CENTERED INTERVIVIEW1NG TECHNIQUE 
AFTER INTENSIVE TRAINING DURING INTERNSHIP. THE PCI PROJECT. 

J Gordon, J Bual, R Segal, A Jotkowi~z. ~ of Medicine, Long Island 
Jewish Mo~,~'al Ceoter, New Hyde Park, NY and Mount Sinai Medical C.enter, New 
York, NY 
PURPOSE: Intensive training in patient.centered interview (PCI) technique during 
internship has been shown to improve knowledge and skills in interviewing 
However, there are no studies available evaluating long term use of such training 
The purpose of this study is to datermino how often PGY-3s in~q3orate PCI 
techniques into their usual patient en~onnters. 
METHODS: Program A Internal medicine houses taft were given intensive training 
in PCI technique in a prolectod block during their PGY-I year. Patient-~.ntered 
interviewing is a technique that focuses initially in the patient needs and i~hysiclan- 
patient relationship. Housestaff in program B was not exposed to such training. For 
this cress-sectional study of use of PCi technique, a confidential survey on actual 
use of PCI techaique was given on 12/98 to all PGY-3 residents at Program A 
(exposed group) and the mntrol groups (all PGY-I interns of Program A prior to 
intervention and a random sample of 14 PGY-3 residents of Program B not exposed 
to PCI Icchnique). The storey consisted of 40 mnitigle choice questions on use of 
different interviewing and l~ysical examination skills (5 related to use of PCI and 
35 general questions not related to PCI). 
RESULTS: Thineen (of a total of 14) PGY-3 residents from the intervention group 
and 13 (of 14) PGY-Is from Program A (control group) and II PGY-3s from 
Program B (the control group) have c~mplated our survey. The intervention group 
scored better in all five scales (Reflection of Patient's Emotion, Optimizing Setting 
for Interview, Selfolntreductinn, Open-Ended Questions and Segment Sununmy) but 
statistically significant differences were found only on the first of these. However, 
the baseline use of these latter three skills was very high in both control groups 
(PGY-I s and 3s) not exposed to the intensive PCI U~inin~ 
CONCLUSIONS: Our study suggests that intensive training at the PGY-I level 
results in a sustained high level of use Uf Reflection of Patient's Emotion skill 
through the PGY-III year. This study suggests that the most useful part intensive 
training of PCI technique is the psychosocial component We do recognize the 
limitations of using a non-validated instrument. However, the similar results in 2 
control groups from different levels and residency pt'ograms suggest reliability. 
Further studics are needed to evaluate the benoti~l  effeas of intensive training in 
PCI tecimiqua aller post-graduate training 

UNDERSTANDING THE VALUE ADDED TO CLINICAL CARE BY 
EDUCATIONAL ACTIVITIES. GS Om'in¢, LA Hcadrick, and JR Bocx. ~ t  
of Internal Medicine, MeO'oHenlth Medical Center, CWRU, Cleveland, OH and 
Northeastern Ohio Universities College of Medi~ne, Rontstown, OH. 

Background: Recently, several studies have demonslrated that clinical medical 
education may provide higher quality care than care provided in a non-tenching 
setting. This prejeot sought to develop a conceptual model that will allow systematic 
examination of the value (quality/cost) of educational activities to clinical care in a 
way that is understandable to its many stakeholders. Methods: The study was 
conducted in two pans. In Part One, we conducted semi-mucoued interviews of nine 
stakeholders who make decisions regarding the allocation of resources for clinical 
medical education in a variety of organizations around the country. The~ in Part 
Two, the results of the intemews and a review of the pertinent literature were 
prer~tsd to an ~ I~mel of investigators. Results: In the opinion of the 
inte~iewed stakeholders, educational activities add value to clinical care in the 
following five ways: ( l )  the desire to conU~bote to the future of bealth care, (2) 
improved clinician reentitment and t~endon, (3) improved quality of care, (4) an 
inexpensive labor force, and (5) improved clinician satisfaction. The expert penal. 
~ter considerable discussion and many pannutations, agreed on the Value Compass 
for Education and Clinical Care (VCECC) as a way to pomay the value of combined 
education and clinical care and ideatified several psninent perspectives (health care 
o~,,17~tion, teacher, learner, imdant, educational organization, and society). The 
VCECC consi~ o~ a Iradifioml compass with three variables of quality - clinical. 
fumin~ l ,  ~ - at the westera, noe te~  and eas"'n W)ints, ~ l y .  
Tbe seutbem poim is marked by "costs." 1"ae onter cirde rewesems the best that mn 
be dblained aleag each e~ these fimr axes. In tbe _ _c,p~___*r is the "spbere ~ edeca~on" 
with r,~i~ions to each point, symholiTing the influance ~ a(aivities have on 
eachpoint ofthocomp~m(sosFignre).  Discussinu: From the pevspact~ of the 
stakeholdars intevviewed, educational activities add value to clinical care in multiple 
ways. Tbe VCECC can be nsed ns a medel for a mere m ~ v e  undemandin8 
of this added vahie. W ~  gronps have been fonnod to invsstignte anch "polnf" of 
the compass and have proposed thtme resea~h to investigate ~m,~,ml 
how the value ~ to clinical care by educational ~ . - ~  
activities can be assessed empirically. Through ~ ' ~ ' ~  
these efforts, the VCECC will help demonstrate 
the poorly reoog]~..ed ways tha~ednsadoual 
activities can emich clinical care and be a gnide to 
ensere that vniua is edded to the care previded. 

C O M P ~  OF INPATIENT CASE-MIX ON INTERNAL MEDICINE RESIDENT SERVICES 
INA COMMUNITY HO6PrrAL AND A UNIVERSITY HO6PITAL. AK Oiha, J Chriatiansen, 
L Kloek, JE Kerr, JG DolalL University of Rochester, New York 

Objective: To datennino similarities and differences in the inpatient demographics, 
length of stay and spe~x~m of diseases managed by internal medicine residents in 
teaching services at two sites: a community hospital (Highland Hospital, HH) and an 
academic,-university center (Strong Memorial Hospital, SMH). 

Methods: At each hospital, the admitting resident ~uatsd a patient r e m ~  using a 
~ f i  Access 97 dat*hese on the day of admis~on. The record was updated daily, 
and the discharge data were entered before meking the record inactive. Problems were 
reviewed and ICD-9 0ntemational Classification of Diseases, 9 ~ Revision) codes were 
assigned to each woblem to standardize tonninology. Problems were then categorized 
using the Clinical Clessific~tious for Health Policy Research (CCHPR) diRmu~is 
humbert. Further grouping was done on the basis of a modified veodon of the ICD-9- 
CM (Clinical M ~ o n )  diagnosis chapter. To e~uu'e identification accuracy of the 
problems antered by the residents, a random indepandmt review of 40 patient charts/ 
discharge summaries was carried out at each in,~ution (>90% accuracy). Comparisons 
betwean the two in.~utions were made for age, sex, length of stay and as~ve problems. 

Results: From July to October 1998, 1339 admissions were anteted in the d~tm_hese: 
1159 to SMI'I; 180 to HH. A significant difference was noted in the mean age in years 
(SMH, 61.03; HI-I, 70~.; p=<0.0005) and sex (SMI-I, M:F=43:57; HH, 32:68; 
p-<0.0005) of  the patiants. There was no significant difference in length of stay in 
days (SMI-I, 6.11; HI/, 5.98). Cardiovascular diseases were the most frequently 
oamn~mg problems in both hospitals. C a r d i o ~ l a r  diseases, respiratory diseases, 
neoplasms end genitourinary system diseases constituted the bulk of active problems 
anenante~xl at both i~sti""""'~dons (SMI-I, 48%; ~ 58~). Significant d ~ m ~  (p < 
0.05) were noted in the frequency of infeedoos di~ases (5.5% vs. 2.6%), blood 
di ,~xk~ (4.1% vs. 2.4%), isehemic heart disease (7.6% vs. 10.7%), other heart 

(13.3% vs. 8.6%), cerebrovascniar disease (3.1% vs. !.0%) and pneumonia 
(3.8% vs. 5.9%) at SMH end HH respe~ively. These differencas were also noted when 
cumulative data from HH (n=1504; Jan-Den 1997 and Apt-Oct 1998) were compared 
with the SMH data. 

Coaehialous: In our study, patients at HH were older, were more often women and 
more likely to have ischemic heart disease, enngestive heart falkwe, hypertension and 
genitourinm 7 diseases. Patients at the University hospital were younger, and had a 
higher frequency of infeetinus diseases and blood diserdem. Inpatient databases can be 
created from computerized algnout sheets that can provide information required to 
design end evaluate resident inpatient rotations to ensure a comprehensive experience. 
Resident education may be optimized by including inpatient rotations at multiple sites. 
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SERVICE mqO B)uCATIONAL P ~ E S  AT UNNERSrlY AFFILIA3~D I N T S ~  
MEDICINE RESIDENCY PROGRAMS. Kvm E. Omm. U~vqmd~/M ~ n ,  Ann kbor, 
MI. 

~ Tm ~ ee~lct nmms  a I ~ e m  ~ nm~/temm0 m0n~m 
u paem amlty axl vdtmm m m t m  m din, 'Fommr ~__ _.:~.~_ mmlmnem (q .  
m m ~  roun~ m m ~  mm~ mm~m,nt me m m ~  of meem ~ s  u eequi*it~ 
M elnleM ~ INd emM {11~ pdmt  m n  ~ YeL alts,Mm~t at 
cm~unms Is Imqum~ m~l~mtl. Tlm eun~ of mndm me _~*__-:~_'_-'~ml pmalem 
mmO r ~  i ~  i, Ihe firm mp in en ~ mml~ mklimm tx  m- 
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e d u ~ ~  
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GRADUATE AND POSTGRADUATE PHYSICIAN TRAINING EFFECTS ON 
IGNOWLEDGE OF BLOOD CULTURE USE. JP Parada GD Schiff. DN Schwartz. HC 
Aggarwal. R Johnson, KB Weiss. Divisions of General Internal Medicine and Infections 
Diseases of Cook Count- Hospital and the Center for Health Services Research of Rnsh- 
Preshyterian-St. Luke's Medical Center. Chicago, IL. 

Introduction: Blood culture (BCX') use is often sub-optimal. At teaching hospitals the 
responsibility for BCX acquisition is heavily dependent on house officers and medical 
students. Yet little is known about physician training and learning about BCXs. The 
purpose of this study was to determine how training impacts on knowledge of BCXs. 
Methods: We developed A 37-item self-administered survey instrument to assess BCX- 
related knowledge. Responses from 23 infections disease specialists were used to 
establish a reference standard. Of the 37 items, 15 (41%) demonstrated a 95% consensus 
opinion by infectious diseases specialists and were included in further analysis. The 
survey was administered to a convenience sample of attendings, house officers and 
students of a large urban teaching hospital. In an item-by-item analysis of these 15 
items, agreement with the reference standard was scored as l+ and disagreement as 1-. 
Those items were summed to provide an overall summa~" score for each subject. 
ANOVA was used for univariate analysis of the effect of level of training (Attending, 
Post-Graduate Year (PGY)>_3, PGY2. PGYI. students) and type of training (medicine 
(Med). emergent" medicine (END. surgery. (Surg), family medicine (FM). obstetries- 
gynecolog~ (ObGyn). pediatrics (Peds)) on the summa~, scores. Regression analysis was 
used to 'analyze the independent effects of type and level of training. 
Remits: 269 respondents completed the survey. (Attendings=57, PGY>3=35. PGY3=42, 
PGY2=42. PGYI=41, students = 52). Differences in mean scores were found by level of 
training (Attending=9.42, >_PGY3=9.08. PGY2=8.52. PGYI=7.78, students=5.31) 
[p<0.001]. and type of training (Meal=9.52. EM=8.89. Surg=8.56. FM=7.94. 
ObGyn=7.32. Peds=7.20) [p<0.001 ]. ARer controlling for level of training, statistically 
significant differences persisted for mean scores for Med as compared to ObGyn 
|p=0.0041 and Peds [p---0.017], while Surg, EM and FM ceased to show significant 
differences. 
Conclusions: Our data suggests that level of training and type of training is related to 
BCX-related knowledge. Providers most directly involved with ordering and obtaining 
BCXs (e.g. honsestaff and medical students) are the least knowledgeable about their 
indications and utility. Because BCX use has been shown to be sob-optimal, timely 
instruction to physicians in training in the appropriate use of BCXs may lead to 
improvements in BCX utilization. 

EXPERIENCES AND A-I-1TIUDES OF INTERNAL MEDICINE RESIDENTS 
TOWARD MEDICAL INFORMATICS 
Edaardo O r ~  Nancy T. Lombardo, Michael J. Lincoln, Barry M. Stults 
Veterans Affairs Medical Center and University of Utah Health Sciences Center 
Salt Lake City, Utah. 

Introduction: The Accreditation Committee on Graduate Medical Education 
mandated in 1994 that residents in lntemul Medicine receive formal instruction in 
medical informatics (M0. in order to gain better insight on the baseline experience 
and atti~des of new residents towards MI, we collected survey data in our 
residency program from 1995 to 1997. 

Methods: Questionnaires were distributed to interns beginning their Internal 
Medicine residency training at the University of Utah in 1995, 1996, and 1997. 

Retmltt: Questionnaires were collected from 91 interns for a 97% response rate. 
All interns (100%) reported using corapaten, with 48% using them on a weekly or 
daily basis, 57% having a home computur, 43% having an e-mail al~.oant, and 22% 
using a computerized medical expert system. The most commonly used programs 
were word processing (99%), e-mail (66%), interact browsers (46%), ~ e e t s  
(44%), finance (25%), presentetion (21%), and statistics (19%). Most interns (75%) 
rated their typing abifities as good to excellent Almost all intents (98%) searched 
Medline in the pnst year, 23% seasobed other damhascs, and 66% nsed them at lenst 
several times a month related to patient care. Only 27% of the interns received 
formal computer trJinln£, and 41% received Mediine training in medical school. 

Most of Ihe interns (98%) rated the use of computers in medicine as important to 
extremely important, and 100% fell that nsmg computers could improve the quality 
of patient care. All interns (100%) felt that the use of biomedical literature 
databases in medicine was important to extremely important. The most important 
perceived barrier to physician computer use was that computers were not readily 
available and accessible (29%). The least important was that computers 
d e p e ~  medicine and the patient encounter (8%). 

50% of interns said that the MI corricolum influenced their choice of a residency 
program. Of these, 97% said it was a positive influence, with 78% rating it as 
important to extremely important. 

Conclnsions: All interns had some experience with computers prior to their 
residency Iraining. Attitudes about I~U were positive, with most interns believing 
that MI can play an important role in improving the quality of patient care. A 
substantial gap continues to exist in MI Waimng, as only a minority of intmns 
received any formal inslrucfion in medical school. Medical schools and residency 
programs should increase their MI training to meet the ever-increasing demands of 
infemation mmgement  on patient care. 

RELATIONSHIP BETWEEN SELF*REPORTED INSTRUCTION AND BLOOD 
CULTURE-RELATED KNOWLEDGE. JP Parad& GD Sehiff, DN Sehwanz, HC 
AggArwal, R Johnson, KB Weiss. Divisions of General Medicine and Infections 
Diseases of Cook County Hospital and the Center for Health Services Research of 
Rnsh-Prcs~rian-St. Luke's Medical Center, Chicago, IL. 

latreduction: Little is known about physicians' knowledge or training in blood 
culture (BCX) utilization. The purpose of this study was to determine ff self-reperted 
instruction in BCX theory and practice predicts overall BCX knowledge. 
Methods: We developed a 37-item self-administered questionnaire to assess BCX- 
related knowledge. Responsc~ fTom of 23 infections disease specialis~ were used to 
establish a reference standard. Of the 37 items, 15 (41%) demonstrated a 95% consensus 
of opinion by infectious diseases specialists and were included in further analysis. The 
survey was administered to a convenience sample of attendmgs, house officers and 
students of a large urban teaching hospital. Item-by-item analysis of thcse 15 items, 
agreement with the reference standard was scored as l+ and disagreement as 1 -. Items 
were summed for an overall summmy score for each subject. ANOVA was used for 
univariate analysis of the effect of perceived, or self-reported, instruction (none, little, or 
some/much) in both practical and theoretical BCX-related knowledge on smmnmy 
scores. Linear regression was used for analyzing independent effects of instruction and 
level of training. 
Results: 269 respondents completed the survey (Attendings=57, Post-Graduate Year 
(PGY)>3=35, PGY3=42, PGY2--42. PGY 1=41, students=52). Differences in mean 
knowledge scores were found for both reported practical BCX inslruction ( n o ~ . 6 4 ,  
little=8.37, mmeJmuch=8.64) [p<0.004], and theoretical BCX instruction (none=7.00, 
liifie=8.33, someJmneh=8.64) [D<0.027]. Multivariate analysis revealed no significant 
difference in mean knowledge scores by reported instructinn at higher levels of training 
(PGY2 and above). However, statistically significant differences in mean scores 
persisted for students by practical BCX instruction [p=0.038] and interns by theoretical 
BCX insmv~on Lv=4).0211 , 
Conclusions: Our data suggests self-reported instruction in practical and theoretical 
BCX-related knowledge is related to overall BCX-related knowledge. At the higher 
levels of training, effects of reported BCX-related instruction on summa~ scores is also 
closely related to level nf physician training. At the lower training levels, perceived 
BCX instruction may be a reliable independent measure of overall BCX knowledge. If 
so, queries about perceived BCX insuucfion may help identify trainees who may benefit 
from additional education in BCX use. 



! 50 Abs t rac t s  J G I M  

M E D I C A L  S T U D E N T S '  F I R S T  I M P R E S S I O N S  O F  H O S P I T A L  
HUlVlOR 
Genevieve  N o o n s  Parsons  a n d  Peter  A.  Ubel:  Univers i ty  o f  
Pennsy lvan ia ,  Phi ladelphia ,  PA.  

B a c k g r o u n d :  H o u s e  s taff  phys ic ians  f requent ly  use h u m o r  and  
s lang  at  the expense  o f  pat ients  o n  the cl inical  wards .  O u r  s tudy 
examines  h o w  medica l  s tudents  r e spond  to  this humor ,  and  how it 
affects  their  deve lopmen t  into physic ians .  

M e t h o d s :  W e  conduc t ed  semi-s t ructured,  in-depth interviews with 
33 medica l  s tudents  to look  at  h o w  students unders tand  and  respond  to 
de roga to ry  h u m o r  and  s lang,  and  to learn how these behaviors  effect  
and  inf luence s tudents  dur ing  thei r  t ransformat ion  into physicians .  

Resu l t s :  S tuden ts '  descr ip t ions  o f  the humorous  stories and  their  
responses  reveal  h o w  s tudents  come  to terms with h u m o r  and  slang at 
the pa t ien t ' s  expense  as they m o v e  f r o m  outsiders to insiders  in the 
medica l  cul ture.  In the first  phase  o f  this transit ion, s tudents  are still 
outsiders;  their  percept ions  o f  the humorous  stories reveal  their  
outs ider  status,  and  their  responses  to these stories show identification 
with pat ients  and  re inforce  their  posi t ion outside o f  the medica l  
culture.  In the second  phase ,  s tudents  begin  to see like insiders,  in that  
they identify wi th  res idents '  f rus t ra t ions  and  disappointments ,  and  
therefore  unders tand  w h y  residents  use  this k ind o f  humor .  In the third 
phase ,  s tudents  b e c o m e  insiders  and  begin  to part icipate  in the h u m o r  
and  s lang,  a l though often wi th  reservat ions.  

C o n c l u s i o n s :  As  s tudents  b e c o m e  cultural  insiders, coming  to 
terms wi th  de roga to ry  h u m o r  and  s lang  can  be  diff icult  and  painful .  

BECOMING MORE LEARNER-CENTERED IN MEDICAL 
EDUCATION. SO Pinheiro, BD Friedman. KV Busch, K. Dobbs, E. 
Johnson. Michigan State University College of Osteopathic Medicine, E. 
Lansing, MI. 
Purpose: Medical education has traditionally used a pedagogical/teacher- 

centered approach to teaching. Emphasis has been given to lecture as the 
main method of disseminating knowledge. Current sooietal advances in 
information technology have seen the role of teacher and learner change 
where the learner is more self-directed. This has necessitated a change in 
the teacher's role to one of facilitating learning or to become learner 
focused. Faculty Development is a tool in the process of assisting medical 
educators make the transition from teacher-contered to learner-centered 
approach of teaching. MSU College of Osteopathic Medicine has a year- 
long part time faculty development fellowship program to assist community- 
based faculty with this educational transition. 

Methods: To enhance the educational skills of community-based faculty, 
ten full-day workshops were presented throughout the calendar year 
embedded in concepts of adult learning. Faculty were provided with a 
variety of teaching concepts such as: Andragogy, development of goals and 
objectives, presentation skills, small group facilitation, CAI, questions skills 
and others. In between each monthly session faculty development 
specialists individually mentor faculty at his/her home site. Through 
application of the concepts, guided reflection, and observation, the 
specialists assist the faculty member in the transition to a learner-centered 
teaching approach. 

