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Quote of the Month

Human history
becomes more and
more a race between
education and
catastrophe.

H. G. Wells,
Outline of History
(1920)

Trivia question

What is deMusset’s
sign?

Medical History Quote

“What are those little
hard knobs, about the
size of a small pea,
which are frequently
seen upon the fingers,
particularly a little
below the top, near the
joint? They have no
connexion with the
gout, being found in
persons who never
had it: they continue
for life; and being
hardly ever attended
with pain, or disposed
to become sores, are
rather unsightly, than
inconvenient, though
they must be some
little hindrance to the
free use of the
fingers.”

William Heberden,
1802

A 68 year old woman, previously in good health, has recently developed hypertension with readings in the
160/100 range on several occasions. She has no family history of hypertension and no personal history of
frequent UTls, collagen vascular disease, or other systemic illness. You have been caring for her for several
years and had noted serum creatinine rising gradually from a baseline of 0.7 mg/dl to 1.2 mg/dl six months ago,
and now 2.6 mg/dl. On evaluation six months ago, urinalysis was normal. Exam presently is normal except for
the elevated blood pressure, equal in both arms. She is slender with no cardiac murmur or gallop and no
peripheral edema or skin changes. She now has sterile pyuria and mild proteinuria. Renal ultrasound is
unremarkable. On detailed questioning, she admits she has been taking “APC” for “arthritis” for more than a year.
She explains this is a “special aspirin” that she had stockpiled in her medicine cabinet from “a few years ago”.

What do you suspect and what should you tell your patient?

IVB. The RRC will approve the number of residents based upon established written criteria that include the
adequacy of resources for resident education (e.g., the quality and volume of patients and related clinical material
available for education), faculty-resident ratio, institutional funding, and the quality of faculty teaching. .... The
program director must obtain written approval from the RRC before changing the total number of approved
residency positions.

The number of residents per year (28 categorical and 4 med/peds) is the maximum currently approved by the
RRC. This is based on the approved numbers of 3 separate programs prior to merging to the current single
program configuration. We sometimes hear “Why don’t we hire more residents”? or “Maybe we should rotate to
only 3 rather than 4 hospitals.”

Hire more residents? The RRC will approve increased positions only if there is a new or increased educational
opportunity for additional residents. The key to resolving high resident workload is reduction of patient volume
and service responsibilities with reassignment to non-teaching services as we have been steadily achieving at all
sites.

Decrease to three hospitals? If we did that, the reduction in faculty support and educational opportunities would
lead to a decrease in the RRC approved resident complement (numbers). That would result in the same relative
workload but with less flexibility and the loss of a rich variety of clinical experiences.

Better solutions? We are taking a critical look at options within the curriculum with the goal of maximizing
educational opportunities during general medicine and elective block rotations as well as in continuity ambulatory
sites. Some of these considerations will be explored at the Annual Program Review on March 21st.

Dr. Anim led guests at the International Dinner and Talent Show last month in dancing the Macarena? Will there
soon be pictures on the website? Rumor has it there are some good shots out there — be sure to send Gayle
Ashley any photos you have from the event.
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Jyothi Challa was willing to help out on short notice in the heme/onc clinic at MVH. Bilal Rayes assisted a short-
handed post-call team. Pritam Polkampally covered a team on a call day while the senior resident was ill.
We have a great group of residents sharing responsibilities and we know everyone is ready to do his/her part.
Thanks for pitching in when called upon!
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Many of you are aware of the plans to implement an EMR at our two community hospitals. The “go live” date for
the inpatient services at MVH is October 14, 2006. The system on that date will not yet have all chart elements
electronic — they will be gradually phased in over several months. GSH will “go live” in March, 2007. The clinics
will also be transitioning to an EMR. Check with your clinic directors for plans and timelines for those records.
The EMR at Wright-Patterson Medical Center will be upgraded with training and implementation dates in June,
2006. Stay tuned for opportunities to train on the ‘new and improved” system!

Thank you in advance for your assistance during these times. There are certain to be some rough spots during
implementation at each site. A good sense of humor with a large dose of patience will come in handy! Please
feel free to share constructive suggestions with the administration and/or IT personnel to maximize these assets
for better patient care.



Answer to trivia
question:

DeMusset® sign is the
head bob occurring
with each heart beat in
patients with severe
aortic regurgitation.
(Remember Abe
Lincoln from Medical
Challenge in
November? The
guestion was what
valvular abnormality
was suspected as a
cause of fuzzy
photographs of
Lincoln.)
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/V);A Congratulations Shahan (PGY-2) and Josephine Stutes on the birth of their daughter, Elise
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£ Raquel Stutes on February 3, 2006.
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Asking clinical questions is a constant, sometimes subconscious, part of a physician’s day. Yet
when pressed to come up with an “EBM question” at senior check-out, the response is often “|
already answered all my questions” or “I think I'll look up something about poorly controlled
seizures.” Answers are frequently never presented or are given as a one sentence summary
answer.

A good clinical question focuses on a specific issue related to patient evaluation, disease
pathophysiology, selection of testing or treatment, or prognosis. So next time one is confronted with
the request for crafting a question to be answered at a future session, try something specific such as:
“In a patient having frequent seizures despite a therapeutic level of anticonvulsant medication, what
is the risk/benefit profile of changing to a completely new drug vs. adding a second agent?”

OR

“Which herbal supplements might interfere with the efficacy of phenytoin?”

Then bring back not only an answer, but also a description of how you did your search, the exact
reference you selected, some brief details of the statistics, and how pertinent this information is to
your particular patient. Both you and the rest of the group will not only gain more in-depth
information this way, you will also be more likely to remember it for your next patient or your next in-
training exam!
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Your patient likely has analgesic nephropathy. APC is a compound of aspirin, phenacetin, and
caffeine. It was withdrawn from the U.S. market in 1983 due to the risk of analgesic nephropathy,
including renal papillary necrosis, with regular use of phenacetin, especially in combination with other
analgesics. Tell your patient to “throw those pills away” and find an alternative treatment! Stopping
all analgesics may or may not result in resolution of the renal pathology. If not detected early,
progression may occur and even aspirin alone may lead to progressive renal dysfunction.
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