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DR. LOUIS KETTEL (Dean, College of Med-
icine): Today’s discussion will focus on a difficult
clinical problem encountered with increasing fre-
quency in primary care: child abuse. Such cases
tax the physician’s clinical skills and sensibilities.
They require multidisciplinary approaches and
medical, social, and legal interventions. What role
should physicians and concerned citizens in the
1980s play?

DR. RONALD FISCHLER (Assistant Profes-
sor, Family and Community Medicine and Pedi-
atrics): Michael, aged 18 months, was admitted to
Arizona Health Sciences Center in July 1979 in
semicoma with bruises on his face, scalp, ears,
and shoulder. X-rays and a computed tomographic
(CT) scan showed multiple new skull fractures,
brain contusion, and two unexplained rib fractures
estimated to be two to four months old. The
mother stated that Michael was normal at his 8 pm
bedtime but was alone with the mother’s fiance,
Harold, until midnight. At 7 am she found Michael
with the injuries mentioned and rushed him to the
Emergency Room. Harold offered no explanation
for what happened.

Michael was the product of a term pregnancy to
an unwed mother (gravida 3, para 2, therapeutic
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abortus 1) whose intrauterine device had failed.
Both the pregnancy and the delivery were un-
complicated. Bottle fed, Michael was brought to
the clinic three times within the first months of life
with feeding difficulties and spitting, but the exam-
inations were normal. The mother was noted to be
extremely anxious. Over the next 15 months, eight
clinic visits occurred for minor acute illnesses.
Significant family stress and inconsistent care-
takers were identified as major problems, but no
intervention occurred until Michael was admitted
with severe injuries.

During Michael’s hospitalization, a social eval-
uation elicited the following: the mother, Fran, is
26 years old and had been adopted. Despite a de-
scription of a warm and close childhood relation-
ship with her parents, she relates a history of a
turbulent adolescence with hysterical seizures,
psychiatric hospitalizations, a period in detention,
and a suicide attempt. She was later raped by
eleven men and became pregnant and had a child.
There were frequent moves and she finally could
not care for the child and gave him up for adoption
to friends at two and one half years of age. She
subsequently had a therapeutic abortion. Fran met
her current boyfriend, Harold, at a bar and
planned to marry him, had Michael not been ad-
mitted to the hospital one day before the sched-
uled wedding. During the social work interview
Fran described Michael as a “brat” who is cling-
ing and dependent, jealous of Harold or anyone
else who gets close to her. Michael shared a bed-
room with Fran until Harold moved in. Fran ad-
mitted to a drinking problem and a violent temper
Continued on page 390
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Continued from page 387
but denied ever losing control with Michael

Harold is 30 years old, was also adopted, ad
claims to have had a good childhood relationship
with his parents. He married the girl next door
she became pregnant, and he went to Meram
When he returned two years later, they were d-
vorced. He has had irregular employment sine
and he injured his hand at work one month befae
Michael’s hospitalization. Harold admits to auQ
lent temper but denies losing control with Mdeel

In the Intensive Care Unit, Michael remainedn
semicoma for two days and then made a gadd
recovery. At the time of discharge, three weds
later, he had a mild left hemiparesis, used o
single words (hi, bye), walked unsteadily, fed im
self partially, and demonstrated some oppositional
behaviors. He appeared friendly to strangers,
afraid of Harold, and indifferent to his mother. Hs
mother was observed to be anxious and inconsis-
tent in her interactions with Michael, at times aon+
soling, at other times rejecting. The diagnosis of
child abuse was made, and it was decided tret
Michael could not be safely cared for at home with
his mother. He was made a ward of the court ad
placed in foster care. The treatment plan, agyexd
to by the attending physician, hospital sodd
worker, and Child Protective Services worker in
cluded the following:

1 Foster care was to be provided for Mdwed
with at least twice-weekly visits with the nother,
supervised by the Child Protective Services soid
worker.

2. Help was to be provided for the mother so tret
she could learn to provide safe and effective pa
renting and regain custody of Michael. She wss
referred for individual counseling, to Alcoholics
Anonymous, and to a parenting group.

