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A growing number of people in the United
States are unable to afford medical services. With
high rates of unemployment, “the new poor” are
unprotected by medical insurance. With fewer
government resources devoted to human services
and changing criteria for eligibility in Medicaid,
many people find themselves unable to afford
basic medical services, but not poor enough to re-
ceive government aid.

As a consequence, community clinics report
more people seeking services in the underfunded
public sector. People seek care later in the natural
course of disease and are often sicker when care
is sought. Already the infant mortality rate is in-
creasing in several parts of the country, a fact due
in part to decreased access to care.l Mortality
rates for other age groups, particularly the elderly,
may rise as well.

The medical profession has responded to times
of economic hardship with attempts at self-
protection. State and national medical societies
spend large amounts of money on lobbying activi-
ties and, of course, support candidates who are
sympathetic to the causes of organized medicine.
But who in the medical profession is an advocate
for the poor?

Family practice is a natural field in which con-
cern for disadvantaged people should find expres-
sion. Traditionally family physicians have cared
for people regardless of the ability to pay. The
general practitioner of years past treated all who
presented themselves for care and often would
charge only what the patient could afford to pay,
occasionally even bartering for food items or serv-
ices in trade. That tradition has been abandoned in
large measure by modern private practitioners,
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especially those practicing in large cities. Mry
physicians in urban areas will not even aet
Medicaid or Medicare, and few charge on adidrg
fee scale.

But with the economic constraints of today’s
world, why should family practice be a “darpion
of the poor”? First, because no other gpecialty,
except perhaps for public health and preventive
medicine, is recognized as an advocate of te
poor, family practice has an opportunity to leedin
an area of medicine where leadership is laddrg
Second, because family practice emphasizes te
biopsychosocial aspects of health care and reooy
nizes the importance of family and environmentin
health and disease, family physicians know tret
to provide comprehensive care for the petiet,
one must be concerned about all of the patient’s
circumstances.

What can family physicians do to help the case
of people in need? As individuals, family phs-
cians can be effective advocates for disadvantaged
people. Letters about health matters to represent-
atives, senators, and other officials will kelp in
crease their awareness of the realities faced by
people without financial resources. Family physi-
cians should develop sliding fee scales based m
patients’ incomes. They should endeavor to prec-
tice highly cost-effective medicine. They dnid
be willing to accept Medicaid and Medicare pay-
ments, even if it means less income than frompi-
vate patients. Professional organizations in fanily
medicine should speak out on issues affeding
health care services for low-income people.

Family practice training programs provide idd
settings for teaching the concepts and principles of
health care for disadvantaged people. Traditional-
ly, family practice programs train some physiciarns
who will work in geographically underserved aress
in rural America. However, that training often &
sumes a stereotypical rural community with an
Continued on page 728
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DESCRIPTION VERMOX (mebendazole) is methyl 5-benzoylbenzimida-
zole-2-carbamate.

ACTIONS VERMOX exerts its anthelmintic effect by blocking glucose
uptake by the susceptible helminths, thereby depleting the energy level until it
becomes inadequate for survival. Inman, approximately 2% of administered
mebendazole isexcreted in urine as unchanged drug or a primary metabolite.
Following administration of 100 mg of mebendazole twice daily for three
consecutive days, plasma levels of mebendazole and its primary metabolite,
the 2-amine, never exceeded 0.03 pg/ml and 0.09 pg/ml, respectively.

INDICATIONS VERMOX is indicated for the treatment of Trichuris tri-
chiura (whipworm), Eruerobius vermicularis (pinworm), Ascaris lumbricoides
(common roundworm), Ancylostoma duodenale (common hookworm),
Necator americanus (American hookworm) in single or mixed infections.
Efficacy varies as a function of such factors as pre-existing diarrhea and
gastrointestinal transit time, degree of infection and helminth strains.
Efficacy rates derived from various studies are shown in the table below:

Common
Whipworm Roundworm  Hookworm Pinworm
cure rates

mean 68% 98% 96% 95%

(range) (61-75%) (91-100%) (90-100%)
egg reduction

mean 93% 99.7% 99.9%

(range) (70-99%) (99.5%-100%) -

CON IRAIND1CATIONS VERMOX is contraindicated in pregnant women
(seehPrggnancy Precautions) and in persons who have shown hypersensitivity
to the drug.

PRECAUTIONS PREGNANCY: VERMOX has shown embryotoxic and
teratogenic activity in pregnant rats at single oral doses as low as 10 mg/kg.
Since VERMOX may have a risk of producing fetal damage if administered
during pregnancy, it is contraindicated in pregnant women.

PEDIATRIC USE: The drug has not been extensively studied in children
under two years; therefore, in the treatment of children under two years the
relative benefit/risk should be considered.

ADVERSE REACTIONS Transient symptoms of abdominal pain and
diarrhea have occurred in cases of massive infection and expulsion of worms.

DOSAGE AND ADMINISTRATION The same dosage schedule applies to
children and adults. The tablet may be chewed, swallowed or crushed and
mixed with food. For the control of pinworm (enterobiasis), a single tablet is
administered orally, one time. For the control of common roundworm
(ascariasis), whipworm (trichuriasis), and hookworm infection, one tablet of
VERMOX isadministered, orally, morning and evening, on three consecutive
days. Ifthe patient is not cured three weeks after treatment, a second course of
treat_mednt is advised. No special procedures, such as fasting or purging are
required.

HOW SUPPLIED VERMOX is available as chewable tablets, each contain-

ing 100 mg of mebendazole, and is supplied in boxes of twelve tablets.
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economic base capable of supporting a physiCl

and a medical program. That assumption rmayr
be valid for work with cultural, ethnic, or sdo
economic minority groups. Often nedical wot
with those groups is more difficult than wakvin
more affluent populations because of cultural dif-
ferences between the provider and the recipients
of care (eg, differences in health beliefs, value"
and language). Training in family practice must®
beyond the rural-urban dichotomy to address &
cial, cultural, economic, and political issues
Satellite clinics in low-income rural and uhan
areas should be established to serve people in
those areas while providing training sites for st-
dents and residents. Research in clinical, epide-
miological, and health services delivery issues
among low-income populations is needed to re
solve longstanding questions that ircressgy
impinge on the entire nation. The recent upsurge
of interest in geriatric health care offers opportu-
nities for research among a population with lage
numbers of low-income or no-income people.

I am not suggesting that all family practice pro-
grams completely reorient themselves to work
with poor people. But all family practice programs
should devote a portion of their resources to train-
ing and service with disadvantaged people. Te
“charity” model based upon the largesse of indi
viduals will not be adequate to meet the medical
needs of the growing number of low-income peo-
ple in this country. A systematic approachisre
quired so that family physicians are traredt
recognize and meet the medical needs of people
who are unable to afford care. With such training,
family physicians can become effective agpntsof
change for medically indigent people in the United
States and abroad.

The public image of physicians has dediredin
recent years. In fact, the family practice move-
ment was an attempt to respond to some of te
public’s concerns regarding organized neddre
As a leader in the cause of health care for dsd
vantaged people, family medicine can help maz
the image of organized medicine as nore ira-
ested in profits than in people.
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