Results: Using the Cooti's (1990) "Principles of Adult Learning Scale" 
(PALS), pre-and post-fellowship mean difference scores improved 
significantly (mean diff. =6.57, I><.05). 

Conclusion: The community-based faculty development experience has 
been positive for the faculty members, the medical learners, and the host 
institutions. Faculty members have improved their teaching skills and have 
become more learner-centered in their approach to teaching. They have 
also reported to be more confident on their role as educators and have been 
able to teach these skills to other faculty in their institutions. 

CHANGES IN THE CULTURE FOR PRIMARY CARE. AS Peters, SR Simon, AM 
Sullivan, NA Zotov, MT Cennelly, SD Block. Department of Ambulatory Care & 
Prevention, Harvard Medical School and Harvard Pilgrim Health Care; Department of 
Psychiatry, Brigham and Women's Hospital (SDB), Boston, MA. 

Puxpose: To explore changes in the culture for primary care in academic health 
cente~ and, in the context of secular change, to evaluate the effect of the Generalist 
Physician Initiative (GPI). 

Methods: National probability samples of clinical faculty, residents, and foorth-year 
medical students responded to confidential telephone surveys in 1993 and 1997 
(n=1694 and n=1441, 84% and 800  response rates, respectively). We oversampled GPI 
schools where program reforms to enhance primary care trainin~ were implemented. 
Cultural indices included attitudes toward the clinical, research, and teaching 
competence of primary care physicians; faculty reports of encouragement of students 
and residents to choose primary care careers; and students' and residents' reports of 
being encouraged to choose primary care careers, and their exposure to primary care 
during U'aining. To explore differences over time and between GPI and non-GPI 
academic health centers, we fit a series of logistic regression models for dichotomous 
and ordinal outcomes, and multiple linear regression models for continuous outcomes. 

Results: Secular change in some attitudes and behaviors toward primary care occurred 
between 1993 and 1997. While most groups' attitudes did not change significantly and 
remained negative, residents held more positive views toward primary care physicians' 
clinical competence in 1997, with 15.2% expressing positive attitudes compared with 
7.2% in 1993 (p<.01). Compared with faculty in 1993, more faculty in 1997 (42.3% vs. 
35.3%, p<.05) rated the research of primary care physicians as good as or better than 
that of specialists. More faculty in 1997 repo~:d enenaragmg students and residents to 
enter pdmmy care than in 1993 (46.0°/0 vs. 37.5%, p<.01). More students reported 
being encouraged to choose primary care by faculty (64.6% in 1997 vs. 52.7% in 1993, 
p<.05) and by houseataff (34.0% vs. 24.3%, p<.05). More residents reported 
encouragement by peers (29.6% vs. 23.1%, p<.05). Greater pmportious of residents 
reported trainin~ in ambulatory sites (40.1% vs. 34.6*/*, p<.01); and more students 
trained with primary care faculty in 1997 than in 1993 (52.9% vs. 37.5%, p<.01). 
Changes in GPI schools followed secular trends except that, over time, the increase in 
ambulatory care training was greater than in other schools (42.0% vs. 28.7% in GPI; 
39.6% vs. 34.2% in other schools, p<.01). 

Conclusions: There has been otnmrvable change in the culture for primary care in US 
academic health centers. From 1993 to 1997 some - but not all - attitudes and 
behaviors became more positive toward primary care. Reported behaviors changed 
more than attitudes. Schools that focused on primmy care curricular reform differed 
fxom othess ouly ia terms of program change. 

TECHNOLOGY AND THE PHYSICAL EXAMINATION: USE OF PAGERS TO 
TEST VIBRATION SENSE. AV Prochazka, Denver VA and University of Colorado 
Health Sciences Center, Denver, CO. 

Context: Impairments of vibratory sense often reflect posterior column disorders. 
Traditionally, tuning forks of 128 or 256 Hz are used to test for this. Having 
observed a resident use the vibration mode of a pager to test vibratory sense, I 
wondered how frequently this new technology was in use for this purpose. 

Objective: To assess the prevalence and frequency of use of pagers to test for 
vibration sense. 

Methods: A self-administered, anonymous survey was distributed at both inpatient 
and outpatient morning report and to Ambulatory Care staffat the Denver VA 
Medical Center. 

Results: A total of 51 responses have been received thus far, including 17% from 
medical students (9/51 ), 20% intems( 10/51 ), 44% (22/51 ) residents, 16% (8/51 ) 
attandings and 4% (2/5 l) nurse practitinners. Nearly all respondents carried pagers 
96% (49/51). Half(5 I% (26/51)) of subjects reported using something other than a 
tuning fork to test vibratory sense. Of these all used the vibratory mode of a pager 
except for one respondent who used a monofilament.. None of the medical students 
reported ever using a pager, 75% (24/32) residents have used it at least sometimes. 
Only 25% (2/8) attendings used this modality and none of the nurse practieners (0/2) 
ever used a pager. This difference is highly significant with 75% of residents using 
pagers at least occasionally compared with only 1 I% of non-residents (pffi0.0001). 
Nearly 20% ( 10/51 ) of respondents used a pager either often or always when testing 
vibratory sense. There was no apparent gradient among the residents with 70% 
(7/l 0) of interns, 80% (12/15) of R2's and 7 ] % (5/7) of R3's and R4's reporting use of 
a pager for vibratory testing. There was some diversity in the type of tuning fork used 
by respondents with 43% (20/47) using a 256 Hz fork, 36% (17/47) a 128 Hz fork 
and 17% (8/47) not knowing which fork ~ey used. The pager most commonly used 
in our program has a frequency of vibration of 91 Hz. 

Conclusions: Pagers are commonly used for vibratory testing despite a lack of data 
on their reliability and accuracy for identification of sensory loss. The ubiquitous 
availability of pagers makes them atU'active for testing, however, it is not known 
whether they are an adequate tool since their vibration does not decay, is applied over 
a wider area than the base of tuning fork, and may lessen in intensity with increased 
battery age. The use of pagers for vibratory testing is concentrated among residents, 
whether this represents a transient adaptation to the rigors of residency or a behavior 
that will continue once in practice remains to be determined. 
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E V A L U A T I O N  O F  " D O C T O R I N G "  - A C O U R S E  IN  P E R S O N A L  & 
P R O F E S S I O N A L  D E V E L O P M E N T  FOR P R I M A R Y  C A R E  INTERNS.  MW 
P.Jbow. Division of  Ganend Intenad Medicine, UC San Francisco, San Francisco, CA. 

Backgmumi: The literature euUests thst, by enhansin~ petmunl awareness, 
physiciane might improve profeuinnal effnetiveneas and pamonnl satisfaction. In 
1997-98, the 26 interne in the 3 UCSF Primary Care Internal Medicine progren~ 
participated in the "Doctoring" semimu" - • o~u'so designed to encourage personal 
n~le~inn and the slmin8 of  meaningfni uaporieaeas in medical Iraining and pre~ico. 

~ :  Aa evaluation of  the accoptability, impurtanee, and affectiveness of  the 
Docaxiag seminx. 

Topics: Physkian identity, physician well-being, bemunt, death and dying, diversity 
~md family of  origin, advance directives, the pstient-physician relationship, and the 
ktefmition of  health and healing. 

MiMmds:/t t tP~n,, ,¢ at tba wealdy semiuar was mqdired of Primasy O n e  intesns 
during the 2 or 3 months they were on outpatient rotations. Each seminar session 
included hetweaa 3 and 8 imerns nt a time and each imam was able to attend hetweea 8 
and 12 sessions. The seminar format consisted of  a confidential 3-boar period of 
diacuuion and directed, self-reflentive activities facilitated by a faculty physician, 
senior resident, nmse, or clinical artist. The methods used included writing excrcisea; 
literature, poetry, and film critique; silent meditation; and art experientials using 
drawing, collage, m i  mnsk-mking. 

Ig~l~___*~m Participating intmas completed one ur more confidential qu~ionna l r~  
~ _ * . i n g  the quality, _~__~aility, importance, and effectiveness of  the seminar. 28 
evaluations were obtained with least one evalnntion from 22 of  26 interns. All 
respondents rated the Doctoring seminar positively and felt comfurtable in it. Notable 
comments included "It  helped me reaffirm why I was here," "It made me feel whole 
again," and "It  helps us not to luae sight of the importance of compassion in medicine." 
All respondents felt that the seminar was an important part of  their training, with a 
number reporting the seminar to he "vesy valuable," "extremely vital," "invaluable," or 
"of utmost importance." 14 of  22 interns reported positive changes in their personal or 
professional fife as • result of the Doctoring seminar. 2 interns said they had an 
intention to make personal or professional changes. There were no reports of negative 
oonsoquancos as a result of  coorse participation. 

ConelualOn: A courr~ promoting facilitated personal reflectiou for Primary Care 
interns was well-received, considared important, and led to positive personal and 
profe~ioual development. 

C A R E E R  DECISIONS OF UNACCEPTED M E D I C A L  S C H O O L  
APPLICANTS:  FINDINGS F R O M  A N A T I O N A L  STUDY. SS Rathore. M 
Adams, BP Linas, WL Colquitt, CD Killian, CM Bazell, JM Eisenberg, 
Department o f  Medicinn" Georgetown University Medical Center and Association 
of  American Medical Colleges, Washington, DC and US Bureau of  Health 
Professions, Rockville, MD. 

Rejected medical school applicants represent a potential resource to the health 
care wurkforce. However, the career paths of  this group after rejection are 
unknown. We mailed a self-administered questionnaire to 3,000 randomly 
selected applicants, stratified by sex and ethnic group, who had not been accepted 
to a US nllopathic medical school in 1990-91 in order to determine their career 
paths after initial rejection. We received 591 responses; 40 subjects were 
disqualified; 34 withdrew and 630 surveys were returned due to incorrect 
addresses. The response rate from those for whom the address was correct was 
26%. Respondents were primarily female (59.2%), non-minority status (49.4°,6) 
and 24.8 years old at time application on average. 

Two hundred and fifty six respondents (43.3%) reapplied at least once aRer 
initial rejection; 66 respondents (I 1.3%) reapplied twice or more. Reapplication 
decision was independent of  race, gender, academic performance (GPA and 
MCAT scores), academic background, personal debt, perceived cost o f  
reapplication" hometown population, interest in primary care or willingness to 
practice in an underserved area. Reapplicants, however, were younger at time of  
initial application (24.1 yrs v 25.3 yrs, p<0.001), had a higher family income 
(82.4% v 75.5% above $25,000, p--0.01) and believed they had been unfairly 
rejected (50.2% v 39.9%, p=0.022). 

A majority of  respondents were employed in health care or health care related 
fields. While 240 respondents (40.6%) were later accepted to a medical program 
(137 allopathic. 71 osteopathic, 32 foreign), another 167 (28.3%) were employed 
in health care related fields. Of  tbose not accepted, 199 (56.7%) planned on 
obtaining other graduate education; 90 (25.6%) planned on reapplying. 

We conclude that there is significant reapplication by initially rejected medical 
school applicants. Further, a majority of  unsuccessful applicants remain in health 
care and health care-related fields, suggesting that the workforce of  physicians 
and other health professionals is shaped not only by the decision to apply to 
medical school, but also to reapply. 

WHITHER BEDSIDE TEACHING. S Ramani, JD Orlender, L Strunin & TW Barber, 
Boston University School of  Medicine / School of Public Health, Boston, MA. 

Previous reports document diminishing time spent on bedside teaching (BT), with 
more time spent away from patients in conference rooms and corridors. 

Aims: We sought to understand why this decline was occurring in internal medicine 
(IM) training, by soliciting views from different groups of  taachers. Specifically, we 
wanted to elicit a definition, determine appropriate teaching strategies, perceived 
benefits and barriers to BT in order to determine ways to increase end improve 
teaching at the bedside. 

Methods: We used focus group interviews of  clinical teachers in our large IM 
training program. The 4 groups consisted of: ( I)  medical chief residents (n---6), (2) 
residency program directors (n--6), (3) core medicine faculty selected from a list of  
skilled bedside teachers generated by resident surveys (n=5), and (4) a convenience 
group of  other faculty (n=5). We •udintaped, transcribed and then analyzed the 60-90 
minutes sessions using qualitative methods. 

Results: Overall, there was consensus on definition and perceived benefits of  BT. 
Our most significant findings related to haulers to BT. Major Themes included: 
(I)  Lack of role-models: All groups felt that BT skills had declined among faculty 
and they blamed it partly on the decreasing numbers of  teaching role-models and the 
lack of  emphasis on such'te•ching. (2) Te•ehing undervalued: Our groups uniformly 
felt th•t teaching was not valued sufficiently in current academic medicine with few 
rewards or incentives for teachers. Our skilled teachers felt that the bedside teaching 
ethic has been eroded in modern day medicine and it is vital to reestablish this ethic. 
(3) Aura: The most interesting barrier in our data was a concept, which we label, "the 
aura of the bedside teacher". This concept relates to the perception that skilled bedside 
teachers should possess an incredible degree ofdiagnnstic skill, which is out of  reach 
of most clinical teachers. This aura leads to intense performance pressure, thereby 
c•using teachers to avoid the bedside to escape embarrassment. Our skilled group of  
faculty, however, debunked this myth. They felt that the only way to alleviate this 
pressure and discomfort is to do more BT and get familiar with such teaching by 
practice •lone. (4) Additional barriers emphasized by our groups include: teacher 
discomfort due to inexperience or lack of  confidence, lack of  control of  the teaching 
session, and perceived patient discomfort. 

Conclusion: Bedside teaching is unanimously regarded as a highly valuable teaching 
tool in clinical medicine and yet time allotted by clinical teachers for BTis declining. 
Many barriers may adversely •ffect the time spent as well as the quality of  bedside 
rounds. Our clinical teachers validated many concepts previously discussed in the 
medical literature and also identified new barriers, reflecting training and attitudinal 
issues. Faculty development which addresses both skills training and attitudes may be 
effective in reincnlcating BT skills and help take medical teaching back to the bedside. 

pHYSICIANS' ATITt-tJDES AND KNOWLEDGE ABOUT DRUG COSTS. 
S. Reicheru T. Simon, E. Hahn. Departments of Medicine and Health Policy. Mount 
Sinai School of Medicine, New York, NY, Englewood Hospital, Englewood, NJ 

Purpose: F~-.Jl~ti%o drug costs are one of the fastest growing proportion of medical 
fare. Small studies suggest that physicians' knowledge of drug cost is poor. We sought 
to determine physicians' attitudes about drug costs and knowledge of the cost of 33 
commonly used drugs costs in primary care. We distributed a serf-administered written 
survey to all internal medicine housco~cers (HO) and general medicine attending 
physicians in a university teaching hospital. Physicians (MDs) estimated average 
wholesale price for 30 day supply of drugs using 5 prespecified cost categories. 

Results: We received completed su~eys for 134/188 physicians (71% response rate). 
Among respondents, 30% were attondings and 70% H e  (22% PG-1, 21% PG-2, 27% 
PG-3). Atteadings had amean  14 years in practice. Overall, 88% of MDs felt cost was 
important when choosing drugs, and 71% were willing to sacrifice some deg~e of 
e/~cacy to make a drug more affordable to the patient (Pt). Only 8% of MDs preferred 
brand name drugs. However, 80% often felt unaware of actual costs, only 33% had easy 
access to cost information, and only 13% had any formal education on the topic. Fewer 
than 16% of MDs reported ~Icin S Pts about the costs of medicines to them. Sources 
MDs used to obtain drug cost data were: The Medical Letter (65%), other MDs (52%), 
Pts (45%), pharmacists (41%), drug representatives (25%), and ads (17%). Patient's 
Insurance status influenced attitudes as 94% of MDs strongly considered the cost of 
th'ugs when prs were snlf-pay, 68% when Pts had Medicare, and 30% when Pts had 
Medicaid or were in an HMO. Of the 33 drugs surveyed, the cost of 40% were 
t m d e ~  45% rated correctly, and 15% overestimated. Respondents correctly 
estimated the cost of nearly all (90%) generic drugs, bat only half (56%) the brand 
name ones. Almost all (91%) ~ i v e  drags (>$50/mo) were underestimated, while 
inexpensive ones (<$30/m0) were judged accurately (80%). Overall, H e  were 2.3 times 
as likely to underestimate drug costs as atteadings (95% CI, 1.0-5.2) and 3.4 times more 
likely to feel unaware of drug costs (CI, 1.5-7.8). H e - - w e r e  less likely to consider 
the cost of drugs for Medicare Pts (OR=0.3, CI, 0.1-0.8). The HOs also made less use of 
the Medical Letter (OR=0.4, C[, 0.2-1.0) or pharmacists (OR=0.3, 0.1-0.6) for cost 
information. 

Conclusion: Mnst MD's felt that the cost of dregs was important to decisinn making. 
However, knowledge of brand name and expensive d~gs  was poor. Few MDs have 
been educated aboot cost or have access to resources. Muny MDs did ant appear to 
understand that Medicare does not pay for medications. Attendings were more cost 
conscious and more knowledgeable then residents. We have developed an educational 
intervention to address these shortcomings that include formal didactic sessions and a 
pocket guide containing cost information on 100 commonly used drugs in primary care. 
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BE A PLAYER OR BE A VICTIM: DESCRIPTION AND EVALUATION OF A 
HEALTH POLICY CURRICULUM FOR PRIMARY CARE RESIDENTS. SB Rein, 
A Reisman, F Gany, M Lipkin, Division of Primary Care, NYU Medical Center, 
Department of Medicine, New York, NY, Deparav.ent of Medicine, Johns Hopkins 
University School of Medicine, Baltimore, MD. 

As residents graduate, they enter a rapidly evolving health care system undergoin 8 
complex changes. Therefore residents, especially those working with the underserved, 
need to understand the vncabulaw, institutions, economics, players, and methods of 
effective action in health policy and economics. The Division of  Primaw Care at NYU 
Medical Center began an 8-week course on health policy to third year residents in 1987 
to enable participants to understand and advocate about policy decisions at the local, 
state and federal levels. The course leaders and those most central in running systems 
and affecting policy, including politicians, clinic, HMO, and hospital administrators, 
lobbyists, lawyers, and journalists, and others with expertise on topical issues, conduct 
three to five 2-hour seminars each week. Residents also choose two to three themes to 
research, prepare position papers on, and eventually present on trips to Albany and 
Washington D.C. To assess the long-term impact of the Ca'st ten years of the course, an 
anonymous survey was mailed up to three times to all graduates (40), yielding a 48% 
response rate. The course usefulness and its individual components were evaluated on a 
4 point Likert scale. Open-ended questions allowed additional comment. Respondents 
agreed that the course was a valuable use of time (74%); as a result of  the course they 
are better prepared to understand changes in the health care system (74%), and the 
course demystified the world of health policy (74%). Some felt better able to influence 
the health care system (53%) and to advocate for the profession (53%), for themselves 
(47%) and for patients (37%) because of the course. Sessions on managed care, 
Medicaid, Medicare and insurance were most frequently rated very useful or somewhat 
useful (74%). The field trip to Albany (58%) and the sessions on International Health 
(54%) were most frequently rated not useful or a poor use of time. 58% felt residency 
was the optimal time during training to learn about health policy, 42% felt that medical 
school was more appropriate. 

In conclusion, an eight-week course in health policy during residency was useful to 
the majority of responding graduates through improved understanding, demystification, 
and enhanced ability to be players rather than victims in the changing world of health 
policy. This course may stimulate other post-graduate training programs and medical 
schools to prepare their graduates for the complex practice world that lies ahead. 

THE "MOCK EPIDEMIC OF HAMPTON ROADS": A MODEL 
COLLABORATION BETWEEN MEDICINE AND PUBLIC 
HEALTH. P Preston'Reveol~ DDicidnson, C Chun, N Welch. 
Johns H o p k ~  University and Eastern V'n-shda Medical School 
Baltimore, MD, ,rod Norfolk, VA 

Medicine and public health, while separate disciplines with distinct 
education curricula and graduate schools, contn'bute vitally to the 
nation's health. Educators of  both disciplines are calling for more 
~truct ion in public health in undergraduate and graduate medical 
enrrienla: This smdydescdbes-a ~ innovation, 'Whe Mock 
Epiden~c of H~,mp. ton Roads'? designed to teach principles of public 
health using experiential education and problem-based lean~g 
methodologies. 

The six learning prmciples of  the "Mock Epidemic" are to: 1 ) solve 
health-related problems by worki~ as part of a team; 2) practice dclfi~ 
in epidemiologic investigation, history taking, and the or mmiT~tion and 
presentation ofdsta; 3) experience the relevance ofepiden~ology to a 
real practice situation; 4) learn about common-source epidemics, 
hygiene, and related concepts ,  5)  p rac t ice  connmmlcat ion  ~ ' i l g  with 
health subjects in a cormmmlty  sett ing,  and  6) interact  wi th  role models  
for  comnami ty-based  p r i m m 7  care. Heal th depar tment  s ta f f 'work  wi th  
medical school  facul ty to  identify a c o m m o n  orgnni.sm tha t  will be  the 
cause o f  the mock  epidemic. The  t e a m  then wri tes  the  scenarios,  
recruits  volunteers,  t rams actors ,  end on  the day  o f  the  " M o c k  
Epidemic"  serves as facul ty  for  the  second  year  medical  s tudents  at  
Eastern Viro~nin Medical  School  (EVMS).  