Michael made a poor adjustment in his first fos-
ter home. The experienced foster mother, wpo
was under stress caring for five children, was ex
tremely frustrated with his clinging and whining
behaviors. At the six-week check-up, both M-
chael and the foster mother appeared depressed,
and it was recommended that another foster place-
ment be found. Michael functioned in the border-
line retarded range on developmental testing bu
had normal hearing and a normal neurologic exam
ination. His mother failed to follow through with
any treatment and proceeded to marry Harold.
Continued on page 395
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Continued from page 390

Harold was intensively interrogated by the police,
failed a lie detector test, and began hallucinating,
but continued to deny knowledge of what hap-
pened. No charges were filed.

Michael made a satisfactory adjustment in his
second foster home, where he remained for a year.
Tantrums, nightmares, clinging, and whining dis-
appeared after ten days of placement when he was
offered much cuddling and support by the new fos-
ter mother. Fran, on threat of losing custody, final-
ly began attending treatment sessions regularly
and enrolled in the parents group. Visits with
Michael, although initially tense, began to be en-
joyable for both. Harold later admitted to causing
Michael’s injuries, and charges were filed by the
police. He was convicted of child, abuse and
placed on probation, contingent upon his continu-
ing in treatment, avoiding contact with the child,
and obtaining gainful employment. He followed
through with each condition.

Approximately nine months after placement in
the second foster home, Michael’s development
was normal. He no longer appeared depressed and
demonstrated strong attachments both to the fos-
ter mother and to his natural mother. Three
months later, his foster home placement was dis-
rupted, precipitated by the departure of a nine-
year-old foster child, who was returned to her nat-
ural family. Michael’s whining, crying, clinging,
and nightmares reappeared. However, on this oc-
casion the foster mother, who was experiencing
considerable grief both at the loss of the first foster
child and at the realization that eventually she
would lose Michael as well, was unable to comfort
him. Instead, she punished him for these behav-
iors by hitting him with a wooden spoon 10 to 20
times per day. Attempts to provide counseling for
the foster family were unsuccessful, as the foster
care system has no resources for this type of prob-
lem. Since the mother was not yet ready to assume
custody, Michael was moved to his third foster
home.

Over the next six months, Fran continued to
make progress and Harold also continued with
work, counseling, and avoiding contact with Mi-
chael. Michael was returned to his mother on the
condition that Harold move out. Harold moved
out, and 18 months following his injuries, Michael
was returned to the physical custody of his
mother. Contact with Harold was gradually intro-
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duced under supervision by Child Protective Serv-
ices, and approximately six months later the fam-
ily was reunited. The family continues to see a
counselor approximately once per month. Michael
attends preschool, and his health and developmen-
tal status continue to be normal. His mother con-
tinues to work part-time and is completing her
general high-school equivalency diploma with
hopes of entering college. Harold changed jobs but
continues regular employment.

DR. GEORGE COMERCI (Professor of Pedi-
atrics and Family Medicine): It was not until 1962
that Drs. Kempe and Heifer, at the University of
Colorado, reported the “battered child syn-
drome” and called upon health professionals to
recognize and report victims.

It is often difficult to convince people who care
for children of the magnitude of the problem.
Death from physical abuse is a leading cause of
death in infants in the first year of life. Of infants
under one year of age who present with physical
injury to a typical urban emergency room, one out
of four will be victims of nonaccidental trauma.

The first responsibility of the health profes-
sional is to be aware of the problem and to be
appropriately alert to the diagnosis. The criteria
for diagnosis of nonaccidental trauma include (1)
an injury without adequate explanation, or for
which the history is not in keeping with the extent
of the injury, (2) multiple fractures in different
stages of healing, and (3) abnormal caretaking be-
havior on the part of parents. Parents who have
abused their children often demonstrate highly in-
appropriate reactions to the injuries. They may act
unconcerned about how serious the injuries are or
about what is going to happen to their child,
or they may rush to ask when they can leave the
hospital.

