Letters to
the Editor

The Journal welcomes Letters to the Editor; if
found suitable, they will be published as space
allows. Letters should be typed double-spaced,
should not exceed 400 words, and are subject
to abridgment and other editorial changes in
accordance with journal style.

Legal Risks of Polio Immuni-
zation
To the Editor:

Dr. H.V. Wyatt’s article in the
September issue of The Journal
of Family Practice (7:469, 1978),
“Polio Immunization: Benefits and
Risks,” is an encouraging analysis of
the value of polio immunization. It
seems quite clear that a balance of
the relative risks favors immuniza-
tion.

I must, however, clarify one
misconception in the legal analysis
of the risks involved. Dr. Wyatt as-
serted that, “there has not been an
action by a contact vaccine-
associated case against a manufac-
turer or the US government.” That
assertion is not correct. One
mother has successfully sued a
manufacturer when she contracted
polio with resulting paralysis after
her child had been immunized. In
Givens vs Lederle, 556 F.2d 1341
(1977), the manufacturer was found
liable for failing to forewarn of the
risk of this complication. Inter-
estingly enough, the physician who
had administered the immunization
without warning the patient was
exculpated in the litigation. Ordi-
narily, the action of a physician, as
an intermediary, relieves the
manufacturer of responsibility.

As a practical matter, the legal
risks involved in undertaking an
immunization program can be re-
duced by warning of the risk of
paralysis to those being immunized
(and their parents or legal guard-
ians if children are to receive the
vaccine). Much of the litigation in-
volving polio vaccines has been
based upon a failure to warn of the
risks so that the patient or the par-
ents can give an informed con-
sent.

The other successful legal theory
against polio vaccine manufac-
turers has been related to the com-
pany’s methods of defense. The
manufacturers have asserted that
the patient suffered polio as a re-
sult of contact with a wild strain
of virus and the claimants have as-
serted that the manufacturer gave
the vaccinee a defective vaccine. If
the manufacturers had acknowl-
edged that there is an inherent risk
of the vaccine causing paralysis,
possibly because of the unavoid-
able reversion of the strain to a
virulent form, then the manufac-
turer could have been relieved of
liability, on the grounds that this
was an unavoidable risk. The
manufacturer’s legal defense tac-
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tics in the past created their own
liability exposure risks. These risks
can be minimized by the proper
dissemination of the information.

The other legal risk to the
physician is punctuated by Dr.
Wyatt’s description of vaccine
complications. A physician may be
liable for failure to try to screen out
those at risk. As Dr. Wyatt has
pointed out in his article, those in-
dividuals who are at greatest risk of
contracting polio already have im-
mune deficiencies, and a physician
may detect those in this risk cate-
gory by his screening efforts. A
reasonable screening effort, which
good practice should require any-
way, should be sufficient to avoid
liability risks.

Some may interpret this as a
sour note because of the liability
risks associated with polio immuni-
zation. Such an impression is not
intended. The practicing physician
has little risk in a polio vaccination
program so long as proper warnings
are given, and a proper history and
screening are undertaken.

M arden G. Dixon, MD, JD

Author, Drug Product Liability

Provo, Utah
Obstetrics in Family Practice
To the Editor:

I read with great enthusiasm and
interest the article by Dr. David A.
Lynch, “Obstetrics in Family Prac-
tice: A Model for Residency Train-
ing” (3 Fam Pract 7:723, 1978). In
my position as a family practice
educator | am very often con-
fronted with the senior medical
student residency candidate or the
first year family practice resident
who has, based on his experi-
ence on isolated block obstetrical
rotations, “decided not to do

obstetrics” in his practice Dbe-
cause he/she “does not like it.” 1|
think it is tragic that many fine
young physicians are deciding not to
practice obstetrics based on their
experience with very fragmented,
episodic, tertiary care obstetrics,
often consisting of meeting the
patient within a few hours of her
delivery, when she is frightened
and in pain, never seeing the
patient again after delivery, and
having no meaningful interaction
with the patient or her family.

Dr. Lynch very graphically
points out the fact that the real
value of and rewards for practicing
obstetrics lie in the mode of lon-
gitudinal continuity of care.

I compliment Dr. Lynch on his
fine article. 1 will use it in the future
to help me try to convince medical
students and family practice resi-
dents to include obstetrics in their
practice plans.