E V M S  medical  s tudent  qualitative and  quantitative evaluat ions o f  this 
active learning p r o g r a m  for  the t w o  years  1996 and  1997 p rove  the  
value o f  this col laborat ion be tween  medicine and public health. 

ADJUSTED VS UNADJUSTED SCORES FOR NATIONAL R~IDENCY 
MATCHING PROGRAM (NRMP) RANKING: IT MATFERS WHO YOU 
INTERVIEW WITH. Roberts. MS. Internal Medicine Residency Program, UPMC 
ghadys/de, Department of Medicine and the Center for Research on Health Care, 
University of Pittsburgh School of Medicine 
Purpose: Residency programs use interviews as one measure of the qualifications of 
applicants. Because of inter-rater differences, some applicants may be paired with 
interviewers who systematically rate with higher or lower scores than others. In our 
program, interviewers provide a composite score based on the interview, application 
and scores. The average interviewer score forms the basis of the initial rank-list, from 
which froup discussion determines final rank. Assignment is not random, but there is 
no systematic pairing of interviewer to candidate types. We examined the effect of 
using raw vs adjusted rankings on the initial and final position in the NRMP rank list. 
Methods: During 1993-94, interview data indicated that significant variation existed 
by interviewer. Over the next 4-year period, average scores of reviewers who rated 
more than 10 applicants ranged from as low as 6.2 to 8.4 on a 10-point scale. This 2.2 
point raw score difference would change the initial position on the rank list by about 
35 positions. After 1996, we adjusted scores by each interviewer's mean and 
standard deviation (assigning each applicant an average Z-score): this score forms the 
initial rank list. We examined the magnitude by which using raw vs adjusted ranks 
would change initial ranks, and compared this magnitude to the average change in 
rank that occurred after group discussion between the initial and final rank list. 
Results: Initial rank lists ordered by adjusted score and unadjusted score differed 
substantially. Initial placement on the rank list changed by an average magnitude of 
8.8 (range -42 w +64), on a rank list 
of  fewer than 100 applicants. 
Moreover, the change in initial 
ranking as a consequence of using 
adjusted scores moved applicants on 
average a greater magnitude that did 
the adjustments made by group 
discussion in the final ranking 
meeting, a difference that approached 
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statistical significance. (p=0.07). Morn imponandy, for several applicams, the 
magnitude of movement had the ability m change the ranking of the applicant beyond 
our rank-list acceptance threshold. 
Condusiom: Individual interviewers have idiosyncratic scoring styles that may affect 
the scores given to applicants during interviews. Adjusting these scores to a common 
mean and variance mitigates the effect of inter-rater differences, and minimizes the 
impact of an applicant being assigned to a particularly "tough" or "easy" interviewer. 

A PORCINE MODEL TO TEACH SKIN BIOPSY PROCEDURES IN AN INTERNAL 
MEDICINE RESIDENCY, Theresa P.ohr-Kirchmmher_ MD, SUNY-HSC ~ Syracuse, 
DeFenmam of Mecectne, ~ of Omer~ ~ ,  _ ~ _  -_'onal pmgm~ C~ce. 

Internists .rouenely e~mh~ the skin. However, skin bioi~m aze ~ t l y  
performed by Internists in pen w,-~,~- of a lack of tr~inln~ in the technique. To 
encourage such procedural learning daring tesideacy, we devised a program to integrate 
skin biopsy into the requirud ~ Care Block (ACB) curricalnm. 

Objective: To develop an interactive method to train Internal Medicine residents in 
the essenlia~ of skin l~upsy techniqncs. 

Participants: 21 secendyear IM remdents as~gnadto a 4 wnek rotation inthe 
Ambulatory Care Block (ACB) flora July 1997 to June 1998 partic~nmcd. 

Methods: Realdents were amigned reeding material about the techniquus of skin 
biopsy end then attended an hour long small group scmion with two faculty members 
(one from Dermatology and the other fi'Om General Medi~ne). The faculty had hnn~_ 
on practice sesmone using pigs' Ret for the pmcedmm. The residents were insw__~_~_ in 
punch, shave, and ~ o m l  bioi~'y pmu:dams; suturing techniques; and wound care. 
Skin tag, small lusion~ and wan removal were also discuascd 

k-'valuadea: The realdents wera asked to evalnate the sussion at the end of the 
rotation atld comm~n~ on t ~  usl~mln~ e~ l ~  i ~  in t l ~  ¢onti l~ty clinic 
practice. The evalualJun remm rate was 63% ALikeTt scale of  I - 9 with I being leust 
dasirable wus usud. The range wus 5 - 9 and the average scorn wus an 8.6. 

Di~,amm: The facu~ feU uneasy inmncting realdents in this procedure since 
patients we~ aware that tbo resiO~s ~ere not proficient Correcti~ and i n s t a t i n g  
the realdent during supervi~on of the pmcudure made both the patient aud the realdent 
uncomfortable. We have been abte to combine a written description of how to do 
procedurm with actnal hands on sassious that allowud the residents to be more confidem 
in their ~.ldllg Hunds un practice sassion with a porcine model allowed the learners to 
ask qnestions and learn new skills without the cencem for patient well being. We hope 
• at the beoad accapmnce of this mudel I~ our rmidems nmy spur an e l u n  to other 
lrainin S programs that would complea~at a Dermalology elective or to be used as a 
proxy. 
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INFLUENCE OF CHARGE DATA AND GROUP PROCESS ON 
CLINICAL DECISION-MAKING. D w Rud¥, M Ramsbottom-Lueler, J 
Geergnson, and JF  Wilson, Department of Medicine, University of 
Kentucky, Lexington, KY. 

Purpose: We developed an interactive case-bas~ workshop to teach residents 
principles of cost-effective medicine. We hypothesized that providing charge 
data to residents would influence their test-ordering behavior and that group 
decision-making would differ than that of individuals. 

Methods: The participants, 23 Internal Medicine residents, attended a one-day 
workshop. The case-~sed presentation consisted of a 17 year-old with 
accelerated hypertension. After presentation of the history and physical 
examination, a menu of diagnostic and therapeutic options were presented to the 
residents. Groups of residents were then either provided with no charge data, 
charges before or after test ordering. After individuals gave their choices, group 
consensus was reached. Outcome variables were total charges and an expert- 
generated index of optimal test ordering. The effects of level of charge 
information and group discussion were analyzed with planoed contrast in a 
multiple regression analysis. 

Results: Individuals receiving charge data either before ($1,341) or after 
($1,28 I) selecting a test ordered evaluations which were less costly than 
individuals not receiving any charge information ($2,223, p=0.04), as well as 
higher optimal test scores (p=0.02). After discussion, the effect of group 
consensus on test ordering was examined. Group decisions ($2,524) on test 
ordering resulted in higher total charges than individuals (S1,661, p=0.001) and 
a less optimal test score (p = 0.02). 

Discussion: A brief intervention with availability of charge data resulted in 
less costly, more optimal test ordering for one complex case. In addition, group 
discussion resulted in more costly and less optimal test ordering than individual 
decisions. Future research should focus on group decision-making processes in a 
wide variety of clinical scenarios. 

EFFECTS OF THE HCFA F_,&M GUIDELINES ON INPATIENT TEACHIHG. 
AM Schlever. H Kelly-Hedrick, DM Martin, SD Film. University of Washington and 
VA Puget Sound Health Care System, Seattle WA. 
Ob.~ctlv~" In July, 1996, file Health Care Fiunncmg Administration (HCFA) introduced 
Medicare's Final Rule for Teaching Physicians mandating increased levels of super- 
vision of trainees and dnomnentetiun by attending physicians. We assessed the effects of 
these guidelines on inpatient teaching. 
Sett~g: A university medical center and an affiliated county hospital where the guide- 
lines were implemented and at an affiliated VA medical center where they were not. 
Parlk~nts: 67 full-time faculty who attended on the general medical wards for ~ 1 
month for 2 of 3 consecutive years prior to and 18 months after July 1, 1996 when the 
guidelines became effective. 
Study Design: Retrospective cohort study comparing standard teaching evaluations that 
were routinely completed by residents and students before and after 7/I/96 for attendings 
at all 3 sites. We also surveyed University and county hospital attendings about their 
perceptions of inpatient teaching activities and effectiveness before and after 7/I/96. 
R ~ / l s :  Comparing 835 teaching evaluations completed before 7/1/96 and 526 com- 
pleted after, there were no significant differences at any of the 3 hospitals on any of the 9 
items assessed (left figure). There wera also no significant differences between the 
university and county hospitals vs. the VA. 88% of 41 university and county attendings 
returned surveys. They reported highly significant increases in time devoted to attending 
responsibilities and diminished time spent on teaching activities (fight figure). 
Conclusions: Physicians reported a dramatic increase in overall time spent attending 
along with n modest decrease in time spent teaching. Yet, evaluations of their teaching 
effectiveness did not change. In all likelihood, teaching effectiveness was maintained at 
the expense of time devoted to all other endeavors including personal activities. 
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EFFECT OF A THIRD-YEAR AMBULATORY BLOCK ON 
STUDENT PERFORMANCE ON THE INTERNAL MEDICINE 
SUBJECT EXAMINATION Henry Sakowski, EC Rich, P Turner, 
Department o f  Medicine, Creighton University School of  Medicine, 
Omaha, NE 

In 1997, Creighton University implemented an Ambulatory Internal 
Medicine (IM) experience as part of  a combined P r ~  Care Clerkship 
(PCC) utilizing the efforts o f  the Internal Medicine (IM) and Family 
Practice (FP) departraents. Students were given the National Board o f  
Medical Examiners (NBME) Internal Medicine Subject Examination 
(IMSE) after they had completed both the core Internal Medicine 
clerkship 0MC) and the IM portion o f  the PCC. We evaluated whether 
the addition of  an ambulatory Internal Medicine improved IMSE scores. 
We also evaluated whether the order in which the PCC occurred during 
the academic year effected students' performance on the I/VISE. Using 
multiple regression, we compared IMSE scores o f  students flora the 
1996-97 class (without the PCC) and the 1997-98 class (with the PCC) 
controlling for student age, ethnicity, MCAT scores, and date the test 
was taken,. A similar analysis was conducted for the order in which the 
clerkship occurred for the 1997-98 class. Our analysis determined that 
the introduction o f  PCC was significantly associated with improved 
subject exam scores (B=1.89, pffi.049). The order of  clerkships had no 
influence on subsequent IMSE scores (Bffi.134, p=.937). Also we noted 
that in 1996-97 (with no PCC) taking IMC later in the academic year was 
significantly associated with IMSE scores (t=-2.23, p=.03), but this.was 
not found in the 1997-98 after the introduction o f  PCC (t=-.33, pffi.74). 
Our results confirm that an ambulatory IM experience in addition to 
IMC. The order in which these experiences occurred in the academic 
year, does not influence IMSE performance. However, clerkship 
directors need to consider these results in designing equitable evaluations 
for third-year clerkships in IM and PC. 

DOMESTIC VIOLENCE SCREENING: CAN A BRIEF EDUCATIONAL 
IHTERVEHTION CHANGE BEHAVIOR? J Schmw. LJ Cupponi, Division of Pt~nary 
Care, Dupertmont of Medicine, New Yoek Univ. School of Medicine, New York, HY. 

Backgremsd: Domestic violence (DV) screening in primary care clinics is frequently 
recommended, but rarely done. We examined whether a brief clinic-based education 
program could change residents' behavior. 

Methods: Patients in an urban community-based internal medicine clinic were 
interviewed after they saw resident physicians, to determine the prevalence of DV and to 
assess if the residents had screened for DV. During July and August 1998, one 
investigator (JS) interviewed sequential patients about smoking, DV and exercise. For 
each issue, the question to determine prevalence was followed by a question to assess if 
screening had occurred. Some patients were missed due to overlap of releme times. 
Midway through the study period, the residents received a brief, two session, DV 
educational program directly before seeing patients. The first session consisted of a DV 
quiz, followed by a question and answer period. The second session was a 15 minute, 
interactive role-playing exercise addressing how to ask about, document and address 
DV. Residents were requested to screen all new patients (anyone who had not been seen 
in six months or more) for DV. Pre and post-iutervention DV screening rates were 
c,.n~l~l using chi-square analysis and Flsber's exact test. 

Results: There was no significant change in screening rates of all patients, all new 
mtients, or new female putie ~ts (see table). 
Group Pre Ed Screen Rate Post Ed Screen Rate p~. 
All Patients 5.7% {3/53) 4.4% {3/68) .75 
New Patients 8.0% (2/25) 7. I% (~2/'28) 1.0 
New Female Patients 05, (0/10) 20% (2/10) .24 

94% of residents (17/18) participated in the quiz and answer session, and 77% (10/13) 
participated in the role-playing session. 935, (121/130) of patients agreed to be 
interviewed. 445, (53) were women, ~ age 47. DV lifetime and one year prevalence 
respectively were 35.8% (*/. 13.15,) and 7.5% (*/. 1.1%) among women, and 7.4 % (÷/. 
6.35,) and 2.95, (*/_ 0.65,) among men. 87% (13/15) of self-reported DV went 
undetected by residents before intervention and 78%(7/9) went undetected after (p<_.49). 

Conclusions: DV is highly prevalent in our urban outpatient sample. One third of 
women were victims of DV within their lifetime, one in 12 within the last year. Our 
brief clinic-bnsnd educational intervention had no significant effect on residents' DV 
screening behavior. Residents identified victims of DV poorly, screening only 17% of 
them. The change in screening rates of new female patients was not significant because 
of sample size. This agrees with our overall screening rates which showed no change. 
Our intervention nddres,sed residem knowledge and behavine, but lacked a graded 
evnlantioa and mandatory attending physician follow-up. Emphasis on DV screening by 
attending physicians may be necessary to change roskleots" DV screening behavior. 
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FACULTY TEACHING PERFORMANCE---A COMPARATIVE 
ANALYSIS OF AN OPEN AND ANONYMOUS EVALUATION 
PROCESS. Chinm Shah. Nelia ~ 3 s o ,  Anti Aran l~  Lavoisier Cardozo. 
Wayne State U n i v ~  School o f  Medicine, Detroit, Michigan 48201-2153. 

Purpose: There is a pcrenpfion, that the open evaluation process tends to 
i-~hte the mean performance grade. A litersture soaroh to date, reveals a 
paucity o f  research in this area. Thero is data on use of  evuluntions as a meam 
to improve faculty pe r fonnan~  threegh workshops and other teaching 
medalifim, however the process o f  evainafion itself has received little attemion. 

Objective: 1) To analyze differences between the open and anonymous 
faculty evaluaficm process, 2) To detail barriers perceived to hinder optimum 
faonlty eval.atmn by leame~. 
M~hodology: Our ~ has an open faculty ovaluation format where a 

total o f  eighteon teaching performance items are rated en a 1 to 5 Likert scale. 
This study was condncted over two months during an Internal Medicine in- 
patient rotation. Residents and  medical students evaluated faculty using the 
open format and 48 hours later they completed an identical anonymous 
evaluation on the same faculty member. A total of  46 pairs of completed 
evaluations were available for study. The two groups were compared, using the 
student t test. In additio~ th¢lenmcrs were also given a formthat listed 12 
barriers pcrcoived to hinder optimum evaluation o f  the faculty which were also 
rated on a 5 point Likert scale 

Results: 15 out o f  18 items showed statistically significant differences (p < 
0.05) botween the open and anonymous evaluations. In addition the composite 
scores between the two groups showed a statistically significant difference (p = 
0.0119). The major barriers to the open evaluation system are also detailed. 

THE PHYSICAL EXAM INITIATIVE AT JOHNS HOPKINS BAYVIEW 
MEDICAL CENTER. ~ Shunk, SC Dnsso, Division of General Internal Medicine, 
Johns Hopkins Bayview Medical Center, Department of Medicine, Johns Hopkins 
University School of Medicine, Baltimore, MD. 

Introduction: Physical exam skills are at risk. Despite data that internal medicine 
residents can recognize only 20% of common cardiac fndings, only 27% of Internal 
Medicine residencies specifically teach the cardiac physical exam. 

Purpose: The purpose of this initiative was to improve physical examination skills 
in a cohort of internal medicine residents and to document a comprehensive approach 
to the teaching of the physical exam. 

Methods: The 44 internal medicine residents at Johns Hopkins Bayview Medical 
Center participated in weekly 30 minute physical examination rounds while rotating 
on the internal medicine inpatient wards. The physical exam rounds were held during 
the residents' scheduled daily teaching sessions and were organized by the chief 
residents. Multiple formats were used to teach the physical exam, all involving direct 
patient contact. These included I) "guess the diagnosis" rounds during which each of 
four internal medicine ward housestaff teams went to the "unknown's" bedside to 
evaluate a particular organ system or physical finding, 2) group lecture with an 
opportunity to perform the exam, e.g., examining a thyroid nodule, 3) history and 
physical exam of a patient with a systemic illness, e.g., systemic sclerosis, and 4) 
cardiac auscultory rounds with bedside faculty supervision for confirmation and 
discussion of relevant cardiac pathophysiology. 

The physical exam rounds were one aspect of the physical exam initiative which 
also included two other specific interventions. First, a greater emphasis was placed 
on the physical exam during morning report. Second, residents were given a pocket 
manual containing a consensus of physical diagnostic skills competent internists 
should acquire, allowing residents to document their proficiencies and encouraging 
faculty to observe and confirm residents' exams. 

Results: A post intervention survey was completed by all 44 residents. The 7 
months of physical exam rounds were well attended and 40/44 (91%) of residents 
reported attending at least one session. Residents strongly approved of the content as 
well as the presentation/materials (median 4, scale of 1-5). More importantly they 
noted an improvement in their knowledge base and improvement in their skills 
(median 4, scale of 1-5). 

Conclusions: Residents perceived that physical examination rounds improved 
their knowledge base as well as their skills in the physical exam. Time and 
materials devoted specifically to the teaching of the physical exam should be 
integrated into an internal medicine curriculum providing opportunities to teach the 
physical exam in many settings. 

RESIDENTS' AND PRECEPTORS' PERCEPTIONS OF CONTINUITY CLINIC 
EXPERIENCE IN TWO CLINIC TEACHING MODELS. JA Shea. EE Reynolds, 
LA Lynn, KJ Kovath, and LM Bellini. University of Peunsylvania, Philadelphia, PA. 

Background: For many internal medicine residants, continuity practice is a traditioanl 
huspital-based "clinic:" a dedicated space, underserved patients, and faculty who 
precept there but practice elsewhere. Another model, which offers greater faculty 
invol~,ement and patient diversity, places residents in faculty practices. The purpose of 
this project was to compare experiences end attitudes of residents and preceptors 
assigned to traditional clinics versus those assigned to faculty practices. 

Methods: Four months after implementing a new faculty-based practice model fur 
some interns and residents, we surveyed all residents and preceptors. Residents were 
assigned to eight different clinics: 2 uaditional clinic models, 1 VAMC site, and 5 
faculty practice sites. In the resident survey, respondents rated 14 aspects of the clinic 
on a 1 (poor) to 5 (excellent) scale. They also noted which three f e a ~  of a practice 
experience were most important to them. Faculty responded to similar questions. 

Results: Of  the 142 residents, 119 (84%) responded. The 43 residents in faculty 
practices gave higher ratings (p < .05) than their 54 peers in traditional clinics with 
regards to overall educational experience, diversity of patients' diagnoses and 
backgrounds, quality of patient care, ancillary support, after-hours telephone system, 
and overall practice function. Ratings were nearly significant (p < .06) for availability 
of social services, education re: non-medical aspects of care, site ac~esalbility, and 
feeling like the primary care provider. There were no differences (p~> .06) in learning 
from the preceptor, conference availability, or conference quality. About 70% of the 
residents within each model rated learning from the preceptor as one of the most 
important features of the practice. Other features frequently listed as impmtam by both 
groups included diversity of diagnoses, feeling like the primary care provider, and 
quality of patient care. A subgroup (n ffi 17) of second and third year residents who 
moved from a traditional clinic to a faculty practice held significantly more favorable 
views than those who did not change clinic type (n = 47) on the majority of the clinic 
features. 

Of the 46 preceptors, 36 (78%) responded; 18 precepted in faculty practices, 7 in 
traditional clinics, and 6 in the VA. Small group sizes precluded formal analyses. 
However, ratings by preceptors in faculty practices were more than one-half standard 
deviation higher for their knowledge of patients, quality of patient care, overall practice 
function, and overall quality of the educational experience. They gave lower ratings to 
their ability to be productive during precepting and m their enjoyment of teaching. 

Conclusions: Residants and faculty rate many aspects of patient care and learning as 
higher in a faculty practice model than in a traditional resident clinic model. Offering 
more clinic experiences in faculty practices, while monitoring educational experiences 
across sites, could improve learning opportunities. 