In taking the history, the physician should ask
how and when the injury occurred to determine
whether the explanation is adequate or inade-
guate. The emphasis should be on how the injury
occurred, not on who perpetrated the injury. Phy-
sicians should record in detail the history obtained
from each parent, and from the child, if he or she is
old enough to give an account. The physician must
exclude alternative explanations, such as bleeding
disorders or underlying bone diseases or inter-
rupted sudden infant death syndrome, in making
the diagnosis of suspected nonaccidental trauma.
A careful past history of previous trauma and
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open-ended questions to ascertain the parent’s
perception of the child are helpful. A careful phys-
ical examination with attention to the earlobes and
mouth, genital areas, and extremities, along with
plotting the infant’s growth and performing devel-
opmental screening, is essential. In a child sus-
pected of nonaccidental trauma, x-ray examina-
tion of the skull, ribs, long bones, and spine may
disclose unsuspected injuries. It is often helpful to
have color photographs taken as soon as possible
after admission and carefully labeled. Documen-
tation of location, shape, and color of bruises,
using a body diagram, is helpful. Careful attention
to legal requirements following the chain of evi-
dence (as in rape, for example) is important.

The next responsibility of the health profes-
sional is to protect the child. Such protection usu-
ally begins, with infants and young children, with
admission to the hospital. Following the necessary
emergency medical or surgical care, physicians
must report the case to Child Protective Services
or to the police. The emergency room or clinic is
not the place for confrontation, anger, accusa-
tions, or interrogation. Instead, parents should be
informed of the physician's legal requirement to
report injuries that are not adequately explained.

Always keep the parent informed about what is
happening. Abusive parents usually care about
their child and want help. Experts in child abuse
are generally available, as are consultants in hema-
tology or metabolism, when confusion exists
about whether a rare disease is present. Most radi-
ologists can readily distinguish between traumatic
bony injuries and underlying bone disease and can
date old fractures. Once the child's immediate
safety is assured, further social, developmental,
and psychiatric consultations and treatment plan-
ning can occur.

DR. ALAYNE YATES (Chief of Child Psy-
chiatry): 1 was initially consulted, following
Michael’s hospitalization, to perform a family as-
sessment and make recommendations about treat-
ment planning to the court and Child Protective
Services. | found that Fran and Harold had formed
a dysfunctional relationship characterized by fre-
guent arguments and mutual criticism. Fran ex-
pressed her anger through drinking and leaving
home. Harold expressed his anger by freeloading
and by blaming Fran for not being a good parent to
Michael. Although Harold presented himself as a
model citizen, in actuality he was exhausting
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Fran’s meager emotional and economic resources
Harold was especially irritated by having to baby-
sit Michael while Fran worked. Her bar-hopping
further intensified Harold’s rage, which may well
have been displaced to Michael. Michael contrib-
uted to this pattern through whining, clinging, ad
jealous behaviors.

As a result of the initial evaluation, | recom-
mended that Michael not be returned home while
Harold was in the family, as Harold demonstrated
a major personality dysfunction: passive-aggres-
sive personality disorder. This disorder connotes
pervasive and longstanding social and occupa-
tional ineffectiveness. Such individuals procrasti-
nate and often rationalize or blame others for their
inadequacies; they often consult physicians to
qualify for disability payments. These people are
“takers” rather than “givers” who may become
angry and aggressive when under stress.

In spite of her history, I felt that Fran demon-
strated the greater potential for change because of
her evident and persistent concern for Michael.
She was honest in recognizing her inadequacies,
expressed a desire for help, and seemed motivated
for therapy.

Eight months following the initial evaluation, |
was asked to re-evaluate Fran and Harold. Inte
interim, Harold had confessed to and been con-
victed of child abuse. Harold and Fran had mar-
ried, were involved in multiple therapies, and with
sentencing at hand, Harold was cooperative with
therapy, claiming a miraculous personality meta-
morphosis. Their relationship had gained stahility
as both focused on gaining Michael’s return horre.
Fran’s self-esteem had improved, and she was bet-
ter able to mother Michael. In the meantime, M-
chael had suffered multiple foster placements and
further emotional trauma. No one, other than
Fran, was firmly committed to Michael. The sys-
tem had clearly been detrimental to Michael’s
well-being. | felt that the least harmful alternative
for Michael was to be reintegrated in his mother
and stepfather’s home with continued close su-
pervision by Child Protective Services supervision
and the understanding that Harold would remeain
on probation.