E. Scott Medley, MD

Director, Graduate Education

M edical University of
South Carolina
Charleston

Management of Chronic Pain
To the Editor:

I want first to commend Drs.
Bergman and Werblun on their ex-
cellent article “Chronic Pain: A
Review for the Family Physician”
(J Fam Pract 7:685, 1978). The
time contingency plan which they
advocate in the management of
pain is a marked improvement over
pain-contingent therapy. | believe
that this approach is further
enhanced when the physician de-
liberately avoids the use of the
term “pain” in his treatment of
patients with pain. The patient with
chronic pain is particularly recep-
tive to the physician’s verbal and
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DESCRIPTION: Each capsule contains 120 mg.
of pseudoephedrine hydrochloride in specially
formulated pellets designed to provide contin-
uous therapeutic effect for 12 hours. About one
half of the active ingredient is released soon
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the remaining time period.
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Hyper-reactive indi-
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recommended; therapy should be discontinued if a significantly reduced count of any
formed blood element is noted.

Precautions: Use cautiously in patients with impaired renal or hepatic function, possible
folate deficiency, severe allergy or bronchial asthma. In patients with glucose-6-phosphate
dehydrogenase deficiency, hemolysis, frequently dose-related, may occur. During therapy,
maintain adequate fluid intake and perform frequent urinalyses, with careful microscopic
examination, and renal function tests, particularly where there is impaired renal function.
Bactrim may prolong prothrombin time in those receiving warfarin: reassess coagulation
time when administering Bactrim to these patients.

Adverse Reactions: All major reactions to sulfonamides and trimethoprim are included,
even if not reported with Bactrim. Blood dyscrasias: Agranulocytosis, aplastic anemia,
megaloblastic anemia, thrombopenia, leukopenia, hemolytic anemia, purpura, hypopro-
thrombinemia and methemoglobinemia. Allergic reactions: Erythema multiforme, Stevens-
Johnson syndrome, generalized skin eruptions, epidermal necrolysis, urticaria, serum sick-
ness, pruritus, exfoliative dermatitis, anaphylactoid reactions, periorbital edema, conjuncti-
val and scleral injection, photosensitization, arthralgia and allergic myocarditis. Gastrointes-
tinalreactions: Glossitis, stomatitis, nausea, emesis, abdominal pains, hepatitis, diarrhea
and pancreatitis. CNS reactions: Headache, peripheral neuritis, mental depression, convul-
sions, ataxia, hallucinations, tinnitus, vertigo, insomnia, apathy, fatigue, muscle weakness
and nervousness. Miscellaneous reactions: Drug fever, chills, toxic nephrosis with oliguria
and anuria, periarteritis nodosa and L.E. phenomenon. Due to certain chemical similarities
to some goitrogens, diuretics (acetazolamide, thiazides) and oral hypoglycemic agents,
sulfonamides have caused rare instances of goiter production, diuresis and hypoglycemia
in patients; cross-sensitivity with these agents may exist. In rats, long-term therapy with
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nonverbal communications. If, in
using the time contingency plan,
we advise patients to take their
specific medication periodically
“for pain” or “for relief of pain,”
one of the messages the patient re-
ceives is that “my doctor expects
me to continue to have some pain.”
However, if we advise a patient to
take the medication periodically
“for comfort,” one of the messages
the patient receives is, “my doctor
expects that I can have comfort.”
There is more hope in the latter
message and, as the authors clearly
state, there is more to pain man-
agement than reliance on drug
therapy.

Some of the therapeutic modal-
ities discussed included relaxation
therapy, biofeedback, and operant
programs. For the sake of comple-
tion | want to add a very powerful
modality in the management of pain
and that is hypnosis. Pain patients
are usually motivated to obtain re-
lief and this is especially applicable
to cancer patients. Under the guid-
ance of skilled therapists these
patients can learn to handle their
discomfort better. The progressive
relaxation without undesirable side
effects, which patients can learn to
achieve with the aid of hypnosis, is
unequalled by any other form of
therapy. The American Journal of
Clinical Hypnosis and the Interna-
tional Journal of Clinical and Ex-
perimental Hypnosis abound with
articles which discuss the utility of
hypnosis in the management of
pain. The Societies which publish
these journals also offer training
programs at basic, intermediate,
and advanced levels which will
help qualify family physicians in
the use of medical hypnosis.

Robert E. T. Stark, MD
Phoenix, Arizona



