


have had minimal efficacy, especially as typically ap¬
plied to heterogeneous groups of patients with hyper¬
tension.21 Hope still exists that as we better delineate the
specific components of psychosocial stress, determin¬
ing in the process the most pernicious and most ame¬

nable to change, we will become capable of supplement¬
ing our pharmacological approach with measures that not

only lower blood pressure, but also prevent other ill ef¬
fects and improve overall quality of life.
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Clinical Pearl

Mixed agonist/antagonist therapy (nicotine patch
plus mecamylamine hydrochloride) is a new treat¬
ment for smoking cessation. One year later, 37%
of the combination group had not smoked a ciga¬
rette, compared with 4% of the patch-only group.
Mecamylamine therapy was started at 2.5 mg twice
daily 2 weeks before and continued up to 5 mg twice
daily 3 weeks after the patch was used. (Clinical
Pharmacol Ther. 1994;56:86-97.)

Patients with anterior myocardial infarction but no

pain have a worse prognosis (27% mortality at 2
years) than patients who had pain (13% mortal¬
ity). (Am J Med. 1995;99:123-131.)



cantly hampered by the dermatopa-
thologist who has to guess where and
from whom the tissue originated.
The patient's underlying diseases, if
any, should be noted since many sys¬
temic illnesses display cutaneous
manifestations. A list of the pa¬
tient's medications, particularly

 

when a biopsy of a suspected drug
eruption is performed, is helpful and
is mandatory if the patient is taking
unusual medications (eg, immuno-

.| suppressants, anticoagulants, and
other less common drugs).

DURATION

How long a lesion or eruption has
been present influences greatly the
differential diagnosis that the der-
matopathologist will generate. A "red
nodule on the arm" will trigger a

vastly different differential diagno¬
sis if it has been present for 1 day, 1
month, or 1 year.

DIAMETER

The size of a lesion is very impor¬
tant, particularly with pigmented le¬
sions, since melanomas and nevi with
architectural disorder (previously
called dysplastic nevi) are usually
greater than 6 mm in diameter.9·10
Some clinicians "sample" larger le¬
sions with, for example, a punch bi¬
opsy. If the whole of the lesion is not
apparent to the examining patholo¬
gist, there is usually no way to know
its true size. If, for no other reason,
the size of any skin lesion should be
recorded for insurance (and medi-
colegal) purposes. The record on a

pathology report helps to make it "of-

fidai." For cutaneous eruptions, this
is less important, but the extent of the
involvement should be made known.
Skin diseases with a "geographic"
configuration should include a com¬

ment on the lesionai size.

DIAGNOSIS

The diagnosis may be the most im¬
portant piece of information that is
transmitted from the clinician to the
dermatopathologist. What does the
clinician think it is? If the clinician
is totally stumped, as happens to all
investigators, general categories of
disease (papulosquamous, neoplas-
tic, infectious, etc) will suffice. One
should never be fearful of submit¬
ting an incorrect clinical diagnosis.
A guess, even a wrong one, is better
than no guess at all.

Physicians who submit tissue
samples for evaluation have the right
to clear, concise, timely, and help¬
ful dermatopathology reports that
are written in the language of clini¬
cal medicine. However, with this
right, comes the obligation to pro¬
vide the interpreting dermatopa¬
thologist with appropriate and ac¬

curate clinical information. Too
often, clinicians who submit re¬

ports state that "I just didn't have
time to write anything down" or "the
nurse must have forgotten to fill that
out." The time that is spent in pro¬
viding the dermatopathologist with
needed information on the trans¬
mutai forms constitutes a small frac¬
tion of that expended on the lesion
as a whole but is usually crucial in
its appropriate interpretation. In the
long run, the few seconds that are

expended on the transmittal of this
information pays off with a better
clinicopathologic experience for the
clinician, the dermatopathologist,
and, most important, the patient.
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The use ofbenzodiazepines is associated with slower
recovery from stroke. (Neurology. 1995;45:865-871.)