DR. FISCHLER: What is an optimal outcome
for child abuse? How can such a story end hap-
pily? First, the child’s placement should be safe
and secure in a family he comes to identify as his
Continued on page 400
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Continued from page 396

own, whether this is his natural family or a suitable
adoptive family. After all the disruption experi-
enced by the abused child, it is most important
that he achieve the sense of security derived fran
a permanent placement. Second, the child’s poten-
tial for normal development must be restored. Ay
developmental delays and behavior problems must
be treated, and he should develop strong attach-
ments to his principal caregivers. Third, famly
function should be restored to at least a level
where the likelihood of reabuse is minimized ona
long-term basis, where re-entry into the protective
service system or the criminal justice system is
unlikely.

Child abuse has been found to be unusually
common in the early histories of adults with sig-
nificant maladjustment, including juvenile delin-
quents, violent criminals, prostitutes, child abusers,
institutionalized persons, and teenage runaways.

Child abuse accounts for 5,000 to 10,000 deaths
annually in the United States, representing about
0.5 percent of all reported cases. Permanent dis-
ability occurs in a similar number. By far the nost
frequent problems seen in abused children are the
emotional and psychological scars from growing
up in an abusive environment. Most abused chil-
dren show significant developmental problems
with delays in cognition, language, behavior, ad
interpersonal relationships, as Michael demon-
strated. These problems are amenable to treat-
ment if recognized early and appropriate interven-
tion is begun. Because abused children have been
emotionally as well as physically traumatized,
their behaviors may be difficult, even provocative,
and it may take a long time before they learn how
to return affection. Thus, abused children ae
often difficult in foster care and require close
follow-up and often specific treatment. Usually
this involves obtaining a stable and appropriate
home environment, parent counseling on behavior
management, and for some, play therapy. Without
treatment, behavior problems tend to recur in sub-
sequent placements, as happened with Michael.

A recent major follow-up study summarizes the
current state of child abuse treatment.1The study
evaluated 2,000 abused children in protective serv-
ices. Sixteen percent suffered severe injuries,
although developmental and behavioral problems
occurred in the majority. Treatment was conducted
over a 6- to 12-month period. Fifty percent of the
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children were considered to have improved, 25
percent showed no change, and 25 percent became
worse. Strikingly, 30 percent were reabused se-
verely during treatment. Families fared no better;
only 42 percent were considered to have improved
and showed a decreased risk of abuse at the end of
treatment compared with the beginning.

Treatment of child abuse is also not without
harm, especially when it involves removal of a
child from the home. In Arizona in 1980, the aver-
age foster child spent three years in care and
endured more than five placements each (Boyd
Dover, personal communication, January 1981).
These findings are corroborated elsewhere. After
five years, a New York study showed one half of
abused children were still in foster care, and one
half of these were not visited by their parents.2
Unstable long-term foster care does not provide
enough security for the child's normal develop-
ment. The treatment of child abuse carries its own
risks, and the child must be followed carefully dur-
ing treatment. The primary care physician, in
close communication with consultants from men-
tal health, child development, and Child Protec-
tive Services, is in an excellent position to monitor
treatment. A happy ending can be achieved, but it
depends upon the continuing hard work of many
from several fields who share one commitment: to
speak for abused children who cannot speak for
themselves.

MR. BOYD DOVER (Director, Child Protec-
tive Services, Tucson): Child Protective Services
is mandated with the legal responsibility to inves-
tigate all reports of abuse and neglect. It might
seem, from reviewing this case, that numbers of
professionals are involved, that it is a very well
organized and functioning system, and that all al-
ternatives are developed and evaluated. This is not
true. It is totally impossible to do that, a fact I am
not happy to report.

One of the frequent charges leveled against
Child Protective Services is that we continually
do one of two things. Either we leave children in
potentially abusive situations too long, and they
end up being severely abused, or we remove them
too fast and place them in our system without
justification.

