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cian. ] Am Board Fam Pract 1993, 6:55-60.

2. Dick RS, Steen EB, editors. The computer-based patient
record: an essential technology for health care. Report of a
study by a committee of the Institute of Medicine. Wash-
ington, DC: National Academy Press, 1991.

Headache after Lumbar Puncture

To the Editor: 1 read the recent article “Chronic Head-
aches in Family Practice” by Robert Smith.’ 1 have
had § years experience in family practice before be-
ginning my anesthesia training, which gives me a
somewhat unique point of view. While the article was
very informative, I would like to point out some in-
correct information that appeared on p. 594 concern-
ing postlumbar puncture headache.

While it is correct that lower cerebral spinal fluid
(CSF) pressure is believed to be the cause of the
headache and that the hallmark of a postdural punc-
ture headache is relief when the patient lies flat, the
information about a blood patch is incorrect.

If a postdural puncture headache lasts 24 to 48
hours and fails to respond to intravenous hydration
and caffeine, then the treatment of choice is an
epidural blood patch. Ten to 20 mL of the patients
whole blood is aseptically injected into the epidural
space at a vertebral interspace as close as possible to
the previous dural puncture. The blood is injected
slowly with the end point of headache relief or 20 mL.
This is effective 90 percent of the time.”

The blood patch works by forming a clot on the
outer surface of the dura and blocking the leak of
CSE This action prevents the lowered CSF pressure
and hence the headache resolves. No further sub-
arachnoid injections are needed, as was stated in the
article.

Rodger Orman, MDD
St. Juseph’s Hospital
Syracuse, NY
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The preceding letter was referred to the author of
the article in question, who responds as follows:

To the Editor: Thanks to Pr. Orman for his informa-
tve letter. His expanded description of the post-
lumbar headache weatment method makes a useful
addidon to my recent article. He rightly corrects my
account of the mechanism of the blood patch by point-
ing out that the injection is made into the epidural,
not into the subarachnoid space. It is good to be cor-
rected on a matter such as this by a family physician.
Robert Smith, MD

University of Cincinnat

Cincinnati, OH

Single-Payer System

To the Editor- Dr. Howard Brody’s editorial on the
American Academy of Family Physicians’ plan for ad-
dressing current problems with health care in the
United States' is on the mark in most respects, but
the author’s assessment of the benefits to be derived
from switching to a single-payer system appear un-
duly optimistic.

As the editorial states, the much-tonted figure of
$50 billion in annual savings would require not only
the adoption of a single-payer system but also a pro-
gram of global budgets for health care institutions.
In effect, the government would negotiate (while
holding the purse strings) how much it would pay
each hospital or other health care facility for a year's
services. Each instituon would be forced to survive,
if possible, on its allotment. This cutcome 1s not in-
evitably bad and it might be unavoidable,? but it
would be stressful for administrators, professionals,
staffs, and probably also for patients, and it could
have a considerable adverse impact on quality of care.

The much-quoted Woolhandler and Himmelstein
article’ has been largely discredited by subsequent
analys1s in the same journals “Letters™ and else-
where.? The article reflected a diligent effort to com-
pare costs under the present US and Canadian sys-
tems but foundered on discrepancies in what was
measured and on muldple, sometimes unquantifiable
differences in the two natons’ health delivery sys-
temns. The latter include the level of entrepreneurial
activity by physicians, the impact of a “medical-
industrial complex” on dedsion making, the expec-
tations of patents, and the proportion of physicians
doing primary care,

As noted by Glnzberg and others, recent and pro-
jected increases in medical spending in the United
States are of such magnitude that no viable scheme
in our present political climate is likely to bring about
the required cost savings. Wennberg? asserts that the
necessary economies could be derived from making our
system more rational {(in his context, by persuading
Boston physicians to practice as economically as those
in New Haven), but changes in medical practices and
standards of this magnitude could require decades,
even with strong persuasion from third-party payers.

To underscore the enormity of the crisis, consider
that an annual saving of $50 billion, even if it could
be achieved, would be swallowed up within a year by
the relentless increase in health care costs, which have
continued to expand at two to three tmes the infla-
tion rate despite diverse and increasingly powerful at-
tempts to conezin themn. Dr. Brody is correct in assert-
ing thac the AAFP proposal falls short of what is needed,
but any plan Draconian enough to address the prob-
lem adequately would, in the present climate of US pub-
lic and professional opinion, be politically nonviable.