AN INOVATIVE SYSTEM FOR CREDENTIALING RESIDENTS IN INVASIVE 
PROCEDURES. SJ Sibbitt. TA Binckwell, Department oflntemal Medicine, 
University of Texas Medical Bnmch, Galveston, TX. 

Perpose: To improve the accm'acy and validity of the resident ¢redentialfag 
process for invasive procedures as required for certification by the Americen Board of 
Internal Medicine, and future Hospital privileges. 

Methods: Achievement of our goat canteredarmmd.the development of a 
CLINWEB based "invaSive proc~inre' r~.ordar that could be easily accessed by 
resident physicians from any hospital based computer terminal. The procedure 
recorder had to efficiently perform multiple functions. First, the recorder would 
fimction as a numerical database and document all procedures completed by residents 
to ensure numerical criterions were met. Second, it would authenticate that all 
procedure s were appropriately" Supervised. If the user was not a credantialed 
physician the system could-not procced until a 'recognized' (via personal I.D. 
number) credentialed physician had also logged in. Third, the system would assess 
the resident's knowledge of the indications, contraindications, and complications of 
the specific procedure; the system would deliver a multiple-choice test to-the user 
Upon successful completion of aspecified numerical.criterion. Fourth, it would 
function as a medical record documentation tool generating an accurate 'Procedure 
Note' that would be placed directly into~the medi&d record. Finally, d e  system 
would provide the pmgrem director (or designee) with easily accessible data clearly 
identifying residents deficient in specific procedures, and those successfully meeting 
all criterion for credentialing. 

Results: Such a database recorder was developed and implemented within one 
academic year. Residents found the system easily accessible (from any terminal in 
the hospital) and efficient (less than 3 minutes form the time of log on to the 
generation of a Procedure note). We are now able to document 100% of all 
procedures performed by residents. As important, we have found the database 
recorder to be a vital management tool as residents defcient in necessary procedures 
can be quickly identified. Additionally, for any resident a detailed 'Procedures 
Completed' report can be effortlessly generated and placed in the resident's 
permanent file. 

Conelnsluns: Utilization of our lnvasive Procedure Database Recorder has 
improved the accuracy and efficiency of our credantialing process of resident 
physicians. It also has enhanced the validation of proficiency in specific invasive 
procedures as required for certification by the American Board of Internal Medicine, 
and future Hospital privileges. 
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SURVEY OF FACULTY AND RESIDENT LEARNING NEEDS IN MEDICAL 
INFORMATICS. I Sire. Division of Ganeral Internal Medicine, University of 
California San Francisco; San Francisco, CA. 

Pm 'pe~ :  To describe the range of iofurmatics skills, knowledge, and topical 
interests among faculty and remdents in the UCSF Division of General Internal 
Medicine, for the development of a formal medical iofonnadcs cuniculum. 
Method: A 66-item qnestiommire was sent to 27 faculty and 60 primary care tesideats. 
Tbe survey itenm were yns/no end Likest-like questions that were arlapted from Cork, et 
al (1996). Respondents were asked about their taior infonnadca training, their attitodes 
towards computea in medicine, and tbeir self-petcoivad skills and learning ueeds (e.g', 
the asage of  e-mail). Tbe drills and learaing nends were assessed for 29 skills in 8 
domains: 1) the ~ of f m v h ~ t a l  concepts in reedicai ioformadcs (e.g., 
privacy, limits of  artificial intelligence); end the use of computers to 2) access ioforma- 
tioo sources; 3) provide clinical care; 4) communicate; 5) organize infonnatioo; 6) 
wesent info~ltion; 7) teach, and 8) impt'ove clinical care. For each skill, respondents 
rated their IXOficion~, and whether they would find instruction in that skill worthwhile. 
Reanlts: Twenty-three of  27 faculty responded (85%). Their mean age was 37.1 (range 
30 to 51) and 61% were male. Twenty-nine of 60 residents responded (48%). Thcir mean 
age was 30.2 (range 26 to 41) and only 38% were male. Training: More residents than 
faculty had had informafics tlainin~ in medical school (17% ve in s  4%) or in residoncy 
(4% versus 0%). Seventeen perceat of  both faculty and residents had had no infonnatlca 
training at all. Attitudes: Residents were significantly more optimistic about the effect 
of computers on dealing with complexity, and on the enjoyment of medicine. All 
respondents were concerned about the effect of enmputors on patient privacy and on the 
doctor-patient relationship. Skills and learning needs: On average, the faculty reported 
being proficient in more of the 29 skills than did the residents (6.96 versus 4.83, 
p=0.04). Thirteen percent of the faculty and 48% of the residents reported haviflg 5 or 
fewer skills. Thirteen percent of the faculty and 21% of the residents were t~acomfortable 
with e-maiL Fur both faculty and resident& the greatest leamin8 needs and interests were 
in using compoan~ fur patient cam, m a m ~ g  information, giving talks, and teaching. 
Most respondents had little intarest in performing outcomes asseasment using large 
databases, or in the challenges of  bringing computers into health cam settings. 
Residents considered acquiring the 29 skills to be more worthwhile than did the faculty 
(2.41 versus 1.79 (pffi.051) on scale of I to 3, 3 = definitely worthwhile). 
Condualon: Faculty and residents have oomparable learning needs in medical 
informatics. Substantial minorities of both residents and faculty require training in basic 
computing literacy. Medical informadcs curricula should address the learning needs of 
faculty as well as thcoe of stadents and residents. 

DEVELOPMENT AND EVALUATION OF AN INTERNET-BASED CURRICULUM 
FOR AMBULATORY CARE EDUCATION OF INTERNAL-MEDICINE RESIDENTS. 
SD Sisson. TW Grees, MT Hughes, JM Watanabe, M Weiner. Division of  General 
Internal Medicine, The Johns Hopkins University, Baltimore, MD. 

Intema~medicine residency programs increasingly emphasize ambulatory care, but 
resources for teaching and finding information in the clinic are often hmdequate. The 
Interact enhances access to information but has seldom been reported as an educational 
tool for residents. Our goal was to develop and evaluate an lntarnet-based ctm-iculum that 
uses asynchronous learning to teach internal-medicine residents about embulatory care. 

Topics for focus of  educational efforts were identified with a needs ansnssment, which 
included surveying residents and recent grechj~t~, identifying common illnesses, and 
assessing results of  in-service trainin 8 examinations. Faculty designed eme-besed modules 
with objectives, case presentations, questinm and answm, a quiz, and refenmcns. 
Medules were reviewed by committee and distributed on a Web site accessible to residmts 
and faculty. We asked all interaal-medicine residents st our institution (N = 96) to register 
once online. Users of  the Web site can easily view and save online modules or related 
abstracts, articles, images, and patient edu~ ion  materials. Approximately twice per 
month, residents vecoive electronic mail about a new module. They then review online 
modules independently and receive instantaneous, automated feedback about their 
responses to questions. Clinic preceptors discuss modules with residents. Residents submit 
an online quiz, and the module is discussed at a conference for all residents. An end-of- 
year examinatioo is planned to assees pefformanco oo topics coveted throughout the Ynsr. 

The needs assessment indicated that residents desire or need more training in 
orthopedics and dermatology (survey); diabetes mellitus and hypertension (common 
conditions); and cardiology and nephrology (in-sorvice exam). Residents reported that 
limited time for learning in clinics hindered ambulatory education. We implemented our 
ctaxiculumin 9/98.ARer 4 mooths, 6 modules had been wesantad, and II  Web4ite visits 
per day (on average) were documented. Eighty percent of  residents had registe~d to 
participate and, on average, 34% of these had _~_~__~ed any given module. Residents used 
online and paper-based surveys to evaluate online modules and conferences, respectively. 
Of h ~ - ' t a f f  users, 36°,6 completed online evaluations, and 74% of  online evaluations 
indicated that residents accessed modules away from clinic (e.g., hospital or library). Most 
(85%) of  the online evaluations indicated that online instructive value was "good" or 
"excellent", and 83% of  104 paper-based evaluations indicated that the corricolum 
stimulated additional learning. Most (8 i %) also reported that the ctm'iculum would change 
the way individuals practice medicine. Time constraints continue to hinder learning. In 
conclusion, we have developed and are evaluating an lntemet-besed ambulatory-care 
cun'ieulum. Although a minority of  residents access the Web-based modules, numy users 
highly value the program. Baniem of  time continue to require new solutions. 

THE USE OF MINUTE PAPERS TO CONTINUALLY IMPROVE 
RESIDENT MORNING REPORT. ]v~K Sinmh. LA Headrick, and C Thomas, 
Division of General Medicine, MetroHenith Medical Center, Depm'tmem of 
Medicine, Case Western Reserve University, Clevelmd, Ohio. 
Baelqlrmmd: Minute pape~ a brief way to obtain imme~ato feedback from 
lemm~ have been used in higher educatim for ongoing improvement of 
learning ac*ivlties. This paper describes how minute papers can help tailor 
morning regort to the needs of the residera& Objeatve: To illas~te how 
minute papers can be used to mcasere mmitmom improvement in resident 
morningrepoeL Methods: TradRinnally,.at onr ~ o n ,  atlintemsi 
medicine residents Im~Cil~ed in a mmbin~d morning report. In n:aponse to 
reai&nts' feedback, the format was recently changed to seperate moening 
repor~ one for the inten~ and one for juninr/senin¢ reaidents. Before and ath~ 
making this change, re~idants wea'e asked to fill out and t~m'n a minute paper 
attheendofeverymomingrel~O~L They responded to fourqumticos: l. Ona 
sesie of I to 5 uae the usefulness of the sessinn ( I-not rueful md 5= very 
useful). 2. Whm are the major take home lemom7 3. What queatiommmain7 
4. What wonld yon mggo~ for improvement7 The mean ~ores fi~om que~co 
number I were reed to create mn alums for each pint ~aduateyeer. Three 
months lat~, we conducted a supplemental creas-sectinml atrvey to validate 
the minute paper results, asking reaidents to compare the old, combined 
momin 8 report to the new, ~pefat¢ format with regard to 4 specific qualities: 
effectiveness, conducive environna~ to participate, omtants rna~  and fom~ 
match to the level of lesmer. Rumlts: The minute paper data suggested an 
increase in resident satisfaction after the new format was introduced. The mean 
score for level of satisfsetion for the postgraduate year I (PGYI) residents in 
the combined morning report was 4.20 and in the sq~ate momin 8 report wm 
4.57. Foe the PGY2, combined ~ 3.75 and m~rate-4.44 and for the PGY 3, 
combined,- 3.75 and ~ . 3 .  Qualitative data from the minute papers 
were used to flu'the1 tailor the con forence to the rmidents" expressed needs. 
The supplememal survey confirmed this improvement. The mean score for 
effectiveness: combined~3.82 and new---4.11 (p>0.05). For conducive to 
participetion: combinedffi3.68 and segerig~-4.16 (17<0.05). for content matching 
level of le*J'ner: combined~3.71 and se~zate,ffi4.13 (p<0.05) and format match 
to level of learner:combined=3.61 and separate-4 (p>0.05). The minute paper 
approach has bean adopted for ongoing feedback in other resident conferences. 
Ceaelusinas: Minute papers are an effective and valid method to obtain 
immediate and ongoing feedback in educational programs for residents. 

THE LEARNING OF PREVENTIVE MEDICINE IN AN EVIDENCE-BASED 
AMBULATORY CARE MORNING REPORT. PJ Soasa. University of Hawafi John 
A. Bums School of Medicine, Department of Mediciue, and the Queen ]~mnm Chifics, 
Honolulu, Hawaii. 

l~rpose: Implementing Internal Medicine curricula that"work" in the ambulatmy 
setting has traditionally been extremely difficult for a variety of previously described 
reasons. This has been particularly so with Preventive Medicine 0PM) curricula. We 
instituted a flexible, resident-driven, faculty-sopported curriculum in PM as part of our 
premier ambulatory training site's Amfbulatory Care Morning Report (ACMIL) 

Dnsiga & Methods: Our existing weekly ACMR (abstract poster-presented and 
published in JGIM 1997) format was modified at the beginning of the 1998-99 academic 
year to include a list of required topics in PM, from which residents had to select and 
present during each ambulatory block rotation. Topics include cholesterol, 
hypertension, and diabetes screening; cancer surveillance (prostate, cervical, colon, 
breast); domestic violence, semmlly transmitted diseases, and others. Topic 
presentations require focused clildcal questions, medical literature searches, critical 
appraisal of retrieved articles, and clinical applicatinns/~ tm maries (fimdamental 
Evidence-based Medicine (EBM).) Pretests and posttcsts were given at the be~nnin S 
and end of each block, respectively. Tests consisted of MKSAP and MKSAP-Iike 
questions. Exit questionanircs (4-pt Like, R) were completed at the conclusion of several 
blocks. Pretest and posttest scores were compared to see if there had been any 
significant improvement attributable to this format, and exit questionnaire responses 
were analyzed. 

Results: Six months of data were collected, with N=24 residents. The pretest score 
average (.+-SD) was 60%(:L-0.10), compared to an average posttest score of 74%(i-0.07), 
p=0.02 (two-tatled stadent'st-test.) 100% of residents polled by qucstionnaire at 
random (N=7) agreed or strongly agreed that: ACMR was a valuable forum for teaching 
and learning aspects of health maintenance and preventive medicine; being required to 
research the literature, present cases, and teach their colleagues about PM enhanced theiz 
medical knowledge; learning about PM in ways that are serf-directed and peer-teught 
was valuable; the key learning issues Of PM topics are adequately covered in ACMR; 
this format fulfills their educational needs in PM~ and that they enjoyed teaching their 
peers about PM. 

Conclusion: In the midst of  medical education moving increasingly to the ambulatory 
setting, ACMR has emerged as a strong viable, and greatly needed forum, within which 
the di~ficolt task of teaching (and hence, learning of) core ambulatory medicine topics 
has been made far less difficult. These limited results mggest that implementation of a 
curriculum in PM that is flexible, resident-driven, and faculty-suppor ted/sopervised is 
feasible, and results in a measurable and objective improvement in retention that is 
statistically significant and meaningfid. 
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olYrPATI]gNT MORNING RgPORT: A NATIONAL SURVEY AND A 
FROSP~J~Wt TRIAL A s d m m  Spkkard, m u d  rock rm~ffih 
VanderbIIt Ualverslty School of Meat,d=% Ns~vi lk ,  Temeuee 

O.bjecUve: To d e . m i n e  the p r e v a k a ~  structure, and value of antpafleat 
morning repert. 

Metheds: 1) A mrvey of US internal a u ~ t ~  eesideacy pregram d i r e c t s ,  
and 2) a me-year pruspeaive mrvey of residents finishing their empmieat 
retattem who participated in empafiem morning repert at Vandcrbitt 
Univen~.  

Results: P-ma~,'kably, 377 eut of 404 pregram directors respeoded to the 
mtflomd mrvey (91.S% resi~a~g rate). Oatl~t imt morning repert, delincd 
as a eaaferea~ for nmldeats and mediad mMmts that is ded~aL,~d to the 
preseatsflea and diseassim of empatieat eases, is reed by 24% of US interred 
medidne tendency programL It  is more prevakm in Ira,get programs O7% 
of those with more Oum 50 residmts w. 15% of throe with less tium $0 
residant& p<O.001). In ~ attendlag pby~dam and ~ resldeats lead 
the coufereme, while resideats chom¢ and prmcm the eas~. Although 66% 
of the programs invite medical students to attead eutpatieat morning report, 
le~ than 20% pcmmit them to choo~ or pre~at  patiem cram. 

Sixty r¢*idea~ re,pearled to the leeal mrvey (90% respeme rate). The 
rt~ldeat~ fa ta l  the edneafle~al vaine e~ outpatie~ m o r a ~  report 4.71 ona  
~lmint scale. Over 88% of the rmi,tea~ ra~d the feUewing featnres of the 
c o n f ~  as very good or oula~mdlng: t ie learning atmm~here, the 
leadcrthlp ~ of the __~'~__~0~g physichms and chief re~idant~ the 
P ~  of the eas~% and tho abilivy of t l~  canfcrcn~ to meet pcrsomd 
kaming roams and to cever tepks m t  revered dsewhere fa their training. 
None of the reddmts timaght medical stadent& who ~ an active rele 
during the senton, detracted from their karning at the conference. 

Coadusi~l: Appl~t'ima~ly 24% of US iat~lsal medical re~dmw_*_~8 hove: 
an ontpafient morning report. Residem~ at a large teaching Imspital highly 
vained this coufen~e  reporting that it helped te achieve learning geah not 
met elsewhere in their tralnlng. They ~ appreciated the active 
~ a f l e a  of medieai ~tadan~ ha this setting. Tailored to the particular 
needs of each in~ttnflea, eutpatkat morning rel~rt  can offer r e ,  dents and 
sWdmts a highly educational experiem:e that reBee~ the current ~ of 
medical pra~ff~ 

BAYVIEW AMBULATORY SUBSPECIALTY INTERDISCIPLINARY 
CURRICULUM (BASIC): EVALUATION OF A NEW AMBUI~TORY 
CURRICULUM. D. Stornelli M.D., R. Ziegelstein M.D., N. Lowitt M.D. 
Department of Medicine, Johns Hopkins Bayview Medical Center, Baltimore, 
MD. 

Purpose: To initiate and evaluate a new ambu la to ry -~  subspacialty 
curriculum for Internal Medicine Residents. Methods: Beginning in July 1997, 
Residents have spent three months during the PGY-2 and 3 years rotating through 
Rheumatology, Cardiology, Pulmonary, Gastroenterology, Nephrology, 
Hematology-Oncology, Endocrinology and Geriatrics clinics, The curriculum is 
designed to provide clinic-based educational experiences, supplemented by small 
group didactic sessions, interdisciplinary case conferences, and a written 
curriculum focusing specifically on topics frequently encountered by outpatient 
practitioners that are not covered in the inpatient setting. Program evaluation took 
place through feedback sessions as well as written questionnaires completed by 
Residents and preceptors. Results: 22 out of 23 (96%) participating Residents 
completed a 9 item questionnaire for each subspecialty clinic attended. Resident 
feedback was generally positive. Rheumatology, which already had an 
established clinic-based curriculum, scored highest on the Resident questionnaire 
m terms of achieving learning objectives (average score 4.9 out of 5), while 
Gastroenterology scored lowest (average score 2.8 out orS). 9 of 12 (75%) of 
faculty-preceptors completed a 6 item questionnaire. All but one faculty-prv~ptor 
agreed that the learning objectives of the curriculum were met, and they enjoyed 
teaching in the clinic as much as on inpatient rotations. Interestingly, while 
residents felt they had adequate faculty supervision and teaching time, the greatest 
concern of the faculty was the lack of institutional support to lighten patient loads 
during teaching clinics to facilitate precepting/learning. Conclusions: A well- 
organized ambulatory subspecialty curriculum can successfully facilitate learning 
aspects of Imernal Medicine which are unique to the care of ambulatory patients. 
As more training is shifted to the outpatient setting, residency programs must 
reconcile increasing clinical demands with the need to protect time for teaching. 

EFFECTIVENESS OF A FACULTY D E V E L O P M E N r  PROGRAM ON 
"TEACHING CARING AI- ITIUDES" .  M Srinivasan. S Bogdewic, M 
Gaffney, M Galvin, G Mitchell, P Treadwell, L Willis, D Litzelman. Indiana 
University School of Medicine, Indianapolis, IN. 

Introduction: Assessing. a learner's professional behavior has recently 
become a significant focus in medical education. However, little is published 
on methods to prepare clinical teachers to effectively address unprofessional 
behavior. 
Objective: To evaluate an intervention that provides clinical teachers with the 
ability to recognize, evaluate, and address unprofessional behavior in their 
U'ainees, in ways that optimally lead to learner self-reflectiun & behavioral 
change. Methods: Full day & half day interventions were conducted focusing 
on: recognizing trainee's behavior reflecting disrespectful, hostile, or uncaring 
attitudes; characterizing & practicing intervention strategies to effectively 
respond to these observed behaviors; goal setting in anticipating futore 
teaching challenges. Educational materials included trigger tapes & scripted 
role-plays. Participants completed a 21-itom self-assessment instrument, to 
evaluate specific behaviors or reactions to trainecs' displays of challenging 
attitudes, based on their own performance after the workshop and before the 
workshop (viewed retrospectively). Using Wilcoxon matcbed-pairs signed- 
ranks test, participants' self-ratings before & after the workshops at 0 & 6 mo 
were analyzed. 
Resnlts: Most half day & full day faculty (HDF, FDF) completed the survey, 
initially (12/12;10/10) & at 6 mo (11/12;7/10). Compared with pre-workshop 
ratings, faculty reported improvements in 9 of 21 items (p < 0.05) 
immediately after the workshop. Both HDF & FDF felt more comfortable 
addressing attitudinal issues & exploring circumstances precipitating 
behavior. Additionally, HDF were more likely to empathize with learners. 
FDF were less apt to ignore behavior or use nonverbal disapproval responses. 
Most initial changes persisted at 6 months. At 6 months, several new skills 
emerged for each group. Both HDF and FDF were more likely to question the 
behavior's potential impact on patients. HDF were apt to provide reasons for 
why the behaviors might be detrimental. Further, FDF were more likely to 
empathize, provide clear behavioral goals, & acknowledge emotional links to 
unprofessional behavior. Conclusion: Faculty development programs can 
improve clinical teacher's self-reported comfort with dealing with attitudinal 
challenges as well as their ability to address unprofessional behaviors over a 
six-month period. Greater improvement was noted with the longer 
intervention module. 

gVIDIr.NcIg BASED MIgDICINIg WORKSHOPS: A PRgLIMINARY 
RIgPORT ON Tl lg  US]g OF INTgRACTIVIg WORIgSIIOPS TO IMPROVg 
CRITICAL ~ SgnJ .q  IN INTIgRNAL M]gDICIlqg RgSlDigNTS 
K f z 2 k m ~  m Samm. Mayo F ~  l~:hmer, MN 

B ~ g r ~ = d :  Bvidm~ B ~ d  ~ ~ 0  m t  ~ appminl od~mun 
=e ~ being ~ m imlmmm m the t ~ ' ~  of k tuml  M e d g ~  
(tM) ~ t s .  ~ ~ f ~  cnamtmt EBM t m ~  m ~ 
~ progn~ ~ s c ~ t m p .  

