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Dear Jeff:

Why | RARELY consider the "5th Vital Sign" seriouglin my
practice (general internal medicine and endocrinolgy); |
have found this totally subjective evaluation of pan to be
consistently over-rated by my patients and that mychronic-
pain patients consistently under-rate my treatmentf their
pain. | have reviewed with my patients that | relyon objec-
tive, evidence-based medicine to evaluate their paiand
will treat accordingly. | also let them know that f the med-
ication that is provided turns out to be ineffective, especially
if the patient is a "frequent-flier," (ie actively seeking
greater doses and quantities of the medication), ten a pain
management evaluation will be necessary. Most peogl
appreciate the referral to a higher level.

In my experience pain management evaluation, evenythe
most adept of clinicians is challenging B not sodm the
clinical presentation and treatment, but more so fom the
patients strong subjective responses that so oftehave
been conditioned by multiple prior “ineffective" clinical rec-
ommendations.

Finally, | stress for my chronic pain patients thathe best
approach to the long-term management of their painis
often via a multi-disciplinary team: primary care MD, pain
management specialists, physical/occupational thepsts
and if need be, psychiatrists/psychologists.

Thanks for your interest in my view on this matterJeff.

Steve Damiani, MD

We live in an age of diminishing potency as physicizs. A
prime example of this is how we are now being force to
yield ourselves to the omnipotent Opain scale.0 &y
patient must, by JCAHO law, be screened for pain.Our

effectiveness as caregivers is calculated by howeke sub-
jective numbers change with our treatment © not orour
diagnostic acumen D not on our technical expertis® not
even on our interpersonal skills and evidence of bieg a
physician who cares B only on how the 020 out of 10 pain
goes down to O9 out of 10.0 If we help an addictemain
addicted, but our patientOs pain scale improves, vage
being a Ogood physician.O

It is not only the potential abuses by patients andegulators
that arise from use of such a subjective OsignO hieh is
indeed an oxymoron. It should at least be the O5thital
Symptom.O Providing supreme value to a non-meastuinie
symptom deprives us of the essence of our training to put
together myriad symptoms and signs into a treatmenplan
that treats the whole patient.

As an occasional patient myself, | can say that Ira only an
advocate for treatment of pain. But treatment in solation is
not the answer.

Thanks, Ken Flowe, MD

| personally do not think that the 5th Ovital signCexists.
The whole name is an oxymoronic concept, a travestpf
science and language that is hard to implement ord apply
to clinical practice.

First of all it is not vital and second, it is nota sign but a
symptom. What is coming next? The 6th Vital sign:a
depressed face? Or the 7th: the anxiety score?? Othe
8th: the libido score?? Or the 9th: the fear scoreor the
10thE.???

It is time to stop this insanity.

Rodolfo Hanabergh, MD, FAASFP
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DoeEs GRADING THE PHYSICIAN PAsSS THE TeEST?

being graded. This is pervasive in many aspects of

our life. Some grades are quantitative and some
qualitative, but much of what we do is evaluated inone
way or another.

This starts in kindergarten where we get grades o®needs
improvementO to Osatisfactory® to Oabove averag@6ut-
standing® from our teachers. The scale changeslétter
grades as we progress through the grades (even thievel
of school we are in is graded): A, B, C, D or F (hever
understood what happened to E). Sometimes numerida
scores, such as a scale of 1 to 100, are used. Tieeare
other scales, such as SAT scores from 200 to 800.

n s we go through life we get used to the concept of

College is much of the same. There are classes wieethe
professor is able to design Operfect testsO so H&0%
means an A, an 80% means a B, etc. Then there ihé
OcurveO approach, where the numerical results dést are
assumed to conform to a Gaussian distribution, anthe
letter grades assigned by a statistical analysist fact |
once got an A+ in a class (and in fact the top grad) by
scoring 47 out of 100 on a final exam. Go figure.

The co-eds at my undergraduate school often ratedte
guys on a scale of 1 to 10. | felt this was kind 6 arbitrary,
and your grade may change if you had scorned one ofthe
raters; but whom you dated, or sometimes whether yal
dated at all, seemed to hinge on this evaluation.

Many Olympic events have a complicated scoring sysin
designed specifically for them. Margins of less tn one
part in a thousand have been the difference betweerdif-
ferent kinds of medals.

Our bosses grade us each year by some method no one
clearly understands (or so it seems to me), yet ouinan-
cial compensation is adjusted based on this evaluah.

So it is not surprising that there is a push to grde us as
physicians. This is already being done by JCAHO, here
certain Oquality of careO measurements are alreading

evaluated.

| have many concerns about this trend. ShouldnChis
evaluation be evidenced based? IsnOt improving et
outcomes our common goal?

Yet this is clearly NOT the case. One of the Oqigl
assessmentsO being monitored by JCAHO is whether
blood cultures were sent prior to antibiotic adminstration
for pneumonia. Yet anyone familiar with the peer-

Jeff Hersh, PhD, MD

reviewed literature on this topic is well aware ofthe lack
of usefulness of obtaining these cultures. Articlafter
article has been written showing there is NO signitant
improvement in patient care from this practice, depite
the added costs and labor associated with it. Am the
only one angered by the fact that JCAHO has decidedo
rate a hospitalOs Oquality of cared based on isptiance
with sending what is felt to be a useless test?

Knowing this, how are we to trust any other grading sys-
tem that may be applied to our practice of medicin®
These grades will be billed as Oquality assuranoeas-
ures. Yet what studies are required to assure thahe
Oqualityd they are measuring is actually correlateith
improving our patientOs health?

There is huge momentum behind the push to grade
physicianOs practices, and then not only to publishese
grades but also to possibly adjust a physicianOsmeensa-
tion based on these grades.

| have no problem with the concept of assuring exck
lence in patient care. | doubt any of us do. Butefore
anything like this is implemented | think there shald be
prospective studies showing that those that score igher
on whatever grading scale is to be implemented actaily
have better patient outcomes. Until this is done] do not
believe that there is any benefit from this concepffor our
patients, although the insurance companies (who may
decide to pay certain providers less) and other pties
(such as malpractice lawyers) may find benefit.

Let me also remind you of the limits of our Obest edlical
studies.O There was a great article in tdeurnal of the
American Medical Association JAMA that looked at
frequently cited articles. These were defined astisdies
published in major peer-reviewed journals that hacdeen
referenced at least 1,000 times (one thousand timeghis
is not a typo). The JAMA study found that almost a third
of these studies had their findings either signifiantly
weakened (16%) or contradicted (16%) by subsequent
studies.

The concept of rating physicians on the quality oimedi-
cine they practice is hard to argue with. But untiwe find
a way to accurately measure this, and show that the
measurements actually correlate with improved patiet
care, | think we need to be skeptical of this procss.
What do you think? Send your comments to
editor@aapsga.org.
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Two opportunities to fulfill your ABPS recertification
requirements for Medical Ethics.

AAPS is the nationOs first medical speciatbtiorgmintegrate

recertification with ethics in medicine as aativeovaluable, and

timely fulfillment for continuing certificatioDifdlomates. This course

¥ Theoretical and historical foundations of  meets the needs of todayOs Diplomate bybodteslisgape of practical
medical ethics recertification components for continuing pedféssiiopment.
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You will accomplish:

¥ Ethical Decision making tools to actual
circumstances

¥ Roles of medical ethics/bioethics committees

¥ Recognize the stakeholders in medical ethics
decisions

¥ Guide public discussion of medical ethics

To register for Medical Ethics go to www.abpsga.org.



