test reproducibly and nondiscriminately for those re-
quirements, further validating the results.

Some of the past problems we have had when
evaluating preemployment work fitness will be les-
sened by this law. The majority of employers, how-
ever, have not even begun to detail work-fitness job
descriptions and profiles for their own work force.
Many of us will be called on to help employers de-
velop such criteria and to help these organizations
not only comply with the law, but also establish a fair
and responsible preemployment evaluation process. I
would encourage all physicians involved with pre-
employment evaluations to familiarize themselves
with the ADA and begin to assist industries in de-
veloping and implementing these provisions. Guide-
lines regarding implementation of the ADA should
be available in July 1991. I hope that future articles
in the 74BFP will address such issues.

Dan E Criswell, M.D.
Oklahoma City, OK

References
1. Holleman WL, Matson CC. Preemployment evaluations:

dilemmas for the family physician. ] Am Board Fam Pract
1991; 4:95-101.

The Need for Family Medicine in the Academic Medical
Center
To the Editor: I recently had personal experience with
care provided in the academic medical center that
highlighted both the shortcomings of technical ex-
cellence and the importance of family medicine in
university hospitals. I suffered a severe hand injury
that resulted in hospitalization on the Plastic and Re-
constructive Surgery Service in my own university
hospital. During my stay, I counted a minimum of 7
different physicians (attending physicians and ho!xse
staff) who included me in their rounds every morning
for a total of 5 to 10 minutes per visit. During their
rounds, there was a great deal of concern over the
mobility, circulation, and sensation of my hand and
fingers. Only on the last day of hospitalization did
one of my own colleagues in the Department of
Family Medicine ask me how I was coping with such
a severe and potentially permanent disability.

During my hospital stay, I was visited by colleagues,
house staff, and medical students—all of whom pro-
vided kind words of support during a difficult tin{e.
More powerful for me, however, were the many visits
and calls I received from patients and their families
who showed up in my hospital room with flowers,
cards, and gifts that some could little afford. Those
who work in academic medical centers undersmnfi
that such relationships are not the norm in _thls
otherwise impersonal environment. I spent some time
wondering whether other physicians and surgeons in
my university would have received similar support
from their own patients. .

Much has been written of and by physicians as pa-
tients. In my own academic medical center, the lack

of attention to me as a person had little impact on
the outcomes that are usually measured by research-
ers, federal agencies, or utilization review commit-
tees. I would contend, however, that the technically
superior care I received was inadequate inasmuch as
my feelings, my “personhood,” were left unaddressed.
Schmidt! has described power in academic medical
centers in several contexts: strength in numbers, con-
trol and influence, ability to accomplish a mission,
and unique contributions to the institution. My re-
cent experience has reemphasized that there is a com-
pelling need for the family physician in a tertiary care
medical center who is sensitive to both patient and
family and who can “be there” for that patient
throughout the hospital stay. Our inherent strength
as family physicians is what we represent in what has
increasingly become a confusing maze of technologic
innovation. I have rediscovered that another strength
is our own patients, who frequently care as much
about us as we do for them.
Eric M. Wall, M.D., M.PH.
Portland, OR
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Contraception—Natural Family Planning

To the Editor: Dr. Woolley’s review of new develop-
ments in contraception' provides valuable insights
into the possible applications of new technology to
natural family planning (NFP). It is, however, incom-
plete and misleading in its assessment of present
methods of natural family planning in several
respects.

Dr. Woolley states, “. . . it is nat obvious that
[methods of NFP] are inherently more ‘natural’ than
other methods of contraception.”? *! For users of
NFP, there are at least two obvious rationales for the
descriptive adjective “natural”; (1) the absence of ex-
ogenously administered drugs, devices, or surgical in-
terventions that alter the natural processes of fertility;
and (2) the conscious awareness of the natural proc-
esses of fertility and application of that awareness,
rather than the suppression of both fertility and fer-
tility awareness.