Ob~ciive: To develop an EBM wodmhop for first y~ r  1M rcaidmts wlzch 
systemmi~ny ,,'~'w~ mtiad appmiml ~ the limmn~ as m intqmd pm of an IM 
m k ~ - y  p m g r ~  

Wodmbops ~e aommi=d of four w~Idy ~e-bo~ eeM ssmms 
co,~,____,c~a l e the fom~ ~the McMs~s Unitary HBM Amml Wo.~-~.~.~s~ 
] ~ k l = D  wae ag~ pmv~bd a n~dx~k ~ m ~ _  ~ ~ ~ 

clink:al ~ a ml~ of reined mlk:~s from ~ e  EBIvl W o r k ~  G ~ p , s  User's 
C-~de to the Medical l , l~e~se;  ~ d  a n of qaemiem pa~alr~ to 
valiO~, mmlts, and ~ ~s out~ned ~a ~he Uxr's C~de. RcsiOems we~ 
inmucted W resd ~e ~,n~ mamiak ~ior to the~r ~cheOaled workshe~ 
Wod~ we~ m m ~  of ~ne to fear G-I nsidems z~l w~e ~ by 
the ~z~ef meff~al nmklmt as ~ di~ussions~ 

Since its m~tia~ a t~al of 12 nmtkms have eampkled the a z ~  
e e M ~  umns a moi~ emm l-S 0 = Suom~ Dimp~ 5 - SU~S~ 

tca~in~ of ~ ~ and EBM ~.-~-- is imlzmam (Mean~.~O. 
SD-0.29); 100% agreed that the EBM v ~  was a valuable le~ 
e~zmmce (MeaPS, SO,O); I00% al~ed tlm the small r~ fccmm was 
effective for learning sixmt ¢ ~ d  q~tuiml and i~BM (Mean=4.83, S1~0.39); and 
s3% aueed eat the~. ~ ~ Idus - , ,  a n d ~  e ~  ~ 
had ~ e c e d  fonowiag the ~ w c r k ~ p  (Man~.67,  SI )~ .~) .  Tea o f t l~  
p m k i l m ~  midm~ ~ l z z ~ l  m m ~ d  ~ f i d m ~  in ~ r  ~ ~ . . ~ d  c~ aU 

C . ~ d m ~ r  Fcmmai ~ ~ 19~! ia the forum of ss~dl ff~mp 
i m ~ m ~  ~ o m  ~ p~mwd ~ m ~ a  ~ to ~ an m p ~ m  md 
v ~  k~ffi~ m .  P ~  p s ~ / ~ m s  in ~ workshop repoe~ 
incensed c e , ~ k m e  in their = ~ " ~  ~ . . . ~  of the t i p t o e .  Objec~  
assenmmt e v ~  ~e  emeacy of t ~ / m u u c ~  ~s o~oins. 
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TEAClilNG i t l S ~ E N T S  EVIDENCE BASED MEDICINE: COMPARING 
TWO METHODS IN AN INTERNAL IVlgDICINg RIgS~F, NCY PROGRAM 
MR Thomas. KG Thomas, HJ Schultz, EB York. Mayo Clinic and Foundation, 
Rochm~,  MN. 

B ~ d :  Techniques of Evidence Based Me~cine (EBM) and critical 
spprais~ a c  t=oming w i d ~  mcos, i ~  as i , ~ . ~ . ~  in the pmc~¢ df tmaml  
Medicine (nvl). Heweve~, EBM ,~,,,-~on in IM msidea~y IXosrams is inconsistent 
and ~ asscssmem is Lq,~n~ 

Parpom~ To objectiv~y amem oud compm~ two differeut mcthode c£ EBM 
tesclfi~ in the f i ra  y ~ t  of an IM m~lmcy ptagram. 

Two methods of l~3M tcacinag w~rc comlmmd. Meth~ A (~ndsted 
f,r= of a me.half beer t , u o d m e f f  iectoze about the techaiqms of EBM. A 
notebook of informafiou dt,~taili~ the te¢inlk[nas was p[ovided for" inckl3¢mdenl stndy, 
incluO~ pettl n~m User's Guides to the Medical Literature from the EBM Wor~ng 
Groul~ lX~.viously lmb~shed in JAMA. The ~d~. ts  thea were ~ to ~ n d  a 
weekly EBM ounfemnca, oud to preFme and formally present a single c~ificaily 
appraised article for the conferene~ Ten f im-y~r  n~fidmm randomly a~gned  to 
~ r a ~  mo~eine is~miem setmions ~ e d p a t e d  i~ Methnd A. Mcthod B onmi=ed 
of four weddy one-hmtr small group ~ o n s ,  condacted u~ag the format of the 
McMaster U n i v e r ~  EBM,~m, mI Worl~hz~. Residents were provided a outabouk 
COltt~inin~ J ] ~ C I ~  1UImts ontlining the al~lnach to ~lid~ oil therapy, 

aad ffmmafic  review. Each utilized a dinical vignette, a clinical 
question, a p ~  article, and the reb¢,ed User's Cnade. Ten first-ycar residents 
ranOzm~y amgaed to ~ m t ~ ¢ ~  c ~ c  r~s~on p ~  in Method B. 
Following EBM in.muc~on, both gnm~ wt~e ebjec~vely astessed ~ a t~ief 
que~ionmhe, which tested the alillty to l~ase clinical ?__,e~_ "ons and to calculate 
and utilizc rclativc msd abadum r i ~  reductioas, t lz  ~,,,e¢~r na:ded to ucat, m~d the 
;I;~,'tz,ed smio. Both gnmps wa¢  ~ to Cmuol gnmps of t im, second =ad 
third-ycar msidam who lind not reccived mty fontal  w ~ e , ~  ~ EBM ted=dqu~. 

R e m ~ :  The t~ t  ena~ai~v'B 25 p m m ~  poials. The 1~ Year ~ greuP ~m'ed 
47.1 ~. 13OZ~whfle thc2~Y~C.~e~gnmp(~O.2*22%)sndt l~3  YcarCo~'ol  
group (46 ~- 22%) did not ~ote signifl~.tly dilf~=fly. Tbe Confcvmce group 
(Method A) scored 48.8 * 1 8 ~  ~ ~ f i c n o f l y  ~ flora aay of the Conuol 

18%), p = 0.003 vs. 1 = Year ~ 1 ,  p = 0.03 vs. z- Ye~Z uonerot, p = o.uo vs. 
ycar  Control, a m p =  0.01 vs. C, onfurm~ (Method A). 

Condusioa: Interactive small group dis~mdon was a more effective EBM 
~ mothod thou independem co~¢zeaee aaendanca and presentation in this 
gnmp of first year IM resideat~ 

PREDICTION OF ABIM CERTIFYIHG EXAMINATION PASS RA"I~ USING A 
MULTIVAKIABLE MODEL. 
F Tnobbe. J Tsevst, L Cobetly, L Simbml, end O Roum, Divisiou of Genmd Intmml 
Medichm, Depmlmmst of  Internal ~ e ,  and Institute for Health Policy gnd Health 
Services Research, University of Cincinnati College of Mediche, Cincinmfi, ~hio. 

B~,2voua~ ~ l~'focmanco ou the American Board oflntemal Medicine 
(ABIM) emtf3~8 ex=ntmias  is imlxmmst for both tndae~ and ~ " t "  M e d i ~  
Ednoafiou ptolpmm, pmvic~ work bu~cates that the In-Tr~aln~ Examinnd~n (ITE) is 
a good ptediaor of ABIM cmffy/ag e x m i a ~ o u  Im~tonn~ce. 

Purpose'. We set out to determine how well stmsdasdized emtms a~d ~ 
evainndons predict ABIM test scores. 

Design: We performed a retrospective three-year cohort analysis on consecutive 
graduat~ from a large academically-hased internal medicine residency program. 
Seventy of 71 (99%) had complete information including ITE scores for each year of 
training, USMLE-2 and USMLE-3 scores, and summary evaluations. These variables 
were included in a logistic regression model predicting ABIM certification. We also 
performed a linear regression analysis using the In-Training Examination during the 
third year (ITE-3) score as the dependent variable. 

Results: Sixty-one of 71 (86%) consecutive first time takers passed the ABIM 
certifying examination. The ITE-3 score was the most important predictorof passing 
(odds ratio ffi 24.89, p<O.O01). When a cotofflTE-3 "raw score" of 62 (28 percentile) 
was used, the model perfectly discriminated between those who passed and those who 
failed (C-statistic = 1.0). In the linear regression analysis, second year ITE (ITE-2) and 
USMLE-2 scores predicted ITE-3 scores (r" = 0.93). 

Conclusions: We conclude the ITE-3 was the most important indicator of ABIM 
certifying exam performance with perfeet discrimination at a cotoffraw score of 62. In 
addition, ITE-2 and USMLE-2 are important variables in predicting ITE-3 
performance. If validat-'d in other settings, this information will be useful in early 
identification of those at high risk of ABIM certifying examination failure. 

WHAT DO AMBULATORY CLERKS NEED TO KNOW? EVALUATION 
OF A STUDENT EVIDENCE-BASED MEDICINE EXERCISE. PA Thomas. 
Di~dsion at" General Int=mal Medicine. Johns H-oi~as Univemty $chooi of 

Pumo~: To evsl~te use ~ ' a a  evideaca-bascd medicine exercise to identify 
i n ~ e d ~  ~ and ~ ~,.[ti~ thinking ill a in~[icil~ ci(~ksl~. 

bIed~ls: Qualimive and Clounfi~'ve mvinw of cbecklists used to grade 
evidenca-b~l  n~tlicin© (EBM) repom submitted as part of the Icarinng 
partfollo for the clerkship. Students are instructed to use a sa'uctured format for 
the report, be~nnln~ with a clinical questiou arising from the clelksinp 
expexiex~e. Reports am 8radedwithacbecidist of 13 item& rated0-3 for 
completeness of each item. Checklists were analyzed for the following: 1) 

Ira)bit, ms addressed by studentr, 2) success in completing criteria for 
the EBM report; and 3) items winch predimed performance oftha last item. 
"going beyond---new thinldng, new studies, new issues and questions raised by 
tha ~erei~."  

Results: All [37 checklists from one academic year were reviewed. 39% of 
~ o r t s  addressed training problems included in the clerkship coniculum, 

including hypercbolesterolemia (14), diabetes management (11), hypaneasion 
(9), and smoking cessation (9). 106 reports questioned therapeutic interventions; 
86 of these related to drug, 12 lifestyle and 8 surgical interventions. Only 25 
reports explored diagnostic interventions. 113 (82%) cited morbidity outcomes; 
38 mortality outcomes and 17 quality of life outcomes. Students did well with 
completion of checklist items. The mo~ common deficiency was failure to 
explicitly state a patient outcome in constructing the original question (mean 
rating 1.8) and "going beyond" (mean rating 1.9). The remainder of checklist 
items averaged 2.6 or better. The stmctere of the clinical question did not 
correlate with how well the student applied the paper to the original p¢oblem O r 
thcability of the studimt to go beyondth,'excxci,~ i n , ana ly s i s .  Of the 12 
checklist criteria entered into a mulliple regression model with "going beyond" 
as the dependent variable, 2 liems--performsnca in stating the measured 
outcomes, and stating the main tmults--were predictive of"going beyond". 

~anolmions: The EBM exercise provided valuable information regarding 
what knowledge deficits were perceived by students, and has been used to 
modify the curriculum content. To encourage broader use of evidence-based 
ntedici~, students should be challenged to question more tli~lm~itic and Ilon- 
phannacouticai inmvention& and explore quality of life outcome. Students 
wbo ase able te succinctly state the outcou'~s mestmred and main rcsulis of a 
study appear better able to incorporate and apply conclusions of the study in 

about a clinical problem. 

ASSOCIATIONS BETWEEN INTERNS' ATTITUDES TOWARD 
SUBSTANCE ABUSE AND PAIN MANAGEMENT WA U~. Saint Vincents 
Hospital; CS Berkman, Fordham University Graduate School of Social Service: 
DP Sulmasy, Saint Vincents Hospital, New York, NY. 

Purpose: The goal of this study was to assess the relationship between interns" 
comfort level in managing pain in patients with a history of substance abuse with: 
I) tlieir comfort level and attitudes regarding various aspects of pain treatment, 
and 2) clinical experience in medical school with pain management. 

Methods: A self-administered questionnaire was distributed to interns during 
orientation in 1996, 1997, and 1998 (n=157, response rate 96.9%). Measures 
included: I) amount and type of education and clinical experience with acute and 
chronic pain management; 2) self-perceived comfort and skill in relation to pain 
management; 3) attitudes about the use of opioids and various other aspects of 
pain management; and 4) comfor t level in taking care of patients with a history of 
substance abuse. A Comfort in Managing Pain (CMP) Scale was created by 
summing four items (alpha=0.85), with a higher score indicating greater comfort. 

Results: Most interns rated their comfort level with managing pain in general, 
using opioids to manage acute pain, using opioids in patients with a history of 
addiction, and using opioids for patients with intractable uonmalignant pain as 
fair or low. Comfort level in taking care of patients with a history of substance 
abuse was correlated with: I) comfort in using opioids to manage acute pain due 
to malignancy (rA=.3 I, p<.00 I), as well as in patients with a history of substance 
abuse (r~=.40, p< .001); 2) CMP Scale score (r s = .39, p<.001); and 3) attitudes 
about whether opioids should be used to manage acute pain (rs = .17, p<.05). 
Comfort in taking care of patients with a history of substance abuse was also 
correlated with the number of patients managed with a morphine drip in medical 
school (r~ = .20, p<.0 I) and the number of chronic non-cancer patients with pain 
managed in medical school (r~ = .20, p<.01 ). 

Conclusions: l,ack of comforl in caring for patients where substance abuse is art 
issue was correlated with lack of comtbrl in treating pain in general and with 
inappropriate altitudes and lack of comfoM regarding the use of opiates in non- 
addicted patients. This suggests the possibility that the manner in which interns 
treat patients with substance abuse might be a barrier to optimal pain treatment. 
Education on appropriate use of opiates in patieuts with a history of substance 
abuse and the recognition of addictive behavior and its differentiation from 
pseudo-addiction might be necessary to improve pain treatment for all patients. 
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BRIEF CASE-BASED INPATIENT PALLIATIVE CARE TEACHING 
MODULES: AN EFFECTIVE METHOD OF INTRODUCING NEW 
MEDICAL TOPICS. WA Ury, New York Medical College and Saint 
Vincents Hospital, New York, NY; CM Tesar, WB Burton, Albert Einstein 
College o f  Medicine, Bronx, NY. 

Purpose: Palliative care training has recently become a residency review 
committee requirement. How can this topic be taught in a time-effective 
manner that improves learners' knowledge, skill and confidence and sparks 
an interest in future learning? 

Methods: Five inpatient palliative care teaching modules (inpatient pain 
management, ethical issues in end-of-life care, artificial nutrition and 
hydration, symptom management and team communication and decision- 
analysis) were developed as part of  a palliative care curriculum at a 
university-based internal medicine residency program. The modules were 
one-hour small-group seminars that utilized discussion, syllabus reading, 
didactic teaching and case-based learning. Interns and residents were given a 
survey one day before and after the teaching of  each unit. The range of 
response rates for the five pre-module surveys was 77-93% (n =19-32) and 
was 71-89% (n=12-25) for the five post-module surveys. The survey 
instruments measured three self-rated domains: I) knowledge, 2) skill ,and 
3)comfort, using five point Liken-type categories. The items were analyzed 
individually and as summated scales for each of tbe  three domains. 

Results: Paired t-tests showed that 14 o f  tbe 15 summary scales from the 
five units showed significant improvement (p<.05). The knowledge scale for 
the inpatient pain management unit did not show significant improvement 
(p=.13). 

Conclusions: These results demonslrate the potential of a briefcase-based 
educational intervention to positively affect residents' knowledge, skill and 
comfort. Further research is needed to understand: I) if these improvements 
are sustained; 2) how education can be linked to clinical experience; and 3) if 
these self-perceived ratings of  knowledge, skill and comlbrt arc associated 
with clinical practice and quality end-of-life care. 

INITIAL R E S U L T S  O F  A B L O C K  CURRICULUM IN EVIDENCE-  
B A S E D  MEDICINE F O R  INTERNAL MEDICINE RESIDENTS.  
E r i c  W. Vose l ,  Div i s ion  o f  G e n e r a l  I n t e r n a l  Med ic ine ,  M C P  
H o s p i t a l ,  M C P - H a h n e a n a n n  U n i v e r s i t y ,  P h i l a d e l p h i a ,  PA. 

P u r p o s e :  To  deve lop  a n d  i m p l e m e n t  a n  e v i d e n c e - b a s e d  
m e d i c i n e  {EBM) c u r r i c u l u m  for  i n t e r n a l  m e d i c i n e  h o u s e s t a f f  in  
a l a r g e ,  u r b a n ,  u n i v e r s i t y - b a s e d  r e s i d e n c y  p r o g r a m .  

D e s i g n :  A c u r r i c u l u m  d e v e l o p m e n t  p r o j e c t ,  c o n s i s t i n g  o f  a 
n e e d s  a s s e s s m e n t ,  c u r r i c u l u m  d e s i g n ,  i m p l e m e n t a t i o n  a n d  
e v a l u a t i o n  o f  t h e  c u r r i c u l u m .  

P a r t i c i p a n t s :  S e c o n d - y e a r  i n t e r n a l  m e d i c i n e  r e s i d e n t s  (N=42) 
I n t e r v e n t i o n :  A n  e i g h t - w e e k  E B M  c u r r i c u l u m  w i t h i n  r e s i d e n t s '  

t w o  f o u r - w e e k  a m b u l a t o r y  c a r e  b l o c k s .  T h e  f i r s t  f o u r - w e e k  
b l o c k  c o n s i s t e d  o f  c l a s s r o o m  t e a c h I n g  a n d  g r o u p  e x e r c i s e s  o n  
d e v e l o p i n g  c l i n i c a l  q u e s t i o n s  f r o m  p a t i e n t  e n c o u n t e r s ,  u s i n g  t h e  
b e s t  q u a l i t y  i n f o r m a t i o n  s o u r c e s ,  a n d  e v a l u a t i n g  a r t i c l e s  o n  
t h e r a p e u t i c s ,  a s  wel l  a s  a f o u r - h o u r  c o m p u t e r  t r a i n i n g  in  
s e a r c h i n g  M e d l i n e  a n d  t h e  I n t e r n e t  f o r  i n f o r m a t i o n .  

R e s u l t s :  R e s u l t s  f r o m  t h e  f i r s t  b l o c k  a r e  a s  fol lows:  B o t h  
b e f o r e  a n d  a f t e r  t h e y  r e c e i v e d  t h e  c u r r i c u l u m  m a t e r i a l s ,  
r e s i d e n t s  p e r f o r m e d  Med l ine  a n d  I n t e r n e t  s e a r c h e s  b a s e d  o n  a 
c l i n i ca l  s c e n a r i o ,  a n d  r e c e i v e d  a t w e n t y - f i v e  q u e s t i o n  w r i t t e n  
t e s t .  T h e  p e r f o r m a n c e  f r o m  b e f o r e  a n d  a f t e r  t h e  u n i t  w a s  
c o m p a r e d .  Af t e r  t h e  u n i t ,  r e s i d e n t s '  m e a n  w r i t t e n  t e s t  s c o r e s  
i n c r e a s e d  s i g n i f i c a n t i y  (p re t e s t  4 9 % ,  to  p o s t t e s t  86°/o, p < 0 . 0 0 1 ) ,  
a n d  r e s i d e n t s '  c o m p u t e r  s e a r c h i n g  sk i l l s  a l s o  i m p r o v e d  
m a r k e d l y .  T h e  c u r r i c u l u m  w a s  u s e f u l  fo r  r e s i d e n t s  a n d  v e r y  
w e l l - r e c e i v e d  b y  t h e m .  I m p l e m e n t a t i o n  a n d  e v a l u a t i o n  o f  t h e  
s e c o n d  b l o c k  is  u n d e r w a y .  E v a l u a t i o n  o f  overa l l  c h a n g e s  In  
r e s i d e n t s '  E B M  ab i l i t i e s  a n d  b e h a v i o r s  i s  a l so  p l a n n e d .  

