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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. 

Physicians' Role in Health Care Reform 
To the Editor: Dr. Kirkegaard in the March-April issue 
of ]ABFP made several sensible observations regard
ing the need for physician activism in health care re
form (Kirkegaard MA. The physician's role in health 
care reform. 1 Am Board Fam Pract 1993; 6:163-7). 
I was particularly impressed by her statement that 
"Physicians have the knowledge, capability, and op
portunity to advocate for and to effect reform within 
the health care system." I agree that physicians do 
have the knowledge and the capability, but I do not 
believe we have the opportunity to participate in a 
meaningful way in our politics. Certainly, we have a 
multitude of medical societies, medical organizations, 
and other leadership units in various teaching centers 
and other institutions, but they all, in my opinion, 
have great difficulty and are quite ineffective in ar
riving at any consensus of w?at. it is tha~ is lacki~g 
and what is necessary to revttalIze Amencan medi
cine. Our leadership is not really a leadership at all; 
it is a bureaucratic establishment out of control. 

But even worse there is no real way for the private 
physician to be heard. We have no effective method
ology, no forum, no format to exert influen~e in the 
decision-making process. Our state and nanonal so
cieties are mostly driven by economic and academic 
forces, both of which ignore the basic philosophical 
principles that should guide us. . 

Until we have local forums, perhaps 1D our com
munity hospitals, that encourage the participation of 
private physicians, we will not have any influential 
number of physicians participating in health care re
form. The point is that participation requires a place 
that is convenient, a broad-based leadership, and a 
commitment to encouraging examination and debate 
of the great political issues facing us. One outstand
ing failure of American medicine is its oversight in 
not having instituted such forums 30 years ago, when 
medical technology was beginning to influence so 
greatly the way we practice. 

Edward 1. Volpintesta, MD 
Bethel, CT 
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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: I agree with Dr. Volpintesta's salient 
observation that local forums, which encourage the 
participation of private physicians, will greatly en
hance the role of physicians in health care reform; 
however, I disagree that there is "no real way for the 
private physician to be heard." . 

Within the political arena, physicians have tradi
tionally held a very powerful position. Health lobby
ing groups, such as the American Medical Association 
(AMA) and the Association of American Medical 
Colleges, have exerted a tremendous influence in 
the development of health care legislation. In the 
1978 campaign the AMA Political Action Committee 
was the number one financial supporter, with $1.9 
million in contributions. 1 These powerful lobbies 
supposedly comprise local physician representatives 
and derive much of their political support from the 
financial backing of private physicians. Unfortunately, 
the political role of physicians has been almost 
entirely reactive instead of proactive. Consider the 
AMA proposal, Health Access America, a 16-point 
proposal to facilitate access to care for uninsured 
Americans. The actual content of Health Access 
America is not as relevant to this discussion as the 
description of the proposal offered by C. 10hn 
Tupper, MD, past president of the AMA. He writes, 
"There's nothing radical about this plan . . . freedom 
of choice for patients and freedom of practice for 
doctors are hallmarks of the plan, and there's nothing 
new (italics mine) at all about any of that.,,2 There 
have been many new proposals and changes in health 
care in the last 30 years (and certainly there may be 
some radical changes proposed under the current ad
ministration). Why aren't physicians, not legislators, 
the ones to advocate for new changes in our health 
care system? 

Finally, much of my original article focused on the 
changes that physicians can make in their daily prac
tices to ensure cost-effective, high-quality medical 
care. Many of the changes are attitudinal and require 
no consensus, leadership, or forum but merely the 
personal conviction of the private physician. Physi
cians have a tremendous impact on their patients' 
personal lives, and with a little effort we can extend 
that impact beyond the examining room. We do have 
the potential to reform the health care delivery sys
tem in the United States while compassionately ad
vocating for our patients. 