To compare total pregnancy rates from studies
of NFP with total pregnancy rates in studies of other
contraceptive. methods is to compare apples
with oranges,” because NFP is the only method of
contraception that can be used both to achieve or to
avoid pregnancy. Understanding user intent is abso-
lutely critical to understanding outcome studies of
NFP. For example, if NFP is used to achieve a preg-
nancy, the resulting pregnancy is not a “failure,” but
a “success.” Obviously, there are many areas of mo-
tivation that lie between the intent to avoid preg-
nancy completely and the intent to achieve it as soon
as possible. Further, motivations can be mixed, and
often they change with time. User intentions can be
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difficult to quantify and study, but they are clinically
very significant.

In support of his assertion, “The most prominent
disadvantage to current natural family planning
techniques is the high failure rate,”? *! Dr. Woolley
quotes total pregnancy rates from a review’ of
use-effectiveness studies of NFP that range from
0.4 to 39.7 for the cervical mucus method of
Billings and from 4.9 to 34.4 for the sympto-
thermal method (Pearl Index). The same review
gives “method failure” rates for the same studies
that range from 0 to 5.7 for the cervical mucus
method and from 0 to 13.1 for the sympto-
thermal method (Pearl index). Even if one sets aside
the issue of user intent, these figures compare
very favorably with both use and method effective-
ness rates for other methods of contraception,®
including those quoted for spermicides earlier
in Woolley’s review.

In fact, pregnancies among NFP users are probably
better described as (1) “method-related pregnancies,”
which occur despite correct application of the
rules to avoid pregnancy; (2) “teaching-related preg-
nancies,” which occur because of inadequate in-
struction or inadequate learning of the rules to avoid
pregnancy; (3) “informed choice pregnancies,”
which occur when a couple chooses to have coitus
on a day they know to be potentially fertile; and (4)
unresolved pregnancies,” when there are insufficient
data to classify a pregnancy’ Klaus’ has retro-
spectively reevaluated major use effectiveness studies
using these categories, and the major muld-
national World Health Organization study of the
cervical mucus method used similar categories in
reporting its results.5

The concern of a potental link of “the increased
relative fraction of conceptions occurring at the mar-
gins of the fertile period” with “higher rates of con-
genital defects and alterations of the sex ratio at
birth”! P # is not supported by the results of the
previously mentioned World Health Organization
Study.” ,

Finally, although Dr. Woolley correctly identifies
the importance of the skill of the instructor teaching
natural family planning, he does not elaborate on his
concern for the “intensity of training requirements”
as a serious flaw. When taught by professional in-
structors, NFP does not require inordinate effort to
learn.? The motivation for use is, of course, prerequi-
site. There are definite criteria to consider in iden-
tifying instructors and programs that are qualified to
teach NFP?

In conclusion, I quote from Labbok and Queenan’s
review

The clinical support of auser of periodic abstinence meth-
ods demands a clear understanding of the methods. These
methods have an efficacy equivalent to or better than
many barrier methods, are highly acceptable among cer-
tain groups, and, after the teaching phase, are basically
cost-free. Such methods should be given due consider-

ation in offering a gatient an informed choice of family
planning methods.” %%

Joseph B. Stanford, M.D.
Columbia, MO
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The above letter was referred to the author
of the article in question, who offers the following

reply.

To the Editor: 1 appreciate the opportunity to respond
to the criticisms raised in the above letter. Dr. Stan-
ford seems to believe that the published pregnancy
rates for NFP methods are artificially large because
a significant number of the couples enrolled are ac-
tually attempting to achieve, rather than avoid, preg-
nancy. He cites no evidence for this assertion. It
seems unlikely that researchers include couples desir-
ing pregnancy in their studies of contraceptive effi-
cacy. Certainly, there are varying degrees of motiva-
tion to avoid pregnancy. But this situation is hardly
unique to NFP; in fact, the methods that are not sig-
nificantdy motivation-dependent (e.g., IUD, subder-
mal implants, and surgical sterilization) are the ex-
ceptions. If a method requires an unwavering
commitment to difficult and restrictive rules, then it
should be recommended to only highly selected cou-
ples, rather than excused for its poor performance in
clinical trials.

The classification scheme of pregnancies advocated
by Dr. Stanford (an objection I anticipated and ad-
dressed in my article) is useful for research. In clinical
practice, however, such distinctions among failures
obscure the simple, unarguable fact that users of
NFP, as a group, experience many more unwanted
pregnancies than users of hormonal, surgical, or bar-
rier methods. In terms of the impact on the couple,
a failure is a failure is a failure.
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