C o n c l u s i o n :  T h e  f i r s t  o f  t w o  b l o c k s  o f  a n  E B M  c u r r i c u l u m  
i m p r o v e d  r e s i d e n t s '  k n o w l e d g e  o f  t h e  E B M  p r i n c i p l e s  p r e s e n t e d ,  
a n d  t h e i r  c o m p u t e r  s e a r c h i n g  sk i l l s .  T h e  c u r r i c u l u m  c o n t e n t  
a n d  d e s i g n  c a n  p o t e n t i a l l y  b e  a d a p t e d  for  o t h e r  p r o g r a m s  t h a t  
a r e  c o n s i d e r i n g  f o r m a l l y  t e a c h i n g  E B M  to  t h e i r  r e s i d e n t s .  

PAIN MANAGEMENT EDUCATION: WHAT ARE THE IMPORTANT 
FACTORS? WA Ury. Saint Vinceats Hospital, CS Berkman, Fordham University 
Graduate School of Social Service, DP Sulmasy, Saint Vincents Hospital, New 
York. NY. 

To assess the association between classroom and clinical undergraduate medical 
education with sail-perceived skill and comfort in pain management, a self- 
administered questionnaire was distributed to interns during orientation in 1996, 
1997, and 1998 (n=157, response rate= 96.9%). Measures included amount and 
type of education and clinical experience with acute and chronic pain management 
and attitudes and self-perceived comfort and skill in relation to pain management. 
A Comfort in Managing Pain (CMP) Scale was created by summing four items 
(alpha-~).85), where a higher score indicates greater perceived comfort. 

Results: Only 13.2% of the interns had formal teaching about pain management 
in both the pre-,clinical and clinical years, and 28.3% reported that they had no 
formal teaching in all of  medical school. Two fifths had never used a morphine 
drip to manage pain and 38.2% used a morphine drip with only one to three 
patients. Almost two thirds reported taking care of either no patients (I 7.9%) or 
one to three patients (47.4%) with chronic non-cancer pain. 

More clinical experience with pain management during medical school was 
associated with a greater comfort level with pain management as measured by the 
CMP Scale (r~ =.26, p<.001), but not with more positive attitudes or skill in 
managing pain. Classroom teaching was not associated with attitudes, skill, or 
comfort level. There were moderately strong positive correlations between tile 
number of patients managed using a morphine drip during medical school and 
level of comfort in: I ) managing pain in general (r~ =.26, p<.001); 2) using opinids 
to manage acute pain associated with malignancy (r, =.27, p<.001); 3) using 
opinids to manage intractable nonmalignant pain (r~ =.22, p<.05); and 4) asing 
opioids to manage acute pain in a patient with a history of substance 
abuse (r, =.29, p<.001 ). 

Conclusions: Clinical experience was associated with increased comlbrt in pain 
management, but neither clinical experience nor formal teaclling was associated 
with self-perceived skill or more positive attitudes about pain control. Tile CMP 
Scale could provide a useful measure for studying comfort with pain managenlen! 
and its relationship with education, clinical experience, knowledge, skills, and 
attitudes about pain. Further research is needed to develop tile CMP Scale and to 
learn more about effective means of pain management education. 

MEDICAL RESIDENTS' AND ATTENDING PHYSICIANS' ATTITUDES 
TOWARD AND KNOWLEDGE OF INPATIENT CLINICAL PATHWAYS AT A 
UNIVERSITY TEACHING HOSPITAL H. Wald, J. Cohan-Kogan, J. She, a, N. 
Fishman, Hospital of the University of Pennsylvania, Philadelphia, PA. 

Background: Clinical pathways have been developed as a result of managed care 
paradigms which emphasize cost savings, standardization of care, improved efficiency, 
and increased patient satisfaction. Medical students and honsestaffhave begun to 
encounter pathways in the inpatient setting. Few investigations, however, have addressed 
the implications of clinical pathways on medical education. 

Methods: One year after the introduction of inpatient clinical pathways at our 
institution, we surveyed all medical honsestaffand attending physicians in the Divisions 
of General Internal Medicine and Puimonary/Ctitical Care. Attitudes toward clinical 
pathways were measured with 13 questions using a 5-point Likert scale. Knowledge 
about the content of the asthma and community acquired pneumonia (CAP) pathways was 
evaluated with multiple choice questions. Questions also assessed instruction regarding 
pathways and use of pathways in teaching. Sail-reported pathway use was compared with 
capture rates. 

Results: Of the 163 houseofficers and faculty mailed surveys, 114 responded (70%); 
89 (78%) were houseofficers. Many respondents assigned high ratings ("most" or "all of 
the time") to attitudes reflecting the practical merit of clinical pathways including 
improved delivery of ancillary services (67%) and safety for patients (70%). Most 
respondents felt that most pathway contents were evidence-based (58%). In contrast, a 
minority ofrespoodeats believed that pathways were educational for housestaff(12%), 
and that pathway use encouraged resident autonomy (3%). Sixty-eight percent of 
respondents believed that clinical pathways favor a "cookbook approach" to patient care. 
Only 25% of the CAP and 33% oftbe asthma pathway content questions were answered 
correctly. Self-reported pathway use, defined as greater than 50% of the time, varied 
from 42% of respondants for all medical pathways, to 44% for the CAP pathway, and 
78% for the asthma pathway. Actual capture rates during the same period were 47%, 
15%, and 59%, respectively. Respondents who gave pathways high practical merit 
ratings were more likely to report use of pathways (13=.03), recall insmlctioo regarding 
pathways (p=.03), believe in their educational merit (13=.0001), and use them to teach 
¢~.03). 

Conclusions: While respondents believe that clinical pathways have practical merit, 
most believe their use detracts from housestaffeducation. R is concerning that a minority 
of respondents were knowledgeable about pathway contents. If pathways are to be used 
in training centers, medical educators must explore how to use them to teach "best 
practice" and encourage critical thinking skills. When exploited for their use as teaching 
tools, pathways may find more acceptance among housestaffand higher capture rates. 
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IDENTIFICATION OF CONTENT, PRIORITY, AND METHODS OF 
INSTRUCTIONAL DELIVERY FOR A WOMEN'S HEALTH 
COMPONENT IN AN INTERNAL MEDICINE RESIDENCY PROGRAM. 
Alicia J. Williams. Department of Education. West Virginia University, 
Morgantown, WV. 

The purpose of this research was to determine the general content, topics 
and sub-topics, priorities of the content, and methods of inst~ctional 
delivery for a women's health component within an Internal Medicine 
residency program. 

Panel members chosen for the study were General Internal and Family 
Medicine physicians and other faculty and staff members who worked in a 
health-related field for at least two years and had an interest in women's 
health. A modified Delphi method was used for this study to determine the 
content. Panel members also identified their current and preferred 
methods of instructional delivery in a separate section of the study. The 
panel consisted of sixteen members from rural medical institutions. 

The results of the study indicated the top priority content items to be 
violence and assault, preventive health, menopause, cardiac diseases, and 
breast conditions (18% of the topics were women's health issues). The top 
priority sub-topics were breast exam, breast malignancy, coronary artery 
disease, mammography, hormone replacement therapy, estrogen . 
replacement therapy, smoking cessation, exemise, contraception, ann pap 
smear (70% of the subtopics were women's health issues). The lowest 
ranking topic was oral health. The lowest ranking sub-topics were breast 
augmentation, cosmetic surgery, computer-visual disorders, and tempero- 
mandibular dysfunction. 

The results of the current instructional delivery methods revealed that the 
top four methods were lecture (56%), discussion (33%), clinical (28%), and 
slides (27%). The top four ideal methods were lecture (33%), discussion 
(32%), computer-aided instruction (22%), and problem-based learning 
(18%). A drop of 23% in lecture suggests that the panel members 
preferred less teacher and more student-directed teaching and learning 
methods and an interest in using electronic means as a method for teaching 
and learning. 

By understanding the biological differences between men and women, 
the future development and implementation of a women's health 
component in Internal Medicine education can only further knowledge for 
the students/residents and provide for better patient care. The field of 
women's health needs to be integrated into the mainstream of medical 
education via appropriate teaching and learning methods to fill in the gaps 
left from previous training. 

TRENDS IN THE USE OF INFORMATION RESOURCES BY 
NEW INTERNAL MEDICINE RESIDENTS. MC Wilson, AB 
Ebright, KS Hay'ward, Section of General Internal Medicine, ~V~e 
b'd-b~'University Baptist Medical Center, Winston-S..al. em, NC. 

Background: Prior  studies have examined the familiarity of 
residents with computers and medical information resources; 
however, none have assessed the impact on clinical decision making, 
or examined changing practices over time.. . . . 

Design/Obiective: A survey was adtmmstered to mco mmg 
medicme interns from 1993-98. Questions focused on: 1) com~uter 
access and self-rated computer and informatics skills; 2) use an 
clinical impact of computer-based and traditional medical information 
resources; and 3) prior training in these areas. 

Results: Response rate was 98% ( n -  156 of 159 interns). Computer 
owne--fi~p has risen from 16% in 1993 to 86% in 1998. There has not 
been an accompanyigg increase in self-rated computer skills. 
Ironically, the use of computerized medical texts has remained static 
and infrequent (68-88% u/ing monthly_or never), while use.of . .  
traditional texts has been consistently frequent (85-100% using weekly 
or daily). There was a trend over time to more frequent use and higher 
clinical impact of original research articles, review articles, and 
computerized literature searching. Those reporting a major clinic_al 
impact from these sources were 18%, 62%, and 52% respectively. In 
contrast, a greater number of interns perceived a maior clinical impact 
coming from discussions with colleagues (97%), use of quick reference 
manuals (95%) and textbooks (92%)-a trend which was stable over 
time. 

Across the years, approximately 80% had prior training in 
computerized literature searching. There was little evidence that 
interns were progressively receiving more training in medical 
informatics. Most interns, 72-98%, felt they would benefit from 
training in the use of medical information. 

Conclusions: Despite a marked increase in computer access, new 
interns have been slow to utilize computer-based information 
resources. This implies an ongoing need for medical school education 
in informatics and computer-based-information resources. 

VALIDATION OF A GLOBAL MEASURE OF FACULTY TEACHING 
PERFORMANCE. BC WilUarrm. University of Miohigan; DK 
Litzelman, Indiana University; SF Babbott, Bayetete Medical Center, 
Springfield, MA; RM Lubitz, St. Vincent H ~ ,  Indianapolis, IN. 
Purpose: To validate the Global Rating Scale (GRS), a single-itsm, 
5-point global measure of faculty olinlcal teaching performance 
previously shown to be reliable among senior medioal residents. 
M ~ :  In June, 1998, 85 senior medical realdents from three 
academic institutions completecl the GRS for all ._ma,~. ing faculty at 
their institution. Re=ddants each also compietsd the SFDP26 for 
overlapping m of 10 faculty (total of 98 faculty) with whom they 
had teaching contact dunng ruiderc'y.  The SFDP26 ie • 26.item, 
validated quastlennalre developed in conjunction with the Stanford 
Faculty Development Program for Clinical Teaching that measures 
clinical teaching performance along 7 =¢alee - learning dimate, 
control of session, communication of goale, understanding end 
retention, evaluation, feedback, end mlf-directed learning. 
Resub: The mean (SD) number of residents rating faculty on the 
GRS and the SFDP28 was 20.4 (9.1) end 8.9 (6.0), respectively. 
The mean (SD) GRS score was 3.6 (0.7). Cormietion coefficients 
comparing the mean GRS score and the mean score for each of the 
7 SFDP28 scales ranged from .77-.80 for all olbasrvetions, and .76- 
.83, 54-.84 and .82-.88 for each of the three i ~ s .  Correlations 
ware somewhat higher, with it simiior pattem among institutions, 
when limited to faculty with >6 raters. 
Conc/usk)ne: The Global Rating Scale (GRS) is a valid measure of 
teaching pe~ormanca when compared to measurea of 7 specific 
aepeote of teaching quality among Nn io r  medical re~clenm. Though 
some inter-institutional variation was observed, the GRS was velio 
across institutions. The GRS is • simple, readily adrninittered 
measure of faculty flinching performence that can be used by 
rmdclency programs as part of  an incentive or reward program, to 
identify teachers as potential cand idnm for faculty development, or 
for consideration in promotion decisions. 

AN INNOVATIVE CURRICULUM FOR TEACHING CANCER 
PREVENTION SKILLS: A PILOT STUDY. K Worzala, BS Ling, A Gullet, S 
Sarfaty, D Wachs, MN Prout, Section of General Internal Medicine, Boston 
University, Boston MA. 

Background: Previous studies indicate that health care providers are not 
counseling their patients on cancer prevention measures. To address this need we 
have developed a unique curriculum to teach communication skills regarding cancer 
prevention to third year medical students. 

Methods: Participants are third year medical students who are beginning their 
internal medicine clerkship. The curriculum consists of a two-hour small group 
interactive role playing session. The session is divided into five, twenty-minute 
stations. Each station addresses topics in cancer prevention: breast, cervical, 
colorcctal, skin cancer screening and tobacco cessation. At each station, 2-5 students 
role-play case scenarios, in which each student assumes the role of physician, patient 
or family member. An observing faculty moderator provides immediate and 
constructive feedback to each student. 

Evaluation: The curriculum was evaluated bY a pre and post-session self- 
administered Likert-scale questionnaire. The student's self-assessed: ( I ) their ability 
to discuss cancer prevention with patients, (2) the level of their confidence in 
incorporating communication strategies into routine practice, (3) their opinion on 
using role-plays as a useful teaching modality in improving communication skills and 
(4) their understanding of the patient barriers to effective cancer prevention 
screening. Paired t test was preformed on pre and post- test mean differences. 

Results: There were 36 third-year medical students who volunteered to participate 
in the curriculum. Pre to post session, students reported their ability to discuss cancer 
prevention skills significantly improved (p<0.0001) and their confidence in their 
ability to include preventive medicine communication strategies in routine practice 
improved (p<0.0001). Role-playing was found to be a useful tool for increasing 
communication skills (p<0.0002) and student's self assessment of their ability tu 
understand patient barriers to cancer screening also increased (p<0.0001). 

Conclusion: We present a novel curriculum to teach cancer prevention 
communication skills using role-play as the primary teaching modality. The 
curriculum has been well received and there is evidence of improvement of tbese 
skills. 
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USE OF STANDARDIZED PATIENTS IN TEACHING CLINICAL 
BREAST EXAMINATION. K Worzala, M Mancuso, AM Harrington 
A Ash, KM Freund, Boston University Medical Center, Boston MA 
Background:  Clinical breast examination (CBE) detects up to 25% of  all 
breast cancers, however health care providers report a need to improve their 
CBE skills. To address this need, curricula have been developed which use 
either standardized patients or silicone models as teaching tools. We 
performed a prospective randomized controlled study to determine whether 
there is additional value of  standardized patients as compared to using silicone 
models alone in teaching CBE. 
Methods: Participants included practicing providers, internal medicine 
residents and medical students throughout Massachusetts. The control group 
was instructed on silicone models alone whereas the investigatinnal group 
received equivalent teaching time but on both silicone models and 
standardized patients. We used a pretest, posttest design to evaluate the 
effectiveness of  the training program on CBE technique and lump detection on 
silicone models. We evaluated the overall improvement of  both the 
investigational and control group combined and then compared the 
investigational to the control group. 
Results: 83 participants were randomized to the investigatinnal or control 
group. After training 91% self-reported improved CBE skills. Overall CBE 
techniques improved from pre to poat-U'aining for use of  finger pads (72% to 
92 %), use of overlap pattern (30% to 79%), examination of  the entire breast 
(63% to 88%) and use of a clear search pattern (58% to 82%) (all p's<0.01). 
Overall sensitivity in lump detection in silicone models improved from 53% to 
61% (p<0.03). The proportion of participants who improved from the pre to 
post training was greater in the investigational group compared to conU'ols in 
the use 0f  overlap pattern (37% vs 16%) and in use of  finger pads (54% vs 
41%) (p's<0.001 ), with no difference between groups in use of  a clear search 
pattern or examination of  entire breast. Lump detection improved 13% in the 
investigational group compared with a 5% improvement for the control group 
(p=0.30). 
Conclusion: The use of  standardized patients in addition to silicone models 
improves CBE technique over the use of  silicone models alone. 

WHICH RESIDENT HUMANISTIC BEHAVIORS DETERMINE PATIENT 
SATISFACTION IN HOUSESTAFF CLINICS? DC Yao, HR Rubin, CC Voorhees and 
PA Thomas, Division of  General Internal Medicine, Johns Hopkins Medical Institutions, 
Baltimore, MD. 
Objective: To determine specific resident humanistic behaviors that are related to patienl 
satisfaction with primary care in honsesteff practice aRer adjusting for patient 
characteristics, patient clinic operations, and resident characteristics. 
Design: Cross-sectional study from September 1996 to May 1997, using a patient 
satisfaction questionnaire (PSQ) to survey patient satisfaction with the clinic visit overall 
and with the resident physicians'  interpersonal skills. Information on patient 
demographics, access to care issues and, resident characteristics were obtained. 
Setting: Two urban academic internal medicine resident clinics. 
Participants: All post-graduate year two and three internal medicine residents were 
included. Patients ware asked to complete the questionnaire on the day of  the clinic visit 
Measurement and Main Results: The PSQ evaluated 29 items, including 19 that 
addressed humanistic behaviors o f  the residenfs, using a 5-point rating (Strongly Agree- 
Agree-Neutral-Disagree-Strongly Disagree). A research assistant interviewed patients 
after their clinic visit. 366 PSQ surveys were collected on 58 resident physicians. Forty- 
four percent of  patients rated their overall clinic visit as excellent, 24% as very good, 
28% as good, 3% as fair, and <1% as poor. Using ordinal logistic regression to 
determine associations with overall clinic visit satisfaction, nine items were found to be 
statistically significant (p<0.05) predictors. Resident behavior items found to be 
statistically significant were: (1) being truthful with patients, (2) including the patient in 
decision making, (3) asking questions about patients' symptoms, (4) examining the 
patients carefully, and (5) answering the patients' questions. Access items that were 
statistically significant included waiting time for an appointment, location and 
convenience of  the office, and length of  waiting time at the office. Among patient 
characteristics, only patients' age was found to be a predictor of  satisfaction, with older 
patients being more satisfied with their visit. Patients' self-assessment o f  their general 
and emotional health was not related to their overall clinic visit satisfaction. Resident 
characteristics, including gender, years of training, or type of program (primary care vs. 
categorical) did not predict patients' overall clinic visit satisfaction after adjusting for 
other variables. 
Conclusion: Resident humanistic behaviors as well as access to care items are important 
components of  overall patient satisfaction in our teaching clinics. Nine items in the 
Patient Satisfaction Questionnaire, including five items on humanistic behaviors, are 
associated with overall clinic visit satisfaction, and should be targets for residency 
education and performance improvement. Providing resident feedback and training in 
interpersonal skills as well as addressing teaching clinic operational issues can improve 
patient satisfaction. 