I do not know of any professional in the human
services field who has a more difficult job than a
protective service worker, probably the most im-
portant point | would like to make today. In this
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community of nearly one-half million, we receive
between three and four hundred telephone calls
per month in regard to child abuse, neglect, or
abandonment. We have the capability with exist-
ing staffing patterns to investigate personally
about one half of these calls. By necessity, there
must be a priority system that makes a report of
a scalding in a bathtub more crucial than an un-
supervised child in a dirty home.

Our child care system is in a critical state. We
do not have sufficient shelters for children needing
temporary care. Sometimes it appears that the sys-
tem that is developed and defined by law to pro-
tect a child may be potentially more abusive than
the situation from which that child would be or had
been removed. Changes in the new administration
have caused social service programs to be cut, and
the impact is felt by all protective service units at a
time when reports for suspected abuse continue to
rise. As concerned citizens in the community, you
need to know that right now the system is not
working and needs your help.

DR. KETTEL: Dr. Johnson, from the perspec-
tive of a pediatrician on the front lines, how would
you react to today’s presentation?

DR. HELEN JOHNSON (Assistant Professor
of Pediatrics): | think we are doing a good job now
with recognition and reporting of child abuse.
What we do afterward remains the most difficult
part of the job and the one yet to be done well. We
can no longer assume when we report a case that
the system will take over and all will be well.
These children need close follow-up by pediatri-
cians and family physicians who are alert to their
ongoing health and developmental problems and
are in close communication with Child Protective
Services.

DR. KETTEL: What is the demography of
child abuse? Is there a population that is more
susceptible?

DR. JOHNSON: Child abuse cuts across all
economic groups and all educational levels. Stress
appears to be greater in lower socioeconomic
groups and the capacity to cope with stress is also
reduced.

DR. FISCHLER: Such factors as family stress,
a history of poor coping with stress, poor percep-
tion of child care (as occurs when parents them-
selves were abused), and isolation from a social
network have been associated with high risk of
Continued on page 403

401



References:

1 stone PH, Turi ZG, Muller JE: Efficacy of nifedipine therapy for refractory angina
pectoris. Am HeartJ 104:672-681, September 1982.

2 Antman E, Muller J, Goldberg S, etal: Nifedipine therapy for coronary-artery

" spasm: Experience in 127 patients. N EnglJ Med 302:1269-1273, June 5. 1980.

BRIEF SUMMARY
PROCARDIA* (nifedipine) CAPSULES For Oral Use

INDICATIONS AND USAGE: I. Vasospastic Angina: PROCARDIA (nifedipine) is indicated for the
management of vasospastic angina confirmed by any of the following criteria: 1) classical pattern
of angina at rest accompanied by ST segment elevation, 2) angina or coronary artery spasm pro-
voked by ergonovine, or 3) angiographically demonstrated coronary artery spasm. Inthose patients
who have had angiography, the presence of significant fixed obstructive disease is not incompatible
with the diagnosis of vasospastic angina, provided that the above criteria are satisfied. PROCARDIA
may also be used where the clinical presentation suggests a possible vasospastic component but
where vasospasm has not been confirmed, eg., where pain has a variable threshold on exertion or
in unstable angina where electrocardiographic findings are compatible with intermittent vaso-
spasm or when angina is refractory to nitrates and/or adequate doses of beta blockers.

II. Chronic Stable Angina (Classical Effort-Associated Angina): PROCARDIA is indicated for
the management of chronic stable angina (effort-associated angina) without evidence of vasospasm
in patients who remain symptomatic despite adequate doses of beta blockers and/or organic nitrates
orwho cannot tolerate those agents.

In chronic stable angina (effort-associated angina) PROCARDIA has been effective in controlled
trials of up to eight weeks duration in reducing angina frequency and increasing exercise tolerance,
but confirmation of sustained effectiveness and evaluation of long-term safety in those patients are
incomplete.

