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The above letter was referred to the authors of the 
article in question, who offer the following reply: 

To the Editor: We thank Dr. Filardo for bringing to 
our attention a new and well-referenced text entitled 
Drugs in Pregnancy and Lactation l by Briggs and col­
leagues. This reference was published in 1990 and 
therefore not available in 1989, when the case we re­
ported occurred. 

The Food and Drug Administration (FDA) preg­
nancy categories were established in 1979 and rank a 
drug on its ability to cause risk to the fetus. Pseudo­
ephedrine was approved for use prior to 1979 and there­
fore does not have an FDA pregnancy category rating. 
Briggs, Freeman, and Yaffe l have assigned pseudoephe­
drine to category C. 'The most recent edition of WzIliams 
Obstetric; gives this description of category C drugs: 

Drugs for which there are no adequate studies, either 
animal or human, or drugs in which there are adverse 
fetal effects in animals studies but no available human 
data. Many drugs or medications commonly taken 
during pregnancy are in this category; therefore, it 
presents the most difficulty for the physician both 
with respect to clinical use and from a medicolegal 
standpoint. 

Neither reference cited by Dr. Filardo states a con­
cern for us~ pseudoephedrine in the third trimester. 
Briggs, et a1. state that an association in the first tri­
mester was found between the sympathomimetic class 
of drugs as a whole and minor malformations. Wil­
liams Obstetrics states, "Most antihistamines and de­
congestants are classified as categories B or C, and 
while they are apparently harmless, they should be 
avoided, at least in early pregnancy." Historically, data 
on the risk of drugs in pregnancy focused on the tera­
togenic effects that occur during the first trimester. 
More data need to be obtained concerning the phar­
macologic and physiologic effects of maternal use of 
drugs on the developed fetus. 
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MlcroskiUs Model of CUnicalTeaclling 
To the Editor: Neher, Gordon, Meyer, and Stevens re­
ported in the July-August issue of ]ABFP their expe­
rience with a microskills model of clinical teaching in 
presentations to faculty in family practice and other 
specialties at several national and regional meetings 
and to fellows in family medicine. 1 We would like to 
report our experience in instructing medical student 
preceptors and 3rd-year residents in family medicine 
in the use of these microskills in clinical teaching. 

In the last 2 years we have presented a workshop 
entitled Teaching Skills for the Physician: The One­
Minute Preceptor at three continuing medical educa­
tion courses for family physicians, three annual meet­
ings of state academies of family practice in the 
Northwest region, and on two occasions to 6 gradu­
ating family practice residents. At each of the state 
and continuing education meetings, 20 to 30 family 
physicians, the majority of whom have been engaged 
in teaching medical students or residents, attended the 
presentations. The session usually occurred in a 1112-
hour to 2-hour format and included an overview of 
the microskills, a more in-depth description of the mi­
croskills, an opportunity to practice each microskill 
individually in a demonstration, and, finally, small­
group role playing simulating the clinical teaching en­
vironment. We utilized materials prepared by Kath­
erine Gordon. In all cases the content of the workshop 
was rated at least a four on a five-point scale. Sea­
soned clinical teachers of medical students and resi­
dents often commented that the presentation finally 
made sense of what they were attempting to do in 
clinical teaching and that they wished they had learned 
the microskills earlier. Graduating 3rd-year residents 
have said that the model would have made teaching 
younger residents a less frustrating experience and 
would have given them an increased sense of confi­
dence in their teaching skills. Interestingly, they be­
lieved that learning the microskills even during their 
1st year would have facilitated their learning during 
residency by helping them to know what to expect 
from the clinical teaching erwironment. 

We have found that preceptors do not believe that 
students formulate an opinion very early when seeing 
a patient. It is often enlightening to these preceptors 
to learn that research in medical education has shown 
that even the beginning student or the novice forms 
at least a rudimentary differential diagnosis within 
minutes of meeting a patient. 

We often begin our presentations with a discussion 
of how to balance the dual roles of teacher and phy­
sician. The metaphor of two hats, in which one hat 
is the teacher's hat and the other is the physician's hat, 
has been useful. We encourage our preceptors not to 
try to wear both hats at one time because of the po­
tential conflicts in agendas involved. Rather, the pre-
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