Correspondence

We will try to publish authors’ responses in the
same edition with readers’ comments. Time con-
straints may prevent this in some cases. The problem
is compounded in the case of a bimonthly journal
where continuity of comment and redress is difficult
to achieve. When the redress appears 2 months after
the comment, 4 months will have passed since the
original article was published. Therefore, we would
suggest to our readers that their correspondence
about published papers be submitted as soon as pos-
sible after the article appears.

Exercise Stress Test Training

To the Editor: 1 read with interest the recent article
by Drs. Jacobson and Nuovo entitled “Exercise Stress
Test Training in Family Practice Residency Pro-
grams” (JABFP 1993; 6:289-91). It is encouraging to
see that 52 percent of the 309 responding residency
programs are currently providing exercise stress test
(EST) training for their residents, albeit most fre-
quently under the supervision of a cardiologist. I fully
support the expectations of the authors — as more
family practice residents are trained during residency,
a higher proportion of future EST training can be
provided by qualified family practice faculty.

I want to add to the list of indications for exercise
stress testing that were suggested by the authors in their
opening paragraph. In addition to performing EST
to (1) evaluate chest pain, (2) follow the course of coro-
nary heart disease, (3) assess the severity of coronary
heart disease, and (4) offer preventive screening for
asymptomatic high-risk individuals, I would add a fifth
indication, namely, to increase our security as the pri-
mary care provider by offering more complete care
for our patients in an optimally cost-effective manner.

My experience performing and precepting hun-
dreds of exercise tests during the past decade has
prompted my suggestion of this fifth indication. I
have found that in an overwhelming majority of cases
the results of the EST have dramatically increased
my confidence in selecting the most appropriate,
cost-effective management approach for a particular
patent. When the EST is negative, outpatient man-
agement can almost always be safely continued and
exercise prescription more confidently prescribed.
When test results are equivocal, extra caution in man-
agement is indicated, and the closeness of patient su-
pervision and follow-up is increased as appropriate
for the situation. Consideration might be given in
such cases to obtaining additional noninvasive testing
for clarification (i.e., stress echocardiography, radio-
nuclide studies with thallium, and so on). Finally,
when the test is positive — especially when markedly
so — referral to a cardiologist can be more confi-
dently made, not to ask “What would you do?” but

rather to refer a patient who definitely needs cardiac
catheterization.

Obvious advantages of our increased involvement
with exercise testing are greater patient satisfacton
(from more comprehensive patient care) and enhanced
cost effectiveness (as the need for referral and even
cardiac catheterization can often be safely obviated),
as well as greater satisfaction for us personally. Despite
cost concerns raised in the article by Jacobson and
Nuovo, EST is an extremely cost-effective procedure.
A substantial portion of the cost quoted in their article
should be subtracted from initial financing and setup
costs, because a 3-channel electrocardiogram machine
and office defibrillator should be included routinely
in a family physician’s office regardless of whether
EST is performed. By sharing this equipment in a
group practice, or by obtaining a contract to perform
screening, the EST patient volume should increase,
which would recoup the cost of equipment needed.

Finally, the criteria for competency should be ad-
dressed. The authors acknowledge the mixed opin-
ions about family physicians performing EST. Even
though the authors write, “others have stated that
ESTs should be the exclusive domain of cardiolo-
gists,” concrete evidence for this opinion is lacking.
If “exercise testing should be performed by physicians
with knowledge and special expertise in the cardio-
vascular response to exercise, and in the diagnostic
and therapeutic roles of exercise in individuals at risk
for developing or already having coronary artery dis-
ease,”! interested and appropriately trained family
physicians should certainly qualify. The American
College of Physicians, American College of Cardi-
ologists, and the American Hospital Association Task
Force statement suggests that “the trainee should
participate in at least 50 exercise procedures during
training.”2 This same task force, however, acknowl-
edges that the number of procedures necessary to en-
sure competence has not been established by objec-
tive criteria, “. . . and a greater or smaller number

of procedures may be deemed appropriate by a local ~

credentials committee.” As is the case for achieving
competence to perform any procedure, the amount
of supervision required is highly variable and not nec-
essarily commensurate with a specified number of
procedures arbitrarily decided upon by a board of
specialists, who might have an interest in retaining
exclusive domain to that procedure.