Margaret Kirkegaard, MD 
Hinsdale, IL 
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Effectiveness of Cough Syrups 
To the Editor: The recent article dealing with the clini
cal effectiveness of three cough syrupsl makes a con
clusion that was not supponed by the design of the 
study. Guaifenesin was compared with guaifenesin 
plus codeine and guaifenesin plus dextromethorphan 
for cough relief, adherence to treatment, and side ef
fects. Guaifenesin was used as a control vehicle, al
though in the paper guaifenesin is implied as having 
antitussive properties in itself. With the exception of 
one treatment outcome for guaifenesin plus dextro
methorphan at day 4 (ability to keep up with usual 
activities, which improved least for this group), there 
were no statistically significant differences for the 
three treatment groups in measured outcomes for 
days 2, 4, and 10. The authors' conclusion was that 
guaifenesin, codeine, and dextromethorphan are 
equally effective in relieving cough symptoms. 

This is not the case, however. All the study could 
say is that codeine and dextromethorphan do not add 
anything to guaifenesin in relieving cough symptoms, 
because codeine and dextromethorphan were not 
themselves tested separately from guaifenesin. The 
only way they could be equally effective in this study 
is if guaifenesin is no better than placebo, and there 
are no convincinl studies that guaifenesin is effective 
as an antitussive. ,3 So the disturbing conclusion from 
this study is that guaifenesin, codeine, and dextro
methorphan might be all equivalent in relieving acute 
cough symptoms, but equally ineffective. 
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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: Dr. Pisarik is correct in stating that our 
conclusion could be more accurately stated as "It ap
pears that guaifenesin plus dextromethorphan or co
deine is equally effective in relieving cough symptoms 
when compared with guaifenesin alone." Though the 
point is largely semantic, the three syrups can also 
be considered equally ineffective. 

Considering either statement of our conclusion, 
the stage js set for a placebo-controlled randomized 
clinical trial of cough syrups. As stated in the 
methods section of our article, however, inclusion of 
a placebo syrup or "no treatment" group was unac
ceptable to the physicians participating in our study. 
After extensive conversations with practicing physi
cians, pharmacists, and patients, we determined that 
it would be quite difficult to select a true placebo 
syrup or to limit the intake of over-the-counter prepa
rations among study participants. In addition, the 
most commonly used cough preparations all contain 
a guaifenesin-based syrup. Thus, we settled on using 
guaifenesin as a comparison cough syrup. 

Mary Croughan-Minihane, PhD 
Diana B. Petitti, MD, MPH 

Jonathan E. Rodnick, MD 
Gerald Eliaser, MD 

University of California 
San Francisco 

FamUy Pb)'SJclaos and Clinical Ethics 
To the Editor: I have just read two works by Orr and 
colleaguesl,2 and an accompanying ]ABFP editorial 
by Pence3 and find myself both excited and disap
pointed by their content. 

I am disappointed not by the work by Orr, et aI., 
which appears excellent, but by the authors' implica
tion that family physicians must approach medical 
ethics the same way that other medical specialists do. 

In their ]FP article, Orr and Moon raise the ques
tion of whether a family practice perspective actually 
contributes to clinical medical ethics, but they do not 
clearly answer it. Not that they should have answered 
it, because the structure of their work - on paper 
anyway - is that of a traditional clinical ethicist who 
happens to be a family physician, not that of a family 
physician who does ethics. I could have missed some
thing special about their management conferences, 
but I can't tell from the article. 

The editorial by Pence was especially disturbing. 
His opinion is that really impottant clinical ethics 
happens only in very sick patients, usually at tertiary 
care centers, and most often in ICUs. This is cer
tainly academic myopia. While a good deal of popu
lar, "media-genic" ethics occurs in these settings, 
ethical questions arise everywhere - even at midsize 
community hospitals and physician offices. Dr. Pence 
refers to Howard Brody; has he read Dr. Brody's The 
Healer's Power?4 

I am excited by many of the same issues that Orr 
and Moss discuss in their ]ABFP article, and I 
couldn't agree more that family physicians should 
have a naturally unique predisposition toward clinical 
ethics. Our approach to these issues, however, should 
build on our special expertise. We should approach 
clinical ethical problems with our communication 
skills, our understanding of the family, and our work
ing knowledge of the biopsychosocial model as spe-

Correspondence 429 

 on 9 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.6.4.428a on 1 July 1993. D

ow
nloaded from

 

http://www.jabfm.org/