P A T I E N T  S A T I S F A C T I O N  IN R E S I D E N T  A N D  A T T E N D I N G  
A M B U L A T O R Y  "CLINICS WS Yancv. D Macpherson,  R Buranosky,  B H  
Hanusa ,  R Arnold  and  XVN Kapoor ,  Division o f  Genera l  Internal  Medicine, 
University o f  Pi t tsburgh Medical Center,  Pit tsburgh, P A  
B a c k g r o u n d :  Patient  satisfaction correlates with improved  pat ient  compliance 
and  perce ived health status. While anecdotal  evidence suggests that  pat ient  
satisfaction is h igher  fo r  at tendings than residents, the two groups  have no t  
been compared  within pr imary  care ambulatory, clinics. 
M e t h o d s :  Fo r  a per iod o f  8 weeks, patients o f  PGY2,  P G Y 3  and at tending 
general  internists were asked to complete  a ques t ionnake at  check-out  in 4 
Ur.~x'ersitv and VA primary, care clinics. At  each site residents and  at tendings 
ufi: ,-ed ~ e  space and  suppor t  staff. Patients w h o  were seeing a physician for  
the first time or  could no t  comple te  the qunst iormake wi thout  assistance were 
ineligible. Quesdonns i tes  consisted o f  items f rom the Visit Specific 
Quesdonna l t e  (Davies and  Ware,  1991) and  Patient  Satisfaction Index (Hall et 
al, 1994) as well as the SF-12 and  demographic  questions. Three  dimensions 
were  derived f rom the sausfact ion items: satisfaction with the clinic sa 'ucmte  
(e.g., competency, o f  the staff, accessibili~, o f  the office, time waited to get  an 
appointment) ;  satisfaction with the physician this visit (e.g., competency  level, 
interpersonal  manner) ;  and  sausfact /on with the affecdve c o m p o n e n t  o f  the 
long-team patient-physician relationship. 
Resu l t s :  288 questionnaires were  comple ted  (157 patients o f  60 residents and  
131 patients o f  25 attendings). Patients o f  residents were  more  likely to be 
black, male, less likely to have pos t  h igh school  education and  had  lower SF-12 
summary  physical health scores. Compar ing  satisfaction with the clinic 
structure,  47% o f  the at tendings '  patients rated all items as excellent as 
corfipared to 30% o f  the residents '  patients (22=8.2, p=0.004).. Fo r  satisfaction 
with the phys idan  this visit, 68% o f  the atrendings '  pattents rated the/x 
physicians as excellent on  all items as compared  to 49% o f  the residents '  
patients (22=9.6, p=0.002).  O n  the affective componen t ,  87% o f  the 

endings '  patients rated their physicians as excellent o n  all i tems as compared  
to  57° /o-of  the residents '  patienrs (22=30.5, p<0.001).  Differences in 
satisfaction persisted in multivariate analyses that  controlled for  pat ient  
differeneer. 
C o n c l u s i o n s :  Residents patients had  lowes satisfaction scores in all three 
dimensions even after account ing  for  differences in demographics  and  health 
status. Interventions to improve  satisfaction will need to focus on  bo th  the 
s tructure o f  the clinic in which  the residents work  and  h o w  residents interact  
with the patient. 

EFFECT OF ATTENDING PHYSICIANS' TEACHING SKILLS ON THEIR 
PERCEPTION AS ROLE MODELS BY RESIDENTS. MM Yeh, LA Lange, CA 
Haynes, KM Taylor. Department o f  Internal Medicine, St. Joseph Mercy 
Hospital, Ann Arbor, Ml and Department o f  Biostatistics, School of Public 
Health, University o f  Michigan, Ann Arbor, MI 

As role models or mentors, attending physicians may have a profound effect on 
residents' professional development. However, little is known about the effect of  
clinical teaching skills on a resident's perception that an attending would be a 
potential role model or mentor. PURPOSE: To identify which teaching skills 
predict whether an attending physician would be considered a positive role model 
or mentor. SETTING: A community teaching hospital with 57 internal medicine 
residents and 134 teaching physicians. DESIGN & METHODS: A 21-item 
questionnaire was administered to medical residents asking them to assess 69 
teaching physicians only if  they had worked enough with them to make a 
meaningful evaluation. The outcome measure asked whether the attending 
physician could serve as a role model or mentor for the resident. The other twenty 
questions served as covarintes that addressed different categories of  clinical 
teaching skills based upon the Stanford Faculty Development Program (SFDP) 
model. These categories were learning climate, control of  session, 
communication o f  goals, understanding and retention, evaluation and feedback, 
and self-directed learning. The survey's 5-peint Likert scale was dichotomized 
for data analysis. Chi-square tests were then produced for the covariates. 
Because o f  the correlation among observations due to repeated evaluations of  
attendings by residents, generalized estimating equation (GEE) models were fit to 
the dam. RESULTS: Fifty-five medical residents completed !,824 surveys rating 
69 physicians, of  whom 26 (38%) were rated positive role models or mentors. We 
found that responses o f  all twenty survey questions were directly predictive of tha  
attending's role model rating (p < 0.001). Scores in all SFDP clinical teaching 
skills categories were also predictive o f  the role model rating (p < 0.001). In our 
community hospital-based setting, attendings were more likely to be perceived as 
role models if they were male, less than age 50, and not a general internist. 
Analysis of tbe data by resident gender and post-graduate year (PGY) level 
yielded similar results. CONCLUSIONS: Our study suggests that the likelihood 
an attending would be considered a role model or mentor by a resident is directly 
related to the attending's proficiency in clinical teaching. Since many of  these 
teaching skills are modifiable, academic centers that wish to foster role model or 
mentor roles for their faculty should focus on improving clinical teaching skills. 
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PUT'rING IT ALLTOGETIIER: AN EFFECTIVE AND EFFICENT 
VIDEOTAPE SEMINAR FOR SENIOR RESIDENTS. S Zabar and A Kalet. 
Division of Primary Cam, Department of Medicine, New York University Medical 
School, New York. 

Efficient strategies are needed to assess and to addiess the ability of senior medical 
residmus (SRS) to integrate all that the), bave learned. Must residents graduate with" 
limited ol~rvatious of their clinical encounters by faculty. Our e.xl~'ri¢~ce with 
videotape review (VTR) led us to introduce a seminar in the fall of 1997 for SRs. The 

of this seminar t~as to revi~v core psycliesocial and biomedical aspects of 
patient care ~dth residents and help SRs improve their time management. 

Methods: During the fall of 1997 and 1998 we conducted five woakly one-hour 
facalty facilitated, learner-centered, case based vidcotape re~'ie~ sessions. In 
1997(n=7), qualitative cbservatious by faculty were recorded. In 1998(n=7), a we 
and post session questionnaire was glve~ Each week a sIngle SR would prm, ide to 
the group a videotaped encounter with an established patient. Sessions were 
structured to help residents set their tm~a goals and to establish strategies for 
intprm'ing clinical skills. Feedback ssns ptm4ded M' facolty and by the SR's 
colleagues. Residents ~*re asked their learning goals and their comfort level with 
videotape review before starting and after completing all sessions. 

Rewlts: All residents found the seminar acceptable, but there was a high level of 
baseline disoamfort. At the end of the series, 70% of questionnaire respondents 
reported increased comfort with videotape review and the rest reported no change in 
comfort level. Common goals for SRs included increasing efficiency in the clinical 
encounter, increasing the effectiveness of mppert building, and calibration with 
colleagues. The tape* revealed a broad ~ of patient diagnosis and psychusocial 
issues. Despite this diversity, several dffiiculties were repeatedly encountered 
including: 1) inefficient time spent on the medical record, 2) difficulty mining on 
after psychosocial issues become evident, 3) difficulty recognizing and laboling 
emotional states. At the end of the series, residents thought the), had gained l) an 
Increased repertoire of interview skills, 2) further understanding of the efficient3' of 
directly addressing emotional content early in interview, and 3) an increased 
consciousness of the functions and structural elements of the medical interview. SRs 
saw VTR as a future tool of self-learning. 

Conclusion: A series of one hour VTRs with SRs provides a wealth of data about 
residents performance in "real life" situations and shows common themes that require 
improvement. Residents report that this wocess solidifies knowledge, helps calibrate 
their skills with colleagues and helps prepares them for farther learning. This 
method has potential for formative evaluation early into the final year of residency 
and can start residents on the road to becoming the mature sophisticated efficient 
physician we hope they will be. 

MEDICAL HUMANITIES 

THE FLOATING HOSPITAL, NEW YORK'S SHIP OF HF_~LTH: A CENTURY OF 
CARING FOR NEW YORK'S POOR. GL B~on. N Kadiurla*. The Fleatmg Hospital, 
New York, NY, *Department of Medicine, New York University School of Medicine, 
New York, N'Y. 

Since 1872, The Floating Hospital has played a vital role in the health care of New 
Yorkers. The idea of a "floating hospital" originated in response to the crowded and 
umamtury living condidom children faced during the 1870's. Initially, editors of The 
New York Times devised a day-long picnic in the countrysida to remove children from 
the heat and squalor of the tenements. In 1872, St. John's Guild, a church philaathropy, 
expanded upon this idea by offering an excursion on a barge staffed by physicmm. The 
physicians would provide free medical services while the children participated in 
different playtime activities. In 1875, a ship was purchased especially for these trips; 
the ship became known as The Floating Hospital, "New York's Ship of Health." 

The Floating Hospital has operated on five ships: The Emma Abbott, The Helen C. 
Jullinrd I, The Helen C. Iulllard H, The Lloyd Seaman, and the present day ship, The 
Lfla Acheson Wallace. Review of the original archives from 1866 suggest that each 
ship and its programs has been custom-tailored to fit the public health needs of poor 
New Yorkers. 

In the late 19 '~ century caring for the poor revolved around ameliorating unsanitary 
living conditions. The first two ships taclded the problems of poor hygiene by removing 
children and mothers from the tenements and providing them with fresh sea air, free 
lunches, and baths. As the 20* century progressed and The Floating Hospital began to 
expand its programs, serving the poor took on a new meaning. In 1916 a new ship w a s  
commissioned to serve the poor by treating the acute, chronic diseases of childhood, 
including cholera. Two decades later, another ship was needed to accommodate the 
changing public health needs of New Yorkers, namely the rise in poliomyelitis seen 
among children. In 1935 The Floating Hospital initiated a fourth ship dedicated to 
serving the poor by catering to handicapped children and offering much needed social 
services. By the late 20* century the fifth ship was commissioned to accommodate the 
goals of servthg the poor through health education and preventive care. 

As our base of medical knowledge has evolved over the past 126 years so have the 
services provided by The Floating Hospital. In the 1870's the most effective medical 
treatment available was fresh air and good food. As time progressed and our armament 
of medical expertise expanded to include effective drug therapy and preventive 
medicine, the manner in which The Floating Hospital dealt with the sick changed 
accordingly. Thxoughout these changes, The Floating Hospital has remained comrmtted 
to its mission to afford relief to the poor, sick children of the City of New York without 
regard to creed' color, or nationality, and to provide all care free of charge. 

GENERAL INTERNISTS LOOKING FOR JOBS: WHAT ARE THE HELPFUL 
STRATEGIES? LJ Zakowski. TO Cooney, GL Noel, Depts of Med, Univ of 
Wise, Madison, Wl and Oregon Health Sci Univ and Portland VAMC, Porland, 
OR. 

Purpose: To determine the most helpful methods for General Internal Medicine 
(GIM) fellowship graduates to find jobs. 
Methods: Using a mailed survey, we asked general internists who graduated from 
academic GIM fellowships (graduates) from 1988-1994 about methods used to 
search for jobs. We also asked Department of Medicine chairs, chiefs of medicine 
and chiefs of GIM (employers) the methods they used to find general internists for 
available positions. We listed 7 possible methods used and asked graduates and 
employers to rate the choices with a four-option Likert-type scale: not used, not 
helpful, somewhat helpful and very helpful. 
Results: Most graduates found the following strategies either somewhat or very 
helpful: contacting people I know or have met about available positions (73%) and 
hearing about available positions from GIM fellowship director or other faculty 
(63%). Fewer graduates found the following approaches either somewhat or very 
helpful: sending letters without solicitation to centers in which I was interested 
(37%), responding to advertisements in journals (29%), receiving direct solicitation 
via letter from employers (15%) and using published information at national 
meetings (12%). Only 13% of graduates utilized professional employment 
agencies, and only 4% found it somewhat or very helpful. Most employers found 
the following four strategies either somewhat or very helpful: contacting physicians 
I already know who may be interested in the position (80%), responding to 
individuals who sent letters without solicitation (62%), placing advertisements in 
journals (55%) and contacting fellowship directors, chairs, or faculty at other 
institutions (54%). Fewer employers found the following strategies somewhat or 
very helpful: sending letters to graduating residents, fellows and colleagues with 
whom I have had no previous contact (17%), posting announcements at national 
meetings (16%), and contacting professional employment agencies (14%). 
Conclusions: Developing personal and professional contacts, or networking, may 
be an important method by which graduates attaining jobs and employers find 
potential employees. This emphasizes the need for both to have well-developed 
networks to enhance employment opportunities. 

C o s t  V.,FFSCnVm~SS IN OUR CLINICAL DEC~tON UmT. A B a z e d m ~ ,  T 
Raiji, SJ Smith. McLaren  Regional Medical Center/Michigan State 

University - Flint Campus ,  MI. 
Cost  effective medicine is a n  increasingly important component  o f  

practicing medicine. In the managed care environment, organizations and 
protocols have heavily influenced the medical decision making o f  
individual dcxaa~ in their pursuit  o f  cost-effectiveness and the elimination 
o f  over-utilization patterns. Congruent ly ,  the emphasis on evidence-based 
medicine and medical necessity traditionally assumed by  academics has 
now been adopted b y  those interested in cutting costs. Accordingly,  in 
our  375 bed hospital, six months ago  we opened a 22-bed, dedicated 
"clinical decision uni t"  (CDU) for  23 hour  patient placement. 

This unit ~ patients who  need observation for several hours, those 
whose presentation requires that serious illness be ruled out, or  those with 
medical problems amenable to short term management. The patient is 
attended by his or  her own  physician or  honsestaff who are car ing for 

patients on the regular medical-surgical floors. 
Before opening this dedicated unit those patients were housed on the 

regular  fkxxs where nmst  o f  them were " lo s t "  in an inefficient system o f  
delivering care spanning days  not hours. In the CDU, nurses, care 
managers, social workers, ancillary support  departments, are trained to 
work  in a high pea'fornmno~, rapid turnover system geared for efficiency. 

in the first two months o f  operation, we staffed the unit with agency 
personnel while training our  own  staff  resulting in high initial net costs. 
However ,  dramatic  savings have been demonstrated for the next four 
months, documenting the benefit o f  a dedicated unit staffed and run in a 
highly efficient manner.  
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MANAGING ~ DIFFICULT PHYSlClAN-PA'rUgNT RELATIONSmP IN A 
PRIMARY CARE PRACTICE. A.Bazerbashi, SJ Smith. McLaren Regional 
Medical Center/Michigan State University - Flint Campus. 
In n m , ~ e d  care, primary care is the cornerstone o f  patient care and decision 
making. The average p r ima~  care physician will perform at least 200,000 
medical interviews during a 40-year career, making it the most commonly 
performed "procedure" in clinical medicine. 

Reeent research suggests that physicians find as many as 10 percent of  all 
patient interviews to be highly difficult. Causes o f  these difficulties include 
the patient 's and/or family's personality, the physician's personality, the 
severity and chrenicity o f  the patient's illness, thwarted efforts by the 
physician to help the patient, and psychosomatic presentations among others. 
Such problems preceded managed care, however, the perception by the 
patient o f  the prunmV care physician as the gatekeeper has further grained 
this relationship, due to its intnnsic conflict of  interest. In fact, there is a 
strong correlation between communication failure and overutilization of  health 
care services, including patient initiated specialty and subspecialty 
consultations. Furthermore, breakdown of  the patient-physician relationship 
was identified as a reason for malpractice litigation in 71 percent of  
depositions. 

The mana~ement goals for such troubled docaor-patient relationships include 
maintaining professional serf-esteem, maintaining physician-patient continuity, 
and minimizing unnecessary hospitalizations and referrals. To achieve these 
goals the physician m u g  earn the patient's trust. Empathy and 
nonabandonment are critical elements of  the successful doctor-patient 
relationship. In some instances, the physician may find it necessary to elicit 
input from representatives o f  the patient's social milieu, in addition, specific 
community agencies may be useful partners in redressing the patient's 
psychosocial problems. 

in conclusion, when there are difficulties in a patient-physician relationship, 
most often, there is a combination of  factors contributing to the difficulty. 
Dealing effectively with the difficult patient-physician relationship, in prinmty 
care practice has an enormous effect emotionally, legally, and financially. 

DISCLOSURE OF FAMILIAL GENETIC INFORMATION: JEWISH 
WOMEN'S PERCEPTIONS OF THE DUTY TO WARN. LS Lehrnarm', JC' 
Weeks:, N Klar:, JE Gather 2. 1General Medicine Division, Massachusetts General 
Hospital. -'Dana-Farber Cancer Institute, Boston, MA. 

BACKGROUND: Cancer susceptibility testing has raised difficult ethical questions 
about confidentiality since genetic information about an individual patient reveals 
information about family members. We assessed women's perceptions of their duty 
to warn family and their beliefs about physicians' duty to warn family members. 

METHODS: A population-based sample of 200 Jewish women in Boston 
participated in a 30 minute telephone survey. Jewish women were selected because 
of their increased risk of carrying a mutation in BRC.41/2 (breast cancer gene 1/2). 
The survey assessed sociodemographic information, BRCAI/2 knowledge, ancL 
insurance discrimination concerns. Participants were read two versions of a 
hypothetical scenario. The focus of the first scenario was a disease than could be 
prevented by screening, modeled on colon cancer. The second scenario dealt with 
breast cancer, indicating that screening could result in early detection but not 
prevention. Respondents were then asked questions about disclosure of results from 
the genetic susceptibility test. Logistic regression was used to identify variables 
predictive of a belief that physicians have a duty to warn at-risk family members. 

RESULTS: The mean age of the sample was 46 years (range 18-69 years). 75% of 
women were college graduates. When questioned about a disease which could be 
prevented with a yearly screening procedure, 98% of respondents said patients should 
share genetic information with family members. 92% felt physicians have a duty to 
inform patients about the familial implications of generic information, but only 17% 
believed physicians have a duty to warn at-risk family members against a patient's 
wishes. When questioned about breast cancer, 94% of respondents said patients 
should share genetic information with at-risk family members. 86% felt physicians 
have a duty to inform patients about the familial implications of their genetic 
information, but only 22% felt physicians have a duty to warn at-risk family members 
against a patient's wishes. Patients tended to respond similarly to the two scenarios 
(kappa=0.6, 95% CI 0.43-0.76). Individuals with more knowledge about BRCAI/2 
testing were less likely to believe physicians have a duty to warn family members 
(OR 0.71, 95% CI 0.52-0.96). Respondents who were more concerned about 
insurance discrimination were also less likely to believe physicians have a duty to 
warn at-risk family members against a patient's wishes ( OR 0.89, 95% CI 0.82-0.99). 

CONCLUSIONS: Most Jewish women think genetic information should be shared 
within families and most think physicians have a duty to reform patients about the 
farmlial implications of genetic susceptibility tests. However, few women thought 
physicians have a duty to warn at-risk family members against a patient's wishes even 
when this knowledge could result in disease prevention. 

A T T I T U D E S  T O W A R D S  I M P L E M E N T I N G  A D V A N C E  
DIRECTIVES:  D I F F E R E N C E S  B E T W E E N  A T T E N D I N G  A N D  
R E S I D E N T  P H Y S I C I A N S  P.S. Heckerl ing,  J. Brensilver, C. Fleming, 

Univ. o f l lL  at Chicago,  Chicago,  IL  and  Soundshore  Medical  

Center,  N e w  Rochelle,  N Y  
Implementat ion o f  advance  directives m a y  be  influanced by  physician 

dependant  or  pat ient  dependent  factors ,  e.g. level o f  training o r  pat ient  
age  or  diagnosis.  W e  surveyed 58 a t tanding physicians and  43 residant  
physicians  at t w o  publ ic  hospi ta ls  and  one pr ivate  hospital  in N Y  b y  
present ing 6 clinical v ignet tes  o f p a t i a n t s  tha t  h a d  completed,  while 
possess ing decisional capaci ty ,  do no t  resusci tate  orders  (DNR)  in 
advanced s tages o f  hear t  failure, respi ra tory  failure, and AIDS  and  
subsequently lost  capaci ty  as their  condi t ions  worsened.  Cases  were  
pai red for  a given disease wi th  t w o  distinct age  categories.  Responses  

to  quest ions were  scored on  a 1-5 Likert  scale and were  analyzed using 

repeated  measures  A N O V A .  
At tendings  we re  more  likely than  residents  to  indicate that  case pat ients  

wou ld  no t  wan t  aggressive intervention when  arrest  w a s  imminent (4.02 
vs  3.46,  p=.03)  and  were  less likely to  t ransfer  pat ients  to  the ICU (2.63 
vs. 3.21,  p=.012) .  In addit ion,  a t tendings  we re  less likely to  see a need to  
contac t  the sur roga te  urgent ly  for  gu idance  (2.47 vs. 3.11,  p=.02).  Bo th  
g roups  o fphys io ians  we re  less likely to  t reat  aggressively older pat ients  
than  younge r  pat ients  wi th  advanced  card iac  failure (!)=.0003) but  no 
such age  differeatial w a s  n o t e d  for  advanced  lung disease (I)=.36) or  with 
advanced  AIDS  (p=.47).  F o r  a given patient  age  (55 yrs  old) physicians 
equally andorsed  aggress ive  t rea tment  fo r  all three diseases. W e  conclude  
that  a t tending physicians we re  more  inclined to  comply  with a pat ient  
initiated D N R  order  and  to  b roaden  the  scope  o f  that  directive than 
residents were.  Differances be tween  at tendings and  residents could  reflect 
experiential or  cultural  differences. In addit ion both  g roups  o f  physicians 
appeared  to  modify  compl iance  with a D N R  order  on the basis o f  age  in a 
diagnosis  dependant  nmnner.  

PRIME-TIME TELEVISION VS U.S RATES OF USE FOR ALCOHOL, ILLICIT 
DRUGS, AND TOBACCO. J.A. Lon2. P.G. O'Connor, G. Gerbner, J. Concato. 
Yale University, New Haven, CT and Temple University, Philadelphia, PA. 