In summary, Jacobson and Nuovo are to be com-
mended for their article that emphasizes the progress
made by family physicians toward incorporation of
EST into our active diagnostic armamentarium.

Ken Graver, MD
College of Medicine, University of Florida
Gainesville, FL
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Drug Therapy for Hypertenslon

To the Editor: The review of hypertensmn by Dr. Kerr
in the recent issue of JABFP! was very informative.
He made a common leap of faith, however, regarding
cholesterol and mortality. Although the Framingham
data clearly show a correlation between cholesterol
and cardiovascular mortality, that does not imply that
pharmacological reduction of cholesterol reduces
mortality. In fact, most trials of lipid-lowering therapy
(and a mem-analysis2 of those studies) have failed to
show a reduction in mortality. Thus, we don’t know
that lipid-lowering potential is a valid reason to choose
a particular antihypertensive agent.

Two classes of antthypertensive agents, beta-block-
ers and diuretdics, have been shown to reduce mor-
tality.3 To choose other drugs on the basis of theo-
retical rather than clinical benefits might not be in
the best interest of our patients.

Neal Clemenson, MD
University of Oklahoma
Health Sciences Center

Oklahoma City, OK
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The above letter was referred to the author of the
article in question, who offers the following reply:

To the Edijtor: Dr. Clemenson’s observations are most
astute, particularly on the cholesterol issue. I agree
with him generally on the sub)ect of cholesterol. The
article he has cited by Ravnskov' is the most impor-
tant article in the entre literature on the subject, and
I have revxewed it previously in The Famxly Practice
Newsletter.? Where 1 disagree with him is about the
relative importance of B-blockers and diuretics hav-
ing reduced stroke-related mortality by about 1 event
per 500 patients treated per year.

The two main points of my article were as follows:

1. The major clinical hypertension trials have failed
to show benefit for heart disease, and epidemio-
logically, this area is of greatest concern for prac-
ticing physicians. In choosing to undertake drug

‘therapy for hypertension, it is prudent to choose
an agent that offers the greatest likelihood of
benefiting the heart based on the best available
data even though such data do not derive from
major prospective controlled trials.

2. When drug therapy is chosen, the physician
should opt for a drug that can offer two or more
benefits at the same time while avoiding any
metabolic harm.

1 sdll prefer an antihypertensive drug that lowers cho-
lesterol, because this effect is free, and we have no
reason to avoid lowering cholesterol if it can be
achieved in the course of an intervention of proven
value. A peripheral a-blocker controls the blood pres-
sure just as well as any other drug, will induce regres-
sion of left ventricular hypertrophy, if present, im-
proves insulin metabolism, and improves cholesterol
metabolism. B-Blockers, on the other hand, clearly
aggravate cholesterol metabolism. Since having read
the Ravnskov article, I do not currently advocate any
other medication to lower cholesterol. My primary
approach to cholesterol is based on a low-fat, high-
fiber diet and plenty of exercise.

At the present time the number one goal of all
physicians in primary care should be to lower cardiac
mortality. In this effort B-blockers (except following
myocardial infarction) and diuretics have clearly
failed. Nor does drug-induced lowering of choles-
terol appear to be the answer. We are, therefore,
compelled to look for other means of achieving this
goal and must act, albeit in the face of imperfect data.
The best a practicing physician can do right now is
to individualize treatment for his hypertensive patient
after consideration of those known cardiac risk fac-
tors discussed in my article.

Colin P. Kerr, MD, JD, MPH
Mount Gretna, PA
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Obstetrics in Family Practice

To the Editor: For those family physicians continuing
to provide obstetric services to their patients, the in-
formation that “The percentage of Diplomates who
do mo deliveries has decreased from 71.5 percent to
66.7 percent during the past year”! and that “The
number of recertified Diplomates who deliver from
1 to 25 babies annuall‘y has increased from 11.9 per-
cent to 16.7 percent” is both encouraging and em-
powering.

Family physicians delivering babies have been de-
scribed as “an endangered species™ whose extinction
was imminent; however, forward-thinking family
physicians considered the endangered species “worth
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