Controlled studies in small numbers of patients suggest concomitant use of PROCARDIA and
beta blocking agents may be beneficial in patients with chronic stable angina, but available infor-
mation is not sufficient to predict with confidence the effects of concurrent treatment, especially in
patients with compromised left ventricular function or cardiac conduction abnormalities. When in-
troducing such concomitant therapy, care must be taken to monitor blood pressure closely since
severe hypotension can occur from the combined effects of the drugs. (See Warnings.)
CONTRAINDICATIONS: Known hypersensitivity reaction to PROCARDIA
WARNINGS: Excessive Hypotension: Although in most patients, the hypotensive effect of
PROCARDIA is modest and well tolerated, occasional patients have had excessive and poorly tol-
erated hypotension. These responses have usually occurred during initial titration or at the time of
subsequent upward dosage adjustment, and may be more likely in patients on concomitant beta
blockers.

Severe hypotension and/or increased fluid volume requirements have been reported in patients
receiving PROCARDIA together with a beta blocking agent who underwent coronary artery bypass
surgery using high dose fentanvl anesthesia. The interaction with high dose fentanyl appears to be
due to the combination of PROUARDIA and a beta blocker, but the possibility that it may occur with
PROCARDIA alone, with low doses of fentanyl, in other surgical procedures, orwith other narcotic
analgesics cannot be ruled out. In PROCARDIA treated patients where surgery using high dose
fentanyl anesthesia is contemplated, the physician should be aware of these potential problems and,
if the patient's condition permits, sufficient time (at least 36 hours) should be allowed for
PROCARDIA to be washed out of the body prior to surgery.

Increased Angina: Occasional patients have developed well documented increased frequency, du-
ration or severity of angina on starting PROCARDIA or at the time of dosage increases. The mech-
anism of this response is not established but could result from decreased coronary perfusion
associated with decreased diastolic pressure with increased heart rate, or from increased demand
resulting from increased heart rate alone.

Beta Blocker Withdrawal: Patients recently withdrawn from beta blockers may develop a with-
drawal syndrome with increased angina, probably related to increased sensitivity to catechol-
amines. Initiation of PROCARDIA treatment will not prevent this occurrence and might be expected
to exacerbate it by provoking reflex catecholamine release. There have been occasional reports of
increased angina in a setting of beta blocker withdrawal and PROCARDIA initiation. Itis important
to taper beta blockers if possible, rather than stopping them abruptly before beginning
PROCARDIA.

Congestive Heart Failure: Rarely, patients, usually receiving a beta blocker, have developed heart
failure after beginning PROCARDIA. Patients with tight aortic stenosis may be at greater risk for
such an event.

PRECAUTIONS: General: Hypotension: Because PROCARDIA decreases peripheral vascular
resistance, careful monitoring of blood pressure during the initial administration and titration
of PROCARDIA is suggested. Close observation is especially recommended for patients already
taking medications that are known to lower blood pressure, (bee Warnings.)

Peripheral edema: Mild to moderate peripheral edema, typically associated with arterial vaso-
dilation and not due to left ventricular dysfunction, occurs in about one in ten patients treated with
PROCARDIA. This edema occurs primarily in the lower extremities and usually responds to diuretic
therapy. With patients whose angina is complicated by congestive heart failure, care should betaken
to differentiate this peripheral edema from the effects of increasing left ventricular dysfunction.

Drug interactions: Beta-adrenergic blocking agents: (See Indications and Warnings.) Experience
inover 1400 patients in a non-comparative clinical trial has shown that concomitant administration
of PROCARDIA and beta-blocking agents is usually well tolerated, but there have been occasional
literature reports suggesting that the combination may increase the likelihood of congestive heart
failure, severe hypotension or exacerbation of angina.

Long-acting nitrates: PROCARDIA may be safely co-administered with nitrates, but there have
been no controlled studies to evaluate the antianginal effectiveness of this combination.

Digitalis: Administration of PROCARDIA with digoxin increased digoxin levels in nine of twelve
normal volunteers. The average increase was 45%. Another investigator found no increase in di-
goxin levels in thirteen patients with coronary artery disease. In an uncontrolled study of over two
hundred patients with congestive heart failure during which digoxin blood levels were not meas-
ured, digitalis toxicity was not observed. Since there have been isolated reports of patients with
elevated digoxin levels, it is recommended that digoxin levels be monitored when initiating, adjust-
ing, and discontinuing PROCARDIA to avoid possible over- or under-digitalization.

