copy is not performed. Both modalities are useful for

clinicians who understand the relative merits of each in
the complex management of peptic ulcer disease.

Michael W, Felz, MD

George J. Burke, MD

Bernard M. Schuman, MD

Medical College of Georgia

Augusta
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Management of Parkinson Disease

To the Editor: With regard to the article by Manyam
(Manyam BV Practical guidelines for management of
Parkinson disease. ] Am Board Fam Pract 1997;10:412-
2), I wish to comment on two recommendations for
drug treatment of Parkinson disease. As noted in the ar-
ticle, compared with younger patients, elderly patients
have a much higher sensitivity to anticholinergic side
effects of medications, which can often precipitate con-
fusion and occasionally frank delirium. As a result,
many clinicians prefer to prescribe selective serotonin
reuptake inhibitors rather than amitriptyline for de-
pression. In addition, amitriptyline can cause orthosta-
tic hypotension and cardiac conduction disturbances
(atrioventricular node block), which can be more prob-
lematic in older patients.

For the treatment of agitation associated with de-
mentia in patients with Parkinson disease, some geri-
atric psychiatrists currently recommend olanzapine as
the antipsychotic medication of choice because it does
not cause extrapyramidal side effects. This drug is pre-
ferred to clozapine because there is no need to monitor
for agranulocytosis.

Management of Parkinson disease, especially in a
person with concomitant illnesses, can be challenging
for the physician. I am pleased to see Dr. Manyam’s
comprehensive overview as a reference for clinicians.

Linda Mandanas, MD
Oswego, New York

The above letter was referred to the author of the arti-
cle in question, who offers the following reply.

Dr. Mandanas is right in her observation that elderly
patients are more sensitive to anticholinergic side ef-
fects when antidepressants are administered in the
usual adult doses. In spite of my awareness of the above
fact, I still prefer amitriptyline as my initial drug for
treating depression in patients with Parkinson disease
provided there are no contraindications (dementia,

bradycardia, benign prostatic hypertrophy). I start with
25 mg at night and very gradually increase the dose.
Most patients have good results with 50 or 75 mg.

Amitriptyline has duel benefits in padents with Par-
kinson disease—an antdepressive effect and an anti-
tremor effect as a result of its anticholinergic compo-
nent. If the patient does not tolerate amitriptyline, then
I prescribe a different antidepressant drug. In the sub-
section on dementia in my article (p 420), I suggested
that if dementia or hallucination is already present, anti-
cholinergic drugs in all forms should be avoided. Be-
cause orthostatic hypotension can be caused by the pri-
mary disease itself or the medications, I routinely obtain
pulse rate and supine and upright blood pressures in all
Parkinson disease patients. My article was written as a
general guide, and the suggestions offered should be
modified based on individual patient’s condition.

I agree with Dr. Mandanas’ suggestion regarding
the use of olanzapine, which does not require uncom-
fortable monitoring for agranulocytosis or the related

paperwork.
Bala V. Manyam, MD
Springfield, Ill

Health Problems of Refugees

To the Editor: Dr. Ackerman! uses a creative approach in
determining important medical and cultural issues of
refugees. She acknowledges that most data are from
studies conducted in the country of origin. We agree
there is a dearth of data on health care of refugees once
they arrive in the United States. Furthermore, there is
litde information on the costs of medical care provided
to refugees.

Dr. Ackerman cites the experience of some Somali
and Ethiopian children who arrived in Buffalo, NY,
with inadequate immunizations, anemia, intestinal par-
asites, and dental caries.!Z We were involved with the
Refugee Health Project in Buffalo from 1987 to 1994.
More than 1500 refugees were triaged through our
Refugee Health Center during a 1-year period (1991-
92). Our estimated expenses for that year were
$202,800 (in 1992 dollars). Costs included hospital
care, nursing salaries for the health project, vaccines
and Mantoux testing, medical supplies, and transporta-
tion to medical facilities. Of 306 refugees examined and
tested that year, 27 percent had positive tuberculosis
(PPD) test results. Many had intestinal parasites. Nine
refugees were hospitalized during the 1991-92 period,
2 were for psychiatric reasons, 4 women were in labor,
and 3 children had pyelonephritis, vasculitis, and ty-
phoid, respectively.

Other health problems might have been a conse-
quence of hardships the refugees and their families had
endured in refugee camps en route to the United
States. We documented malnutrition, overwhelming
fatigue, scabies, and dysentery. Depression, anxiety, and
even psychosis were not unusual. Few pregnant women
reported prenatal care. Persons with chronic conditions
arrived without needed medications. Some refugees
had been tortured or mutilated; 3 women reported be-
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