
I
have read and appreciate the com-
ments from Drs. Menard and
Sheehy in December
2004 regarding my
initial letter. I would

like to clarify several issues:
1. The decision not to use

tPA was not done in a vacuum
or with a lack of knowledge of
the guidelines, the data or the “evi-
dence based” reports. I have taken
the full course in tPA administration
that was presented in Dallas. Hence, my
decision to not use tPA was carefully cal-
culated and not done capriciously.

2. A basic ethical construct of medicine is
“do the patient no harm.” That is, the natural
history of the disease may be bad but if we attempt to interfere
therapeutically and in so doing produce more harm, it is not in
the best interest of the patient.

3. Informed consent rarely occurs with patients. Having been
chairman of a bio-ethics committee for over 15 years, I can tell
you that this is a fact. There is no way one can explain to a lay
person the fact that a drug that they believe in may kill them, but
is rational to use on a statistical basis. 

Most people will do whatever the physician wants them to do.
We have an unspoken bias in our discussion of treatment options
with patients, but a bias nonetheless. Patients grasp from our
words, our body language, etc. what we think they should do—
and for the most part, they comply. If not, they are called “non-
compliant.” Hence, I believe when you present tPA to a patient
who is having a stroke, it is difficult for the patient to grasp the
real concepts involved.

As far as using relatives to give the consent, this is invalid, as
all the decision-making must be based on patient autonomy from
a bio-ethical standpoint. Only if the patient is not able to give
consent should substituted judgment be used, or lastly “best
interest” judgment. 

4. In regard to the legal situation, we practice in a climate
which is extremely adverse. I know of one obstetrician who had

a judgment against him for $5 mil-
lion when he had done absolutely

nothing wrong. The baby was
born eight weeks prema-

ture—and that was
his fault? Likewise,

there is a lawsuit that has
been settled because it was

the obstetrician’s fault that the
child was born with a hereditary

disease. 
The basic structure in law has lit-

tle to do with justice, reasoning or evi-
dence but can only be seen as a courtroom

drama. Having testified in multiple cases
over four decades, I can assure you that the

courtroom is nothing but a comic opera, the
results of which are costly to physicians. I quite agree, however,
that we can be sued either for “not doing something” or for
“doing something.” 

Hence, when one gets involved in the emergency room, we
ask the question: does the patient want tPA? If the answer is yes,
we can suggest that they get another neurologist. In other words,
we are not withholding tPA but simply saying that as an individ-
ual, I do not believe it is efficacious enough to risk the life of the
patient.

5. I do in fact practice in a system where many physicians do
use tPA and use it often. Hence, it is not a treatment which we
withhold but one I personally do not agree with the use of in
most cases. If one cares to discuss intra-arterial tPA, that’s a dif-
ferent issue. 

6. Lastly, please understand that Oklahoma is a rural state.
The well-funded NIH studies that were done on tPA had a com-
plete “stroke team” including a neuroradiologist, interventional
radiologist, etc. on hand ready to go as well as neurosurgical cov-
erage. These are not available in a community hospital at 3
o’clock in the morning — at least not in my state. 

To the editor, I would like to say thank you for taking the time
for all of us to have this discourse.

— Anonymous, Oklahoma
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Don’t Overlook Diabetes
Kudos to Dr. Steven Lovitt (“Evaluation and Treatment of
Sensory Neuropathy,” October 2004) for bringing to light the
prevalence of diabetic and IGT neuropathy. He says the willing-
ness of neurologists to order expensive and almost useless tests,
but not properly look for diabetes, is “perplexing.” I would use
the words “tragic” and “shameful.” I also would add to his glu-
cose tolerance test a one-hour postprandial glucose, and a fast-
ing C-peptide level.

I was taught in my residency that 30 percent of peripheral
neuropathies would be “idiopathic.” I now test, at first, only for
diabetes, and I rarely find “idiopathic” neuropathy anymore.
Furthermore, not only painful neuropathy should be tested;
since diabetic neuropathy is painful in only about 10 percent of
cases, all peripheral polyneuropathies should be tested, as well
as patients with unexplained mononeuropathies (CTS, ulnar
neuropathy, meralgia paresthetica, etc.). 

From what I’ve seen, primary practice physicians and neu-
rologists across the country seem to be happy with an FBS or
HbA1c. All patients thus “screened” for diabetes are con-
demned to an approximately 10-year delay in diagnosis—just
ask your endocrinology colleagues.

Neurologists have a unique “window” on early diabetes (and,
yes, if you must separate them, also IGT patients). Patients fre-
quently have symptoms of painful or painless neuropathy, sen-
sory imbalance (large fiber), mononeuropathies, orthostatic
hypotension or strangely absent reflexes. Since neurologists are
frequently involved with these problems, it behooves us to do
the proper tests (glucose tolerance) because the primary care
docs certainly aren’t.

Finally, we need to stop referring to IGT associated neuropa-
thy as if it’s somehow different from diabetic neuropathy. The
American Diabetes Association is incredibly conservative in its
benchmarks. We need to start to think like diabetologists.

— Gerald Hartmann, MD
Klamath Falls, Oregon

Editor’s note: I again thank the anonymous author for his con-
tributions regarding tPA use, as well as others who have con-
tacted us to discuss this subject over the past few months. 
To add your thoughts to the discussion, please send your com-
ments to:

Jack Persico, Editor-in-Chief
Avondale Medical Publications
630 West Germantown Pike, Suite 123
Plymouth Meeting, PA 19462
or email: letters@practical neurology.com.

Letters may be edited for length, content or clarity.

    