Carcinogenesis, mutagenesis, impairment of fertility: When given to rats prior to mating, nife-
dipine caused reduced fertility at a dose approximately 30 times the maximum recommended hu-
man dose.

Pregnancy: Category C. Please see full prescribing information with reference to teratogenicity in
rats, embryotoxicity in rats, mice and rabbits, and abnormalities in monkeys.

ADVERSE REACTIONS: The most common adverse events include dizziness or light-headedness,
peripheral edema, nausea, weakness, headache and flushing each occurring in about 10% of pa-
tients, transient hypotension in about 5%, palpitation in about 2% and syncope in about 0.5%.
Syncopal episodes did not recur with reduction in the dose of PROCARDIA or concomitant antian-
ginal medication. Additionally, the following have been reported: muscle cramps, nervousness,
dyspnea, nasal and chest congestion, diarrhea, constipation, inflammation, joint stiffness, shaki-
ness, sleep disturbances, blurred vision, difficulties in balance, dermatitis, pruritus, urticaria, fe-
ver, sweating, chills, and sexual difficulties. Very rarely, introduction of PROCARDIA therapy was
associated with an increase in anginal pain, possibly due to associated hypotension.

Inaddition, more serious adverse events were observed, not readily distinguishable from the nat-
ural history of the disease in these patients. It remains possible, however, that some or many of
these events were drug related. Myocardial infarction occurred in about 4% of patients and conges-
tive heart failure or pulmonary edema in about 2%. Ventricular arrhythmias or conduction disturb-
ances each occurred in fewer than 0.5% of patients.

Laboratory Tests: Rare, mild to moderate, transient elevations of enzymes such as alkaline phos-

phatase, CPK, LDH, SGOT, and SGPT have been noted, and a single incident of significantly ele-
vated transaminases and alkaline phosphatase was seen in a patient with a history of gall bladder
disease after about eleven months of nifedipine therapy. The relationship to PROCARDIA therapy is
uncertain. These laboratory abnormalities have rarely been associated with clinical symptoms”®
Cholestasis, possibly due to PROCARDIA therapy, has been reported twice in the extensive world
literature.
HOW SUPPLIED: Each orange, soft gelatin PROCARDIA CAPSULE contains 10 mg of nifedipine.
PROCARDIA CAPSULES are supplied in bottles of 100 (NDC 0069-2600-66), 300 (NDC 0069-
2600-72), and unit dose (10x10) (NDC 0069-2600-41). The capsules should be protected from
light and moisture and stored at controlled room temperature 59°to 77°F (15°to 25°C) in the man-
ufacturer’s original container.

More detailed professionalinformation available on request. © 1982, Pfizer Inc.

LABORATORIES DIVISION

PFIZER INC.

CHILD ABUSE

Continued from page 401
child abuse. Unwanted pregnancy, poor adjust-
ment to pregnancy, teenage pregnancy, inappro-
priate maternal-infant interactions, and perception
of the child as "difficult” are additional risk fac-
tors correlated with abuse. Although these factors
are helpful clues, no one has succeeded at devel-
oping a reliable instrument to predict child abuse.
DR. KETTEL: Can we prevent child abuse?
DR. FISCHLER: Three levels of prevention
have been applied to child abuse. Primary preven-
tion implies preparing prospective parents for the
tasks of parenting: at home, at school, during pre-
natal care by offering family-centered perinatal
care, and in well-child care. Secondary prevention
means identifying children and families at risk and
intervening to prevent serious complications. In
Michael’s case, there were numerous red flags that
unfortunately went unheeded by the physicians
caring for him during his first year of life. Had they
been picked up and led to appropriate assessment
and treatment, perhaps his battering could have
been prevented. Tertiary prevention implies that
once a child has been abused, further complica-
tions such as reabuse or the trauma of unstable or
interminable foster care are prevented in the hope
of achieving a good long-term outcome. At every
level, physicians caring for mothers and children
have an opportunity to focus attention on helping
families adjust to child rearing. There are now
widely available texts on parenting, courses for
professionals and parents, parent support groups,
and mental health professionals skilled in assess-
ment and treatment of family dysfunctions.
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