Robert . Gillette, MD
Northeastern Ohio Universities
College of Medicine
Youngstown
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To the Editor: 1 would like to comment in reference
to the editorial in the November-December 1992
issue entitled “The AAFP Access Plan: Getting It Al-
most Right” by Howard Brody. Dr. Brody contends
that health care in the United States is a “nonsystem.”
He relates that it is administratively inefficient and
drives up costs two ways: “First, more employees are
needed to process all the different payers. Second,
more employees are needed to track each item of
care and supplies dispensed . . . .”

Certainly, few physicians in private practice would
argue that a more simplified system is needed. How-
ever, Dr. Brody’s solution to this administrative waste
is a single-payer system. A single-payer system, 1 as-
sume, would be the government, or more specifically
the federal government. He further contends that the
only reason not to take that last step (of creating a
single-payer system) is to maintain “the ideological
veneer of private enterprise.”

I am left to conclude, therefore, that Dr. Brody’s
answer to reducing administrative waste and a
burgeoning bureaucracy in our current health care
system is to turn the whole thing over to the federal
government, the same government that has created a
$4 trillion deficit and increases it daily by $1 billion.
If this is Dr. Brody' contention, then I will take “the
ideological veneer of free enterprise” over federal
peckerwood any day.

Neal D. Jacobson, DO
Baker City, OR

The preceding letters were referred to the author of
the article in question, who offers the following reply:

To the Editor: Dr. Gillette notes a number of obstacles
to the implementation of substantial health care re-
form in the United States. What are physicians to do
when truly basic reform seems “politically nonviable”
and the status quo is both ethically and economically
nonviable? T argue that we ought to see what can be
done to marshall polidcal support behind a single-
payer system, Whatever we do will have serious draw-
backs in its implementation phase. A single-payer sys-
tem seems to me to provide the sort of framework

that will allow the drawbacks to be sorted out quickly

and to allow physicians who care about patients’ con-
cerns to champion gquality of care most effectively.
A brief form of Dr. Jacobson’s comment might be,
“If you like the Post Office, you'll love national
health insurance.” We should first recall, however,
that a single-payer system need not necessarily be a
government-administered system; there are numer-
ous alternative models. Second, the facts about gov-
ernment waste and inefficiency might not square with
our natural prejudices — for instance, why does the
US Social Security System pay § percent for admin-
istrative overhead while the average private health in-
surance company pays 15 percent?
Howard Brody, MD
Michigan State University
East Lansing

Newsletters in Family Practice

16 the Editor: 1 wish to compliment Dr. Shaughnessy
and colleagues on their important original contribu-
tion to the continuing education of family physicians,
“Survey and Evaluation of Newsletters Marketed to
Family Physicians,” which was objective, balanced,
and fair.

The authors evaluated eight newsletters and sum-
marized their data in helpful graphs. What was miss-
ing, however, was any elaboradon of the subjective
differences in these newsletters, which are large and
important.

Questions that readers will have include the fol-
lowing: is the content directly relevant to office prac-
tice? Is the style readable and engaging? Is the point
of view that of a generalist or a specialist? The most
important question is whether there is s consistent
philosophy of medical care and practice presented or
are the chosen abstracts supposed to represent a
value-neutral smorgasbord of noteworthy recent lit-
erature. The studies that are left out of these news-
letters are as important as what is included. These
choices are not random and are worth considering;
they should be made explicit. For the record, I would
like to state mine.

My goal in presenting The Family Practice Newsletter
is to identify, synthesize, and persuade. I present my
data from the perspective of an individual, practicing,
generalist physician who is looking at a large amount
of expert information both from peers and from spe-
cialists in other fields. I convey the personal dilemmas
that I have faced in trying to scan a too voluminous
literature, in trying o extract the small amount that
can and should become familiar to practicing physi-
cians, and in wying to incorporate these individual
pieces of data into a coherent, systematic, and value-
faden framework.

‘Two central biases permeate all of my work — that
the practice of medicine should make sense to the
practitioner and that the appropriate response to
modern information averload is strategic learning (as
through newsletters) and strategic practice. Strategic
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