Much attention has been given to the rule TV may have in promoting the use of 
addictive substances. "IV is believed to exert an influence on behavior through beth 
"glamorizing" use and by providing too many images. Previous quantitative research 
of addictive substances on TV have all been fi'equency counts of the substance. The 
fi'equancy of use by characters has not been previously studied or compared to the 
rates of use in the general population. This study compares the prevalence of alcobel, 
illicit drug, and tobacco users among prime-time TV characters to the prevalence of 
users in the U.S. population. The data comes fi'om a study designed to analyze TV 
messages regarding addictive substances. During 1995 and 1996, for 4 sample 
viewing weeks, this study catalogued alcohol, illicit drug, and tobacco use for 4,904 
dramatic, prime-time TV characters, and 797 "main" characters according to sex, age, 
and race. For comparative control we used analogous rates for the U.S. population 
from the 1996 National Household Survey on Drug Abuse. Finally, we compared 
ratios of users in demographic subgroups (males vs. females, for those who were 1S- 
34 years old vs. under t8 or over 34, and whites vs. minorities) and compared them to 
similar U.S. ratios. 

Characters using alcohol, illicit drugs, and tobacco were consistently under- 
represented on TV. Although the prevalence of users was higher among main 
characters than all characters combined, none of the 95% confidence intervals (Cl) 
around the observed prevalence included the U.S. rates. 

Total Rates of Addictive Substance Users in the U.S and on Prime-Time TV 
Substance US. All Characters Main Characters 

(N=18,269) (N=4904) (N=797) 
Alcohol 51% 1 I% 29% 
Illicit drugs 6% I% 2% 
Tobacco 29% 3% 5% 

When comparing the prevalence of users in subgroups to the general population 
we found no consistent pattern by sex, age or race. Alcohol th'inkers on TV were 
less likely to be males than females, more likely to be 18-34 years old than under 18 
years old, and more likely to be white than minority. For illicit drug users, 
characters were less likely to be white than minority. Finally, tobacco users were 
less likely to be 18-34 than over 34 years old. 

This study of quantitative counts of persons does not assess the qualitative impact 
of images. In addition, TV may introduce viewers to images of alcohol, illicit drug, 
and tobacco users. In this study, however, we found the prevalence of addictive 
substance users to be infrequent and much lower on prime-time TV than in the U.S. 
population. 
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INTERNISTS IGNORE ADVANCE DIRECTIVES AFTER IATROGENESIS ? A 
Moreno. JD Orlander, A Ash, Section of General Internal Medicine, Boston Medical 
Center and Boston VAMC, Boston University School of Medicine, Boston, MA. 

Purpose: Advance directives (ADs) preserve autonomy for patients and help 
physicians make medical decisions; however, they are often not followed. We 
investigated the influence of iah'ogenic complications (ICs) in internists" decisions to 
honor ADs in severely vs. terminally ill patients and the rationale for their decision. 

Methods: We conducted a nationwide mailed survey of practicing internists. Using a 
factorial design, we randomly sent to each internist 1 of 4 versions of a questionnaire. 
Each questinnnaire contained a clinical vignette and 16 questions. All described a 65- 
year-old severely ill woman with chronic obstructive pulmonary disease and a 
symptomatic pleural effusion who developed a teusinn pneumothorax (PTX); the 
patient also had an existing AD in which she requested comfort care and refused 
resuscitation. In versions #1 and #3, the PTX was the result ofa thoracentesis (IC); 
while in #2 and #4, it was a spontaneous complication (SC). In versions #3 and #4, the 
effusion was known to be malignant, making the patient terminally ill. ADs were 
considered to have been ignored if the response to the clinical vignette included 
willingness to intubate the patient. 

Results: Of the 1005 surveys mailed, 24% were returned and analyzable. If 
intubation were needed to stabilize the patient, internists would have ignored 53% of 
the ADs in the severely ill patient with an IC compared to 13% in the severely ill 
patient with a SC, 14% in the terminally ill with an IC, and 6% in the terminally ill 
with a SC (p=0.001). No difference was found among the percentages of ignored ADs 
in the last three scenarios (p=0.5). For all scenarios, those who honored the AD were 
more likely to select medical futility as an important justification for their decision 
compared to those who ignored the AD, 32% vs. 4% (p=0.001). On the other hand, 
compared to those physicians who honored the AD, those who ignored it were more 
likely to select the following reasons as important justifications for their action: 
potential risk of a future litigation 77% vs. 31%; likelihood of treatment success 87% 
vs. 47%; and the belief that ADs bind only during events that are part of the disease's 
natural history, 56% vs. 34% (p=0.001). Those who ignored the AD during an IC were 
more likely to consider the potential risk for a future litigation as important 
justification than those who honored it during an IC, 560 vs. 0% (p =0.01 ). No 
difference was noted among all the subjects comparing demographics, specialty, and 
self reported amount of training about medical, legal, and ethical aspects of ADs. 

Conclusions: internists are more likely to ignore an AD in a severely ill patient with 
an [C than in a similar one with a SC, or in a terminally ill person whether or not the 
complication is iatrogenic. This difference may be explained in part by fear of 
litigation, misunderstanding of when ADs are valid, and perceived likelihood of 
treatment success. 

HUMANISM AND H U M A N  RIGHTS:  THE I N T E R N A T I O N A L  
CAMPAIGN TO BAN LANDMINES.  P Preston Reynolds. Johns 

Hopkins University. B~dtimore, M D  
The United Nat ions General Assembly  on December I0, 1948, 

ratified the Univ~'sal Declaration o f H ,  man Rights  which laid the 
foundation for subsequent international treaties and laws that  fiLrther 
protect  the integrity and r ights  ofindividuals.  The Universal 
Declaration o f  Human Rights guarantees basic hnman rights which 
include the right to  health, food, shelter, clothing, and education, to 
freedom of  express ion, to  m o v e  f e e l y  within one ' s  country and across 
borders, and more. In many countries-throughout the world,  however,  
an individual 's  right to life is  threatened daily by landmlnes which kill 

-and maim indiscriminately. 
Human Rights Watch end Physicians for Human Rights in 1991 first 

called for a comprehensive ban on the use and production of landmines ,  
and later that year helped to bring together  a handful o f  NGO's ,  non- 
governmental organiTJations, to  explore how they could work  together  
to achieve a new h ,man  rights objective, hi  October  1992, Handicap 
International, H ,  man Rights Watch, medico international, Mines 
Advisory Group, Physicians for Human Rights, and Vietnam Veterans 
of  America Foundation issued a "Joint Call to  Ban Antipersonnel 
Landmines" and in doing so, launched the International Campaign to  
Ban Landmines (ICBL). 

Using archival sources, oral interviews, and newspaper  and journal  
accounts, this study will describe the origins and growth o f  the 
International Campaign to Ban Landmines which o, lmlnated in the 
Ottawa Treaty signed in December 1997, and the 1997 Nobel  Peace 
Prize awarded to  members o f  the ICBL steering committee and Jody 
Williams, campaign coordinator. It wil l  analyze motivations of  the 
Canadian government in a s s ,ming  leadership o f  the Ottawa Process  
which was successful in obtaining enough signatures to establish an 
international comprehensive ban on the production, use, and stockpiling 
of  ant~ersonnel  landmines. 

A R T  E X P E R I E N T I A L S  IN " DOCT ORI NG"  - T H E  A R T W O R K  OF 
P H Y S I C I A N S  F R O M  A COURSE ON P E R S O N A L  & P R O F E S S I O N A L  
DEVELOPMENT. ~ Rabow and C Perlis, Division of General Internal Medicine 
and the Art for Recovery Program, ~ / M o o n t  Zion Medical Center, San Francisco, 
CA. 

Badqwemld: The fiterature suggests that, by enhancing personal awareness, 
physicians might improve pmfessionsl effectiveness. Anhtic exwesalon may facilitate 
per.onsl awareness. Inten~ in the UCSF Primary Care Internal Medicine programs 
participate in a seminar on personal and professional development called "Doctoring" 
The seminar, which has previously been shown to be well-received and valued, 
involves personal exploration through the creation of an. 

Purpo~: A presentation of the artwoA created by Primary Care intesus and 
accomplmying anslysis of the thcm~ dcpicteth 

lM[tqheds: Attendance at the weekly Docloring semlnar is required of Primary Care 
interns during the 2 or 3 months per year they ate on outpatient rotations. About 25% 
of the seminar time is spent creating two- and thrns-dimensionsl art to address various 
questions about identity, the patlent-physician relationship, and death and dying. The 
"art experiential" sessions require no previous artistic training or talent and are 
facilitated by an artists who works laimarily with patients with life-threatening illness. 
Techniques used include drawing, collage, and nmsk-making. 

Evaluation: All interns were willing to pmicipate in the art exlmiantial sessions. 
Analysis of the artwork reveah a nmnb~" of common themes with which Primary Care 
interns strugglc. In response to questions about identity (e.g. "Who were you before 
medical school and who are you now?") the interns depict dual feelings of gain and 
loss- now being more rooted and focused but feeling their values and principles m'e 
being overwhelmed and threatened by their residency training. Disconnection between 
the mind, body, and spirit is a common expression. In response to the qu~tion "What 
is a henlerT" interns typically include ennenpts of compassion, empathy, love, and 
holiness-- images that are in ~ contrast to depictions of their regular workday 
activities. Drawings depicting "a patient you cared for who died" reveal painful 
feelings of fear, guilt and confusion, as well as gratitude towards patients and a hope 
for the relief of patient imffering 

Condnsinn: Art cxperientials in a course on personal and pmfensional development 
are a rich source for personal exploration and help identify some common themes both 
hapiring and challensiag to IMmm~ Cme interns. 

LT WRIGHT, MD AND THE NAACP: P IONEERS IN HOSPITAL 
RACIAL INTEGRATION: 1912-1965. Pp res tonRevno lds .  Johns 
Hopkins University. Baltimore, MD 

Louis T. Wright was  a leading surgeon in the first ha l f  o f  the twentieth 
century, earning distinction as the first African-American elected into 
Fellowship o f  the American College of  Surgeuns. His  early professional 
life, however, was  marked by overt discrimination. Wright  emerged from 
harsh barriers to surgical practice determined to achieve equity in health 
care for his African-American physician colleagues and patients. 

gesearch  sources.on LT Wright include personal  and professional 
manuscripts housed in archiyes at the Countway L~rary ,  the Moorland- 
Spingam Research Center, and the New y o r  k AcademY o f  Medidne.  
Primmy.document s o f  the N A A C P  ~ e  found in  the L~ra ry  of  Congress. 

In 1919, Dr. Louis T. Wright  was  hired to work  in the out-patient clinic 
at Harlem Hospital, becoming the first black physician admitted to a New 
York City hospital 's  part-t ime or full-time stale By the end o f  the 1920S, 
he successfully forced the hospital to hire black physicians full-time onto all 
the major clinical services and to open the residency and nursing programs 
to quarried black applicants. Kecognized nationally as an investigator and 
gifted surgeon, Wright  was  named chaiHllan o f  the Department o f  Surgery 
at Harlem Hospital, a posit ion he used to achieve racial integration in all 
aspects o f  patient care and professional education. 

Dr. Louis T. Wright served as chairman o f  the Board o f  Directors of  the 
National Association for the Advancement o f  Colored People from 1935- 
1952. This became his passion -- a means to keep abreast o f  the struggle 
for freedom from oppression, and a pulpit from which to teach and expand 
the lessnns o f  civil r ights the orgnni7ation pioneered. While fighting for 
better housing, jobs, and clean water, he argued standards o f  excellence be 
applied in the care of  both black and white patients. His vision created the 
movement to racially integrate health care in the United States; thus, the 
NAACP enlerged as the first leadership organiTation with an agenda and 
strntegy to radal ly  integrate all aspects o f  medicine. 
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CONFLICTING OBLIGATIONS: A CASE ANALYSIS OF A PEDOPHILIC 
PEDIATRICIAN. JY Sow, and PB Terry.. Johns Hopkins Medical Institatioas, 
Baltimore. MD. 

An ethical case analysis is presented to demonstrate the myriad obligations that 
rose when caring for a sex offender and the factors previders should consider 
when determining the extent of the obligation to protect potential third patties. 
Case: Dr. M is a 43 ycar-nld pedianician from another slate who was admitted to 
the Psychiatry Service. Dr. M is a well-respected community member, married, 
with three sons. One evening, the panent forcefully attempted to fondle his 14 
year-old son. After much fanuly discussion, the boy agreed not to press charges, 
and the patient sought treatment. Evaluation revealed that he has had a long- 
standing obsession with young boys, although he has attempted to block such 
thoughts. He adamantly denied any indiscretions in his practice. Dr. M was a 
model patient who participated fully in his care. and it was the opinion oftbe 
treating team that Dr. M's response was optimal, although they acknowledge the 
possibility of relapse. After ueatment, the patient revealed his plans to close his 
practice, move his family to another state, and start another practice. Analysis: 
The primary, ethical conflict is whether the treating psychiatrists should maintain 
confidentiality or attempt to protect potential victims through notification. Many 
obligations inform this decision: the obligation to Dr. M; to his children: to Dr. 
M's previous and future patients; to sociew; and to the medical profession. The 
most obvious obligation is to Dr. M who has voluntarily engaged the psychiatric 
team in an incorporation of medical service - the patient-physician relationship. 
The duties which arise from this fiduciary, union are profound, and one of the 
most significant of these is the physician's promise to maintain confidentiality. 
We examine the denntological and consequentialist justifications of 
confidentiality in tiffs case, then ex'plore the other duties to determine whether 
they ought to override this duty to mmntain confidentiality. We consider the 
salient empirical and moral dimensions of the potential harm to third parties - 
the magnitude of harm; the vulnerability of potential victims, the identifiability 
of ~ictims; the likelihood of harm; the effectiveness of available interventions; the 
opportunity to prcvent harm; and the cost of preveating harm. Cancinslon: We 
conclude, then, that it is only the obligation to protect Dr. M's children that has 
the moral authority to compel his physicians to notify. Finally, we make 
recommendations that would best fulfill this duty while preserving as best as 
possible Dr. M's rights and dignity. 

PROFESSIONAL RESPONSIBILITY AND REPORTING UNETHICAL 
RESEARCH BEHAVIOR. NS Wen~er, SG Korenman, R Berk and HH Liu. 
Departments of Medicine and Statistics and Sociology, University of California, 
Los Angeles, CA. 

Objective: Researchers. as professionals, have a responsibility to self- 
regulate and to police the actions of fellow researchers. However, 
whistlehlowing is rare. We investigated researchers' infrequent disclosure of 
unethical behavior by studying their responses to scenarios describing unethical 
research acts and compared the responses of researchers to those of research 
administrators, 

Methods: A survey containing randomly generated scenarios of scientific 
behavior (deception, misappropriation of others' ideas, conflict of interest, and 
noncollaborative behavior) was administered to National Science Foundation 
principal investigators and institutional representatives ORs) to the U.S. Public 

Health Service Office of Ressarch Integrity. We compared researcher and IR 
responses to unethical research behavior and evaluated the scenario factors 
associated with responses. 

Results: Sixty-rtine percent of scientists (606) and a d m ~ r s  (91) 
responded to the survey. Respondents rated 68% of scenarios as unethical and 
both researchers and IRs proposed to respond to nearly all research behaviors 
that they rated as unethical. Most commonly proposed responses to the unethical 
behavior were: speak to the scientist committing the ethical infraction (68*/.), 
discuss with colleagues (54%), inform a supervisor (47%), inform an 
administrator or dean (31%), inform a journal editor (19%) and inform a funder 
(16%). Scientists more often proposed responses limited to the research team 
while Igs more often proposed to inform an administrator or dean, journal 
editor, funding agency, professional society or reporter. Scientists would limit 
reporting to researchers for 58% of cases compared to only 25% of cases for 
I Rs (p<0.001). The unethical level of the research behavior and the prior 
behavior and academic rank of the protagonist in the scenario were associated 
with responses, but the consequences of the unethical behavior were not. 

Conclestoe: Researchers appear to perceive that they uphold their 
responsibility to respond to unethical behavior by disclosures within the 
research team, while IRs report to externally aecountsble individuals. 
Researchers and administrators should debate whether this behavior constitutes 
professional self-regulatiun or cover-up. 

M A R T Y R D O M ,  SUICIDE,  AND E U T H A N A S I A :  J O H N  D O N N E ' S  
A R G U M E N T  W I T H  A U G U S T I N E .  DP Sulmasy,  The  D e p a r t m e n t s  
of Ethics  and  Medic ine ,  St. Vincents  Hospi ta l ,  New York ,  NY. 

Old arguments often re-appear in new forms. In Biathanatos, John 
Donne 's  little known and posthumously  published book (1647 C.E.) 
defending the moral i ty of  suicide, he argues that there is no difference 
between martyrdom and suicide. Noting the zeal that often resulted in 
the martyrdom of  Jesuit  missionaries,  he taunts, "So i f  this desire o f  
dying be not agreeable to the Nature of  man, but against it, yet  it seems 
that it is not against the Nature of  a Jesuit." Across the centuries, he 
attacks the distinction between martyrdom and suicide first proposed by  
August ine in City of God (426 C.E.). August ine 's  distinction is based on 
whether one intends to die or accepts death as an unintended side-effect 
o f  one 's  unwil l ingness  to renounce the faith. August ine 's  formulat ion o f  
the distinction between mar tyrdom and suicide is structurally the same as 
the distinction between ki l l ing and al lowing to die defended by  several  
contemporary medical  ethicists. Donne argues that martyrs, in fact, seek 
and desire death, and that Augus t ine ' s  distinction, based on the purported 
unintentional death of  the true martyr, is specious. Donne argues further 
that circumstances must  a lways  mit igate laws, and that one ought  to defer 
to the pr imacy of  individual  conscience in determining whether  a 
particular act o f  martyrdom or suicide is permissible. He argues that 
suicide is not a lways an act o f  desperation, but can be an act o f  charity,  or 
at least an act o f  reason. He argues that the prolonged fasts, o f  ascetical  
saints amounted to s low suicide, stating, "i t  makes no difference whether  
thou be long in k i l l ing thyself, or do it at once." He also argues that 
doctors are "a punishment  from God," often making sickness worse,  and 
that there can be no moral  obl igat ion to seek their services. In some 
respects, Donne misrepresents  the August inian position, but he is a lways  
wit ty and deadly serious. Significantly,  each of  Donne 's  arguments  has 
recurred, 350 years later, in the contemporary debate about euthanasia  
and assisted suicide. Revis i t ing  these historical arguments sheds l ight  on 
the present debate regarding these thorny issues. 

US POSTAL SERVICE & CANCER SCREENING: STAMP OF 
APPROVAL? S W o l ~ h i n ,  L M  Schwartz. VA Outcomes Group, White  
River Junction, VT and Dartmouth Medical  School, Lebanon, Ni l .  

Background The US Postal Service recently unveiled breast and 
prostate cancer stamps with strikingly different messages. Despite strong 
supporting evidence, the breast cancer stamp does not suggest undergoing 
screening mammogrnphy ("breast cancer: fund the fight, find a cure")- in 
contrast, the prostate stamp advocates screening despite the absence of 
evidence demonstrating a benefit ("prostate cancer awareness: annual 
checkups and tests"). We wanted to find out why this happened. 

Methods We interviewed key personnel and reviewed all publicly 
available documents, press releases, and relevant Congressional testimony. 

Results The Postal Service's Citizens' Stamp Advisory Committee 
selects 30-50 new stamps each year from over 40,000 proposals. 16 health 
related stamps have been issued to raise public awareness of specific 
diseases (e.g., breast cancer, AIDS), promote specific behaviors (e.g., give 
blood, exercise), and advocate early detection of cancer. None have been 
reviewed by experts to assess their scientific content. 

The idea for the breast cancer stamp emerged from advocates for breast 
cancer research. Although the Postal Service had always avoided a direct 
role in fund-raising (given political and practical concerns about which 
causes to support), advocates were able to exert considerable political 
pressure. Congress passed legislation directing the Postal Service to issue 
the nation's first ever fund-raising stamp. The new stamp costs 40 cents: 
32 cents for postage and 8 cents for Federal breast cancer research. 

The idea for a prostate cancer stamp emerged within Congress and the 
Postal Service in reaction to the breast cancer stamp. Several men in each 
group were prostate cancer "survivors" and vocal advocates of PSA 
screening. Using the breast cancer stamp as a model, they 
legislation for another fund-raising stamp. Reluctant to support yet 
another fund raising stamp, the Postal Service opposed the bill - which 
ultimately "died in committee". At the same time, the Advisory Committee 
expressed support for a standard Prostate Awareness stamp reflecting it's 
familiar position of advocating early detection. The Postal Service 
designed the wording of the stamp specifically to promote prostate cancer 
screening which they believe is "the key to successful treatment of prostate 
cancer and to saving the lives of husbands, grandfathers, fathers, sons, 
brothers, uncles and friends'. 

Conclusion While the Postal Service's history of issuing stamps to raise 
awareness of important public health issues is laudable, the Postal Service 
should avoid prescribing testing and treatment. 
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