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Corres ondence
The Editors will be pleased to receive and consider for publication correspondence containing information of interest to
physicians or commenting on issues ofthe day. Letters ordinarily should not exceed 600 words and must be typewritten, double-
spaced, and submitted in duplicate (the original typescript and one copy). Authors will be given the opportunity to review the
editing of their correspondence before publication.

Public Interest in Human
Growth Hormone Therapy
TO THE EDITOR: Before the availability of synthetic human
growth hormone (hGH), the limited supply of pituitary hGH
dictated its use. Now that this issue and the risk of infectious
contamination have been resolved, hGH is being used in
conditions other than classic growth hormone deficiency,
such as Turner's syndrome. The decision to treat is no longer
based only on hormonal levels but involves such factors as
growth velocity, predicted ultimate height, and the concerns
ofthe patient and parents. The largest potential use of growth
hormone probably is for short, otherwise normal children
who do not have classic growth hormone deficiency.I An
extension of this process would be to consider the use of
human growth hormone to augment the height of children of
"normal" stature, an issue of obvious ethical importance.2

To determine the nature and effect of public interest in
hGH, questionnaires were mailed to 1,291 (17%) of the
7,494 licensed family physicians, general practitioners, and
pediatricians in Texas. Six rural and six urban counties were
arbitrarily selected as target areas. Of the 517 respondents
(40% return rate), 226 (44%) reported an estimated 1,042
inquiries over a five-year period. Parents made 833 (80%) of
the inquiries; 92% of these were considered appropriate
(short stature) and only 8% inappropriate ("normal" height,
athletic enhancement). Although only 209 (20%) of the in-
quiries were initiated by the patients themselves, nearly half
of these (42%) were considered by the physician to be for
inappropriate reasons. Only 8 inquiries were for females and
5 for nonwhites.

The data derived from this study should be viewed with
caution since the information obtained depended by necessity
entirely upon physician recall as well as his or her own inter-
pretation of an "appropriate" inquiry. We think, however,
that the scope of the survey was of sufficient magnitude to
provide a reasonable estimate of the frequency with which
primary care physicians (excluding internists) are ap-
proached with questions about human growth hormone.

The results indicate that young white males and their
parents are the largest group interested in hGH and the most
common reason for inquiry is for short stature. There is a
relatively small but definite interest in hGH for athletic en-
hancement by both parents and patients. Although 44% of
respondents reported having at least one inquiry about hGH,
the fact that, overall, only 156 (15%) of the 1,042 inquiries
were considered "inappropriate" suggests that public inter-
est in hGH (in the region surveyed) is largely for legitimate
reasons.

While there is still potential for the misuse ofhGH, which
could escalate in the future, current interest in the inappro-
priate administration of this hormone appears to be less than
that for anabolic steroids.3 This may be related to the rela-
tively high cost of hGH, the necessity for parenteral injec-

tion, and limited public awareness of the greater availability
of the synthetic preparation.
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Tort Reform Works
TO THE EDITOR: I read with great interest the article about
tort reform in the WAMI states (Washington, Alaska, Mon-
tana, and Idaho) by Rosenblatt and colleagues in the June
issue' and their discussion of the relationship of such reform
to access to obstetric care. Although the authors correctly
state that it is too early to judge the effectiveness of these
reforms, I am concerned that the article might plant in the
minds of readers some doubt as to the effectiveness of tort
reform in general.

In California our experience under the Medical Injury
Compensation Reform Act (MICRA), enacted in 1975, has
been so favorable that MICRA is now being used as a model
for proposed national legislation and is the centerpiece of
changes recently advocated by the President.

Our ability to draw firm conclusions in California rests on
two major premises. First, the cap on noneconomic damages
and periodic payment of future damages are superior to those
in the WAMI states. Our $250,000 cap on noneconomic
damages contrasts with Washington, where there is no cap.
(A variable cap enacted in 1986 was struck down by the
Washington Supreme Court in 1989.) In Alaska the cap is
$500,000 with exceptions for physical impairment and dis-
figurement; in Montana there is no cap; in Idaho the cap is
$400,000.

California's provision for periodic payments of both eco-
nomic and noneconomic future damages applies at the re-
quest of either party at a threshold of $50,000. In Washington
noneconomic damages must be paid up front. This is an
especially adverse feature in view of the striking down of the
cap in 1989. In Alaska there is no threshold, but the court is
allowed to require periodic payments. In Montana there is no
provision for periodic payments; in Idaho the threshold is
$400,000.

Among the WAMI states, Montana is worthy of special
mention. With the exception of pretrial screening, no major
tort reforms exist. Moreover, the effects of the screening
panels are further weakened because their findings are not
admissible at subsequent trial. We insure most of Montana's
doctors and find its tort climate and legal culture to be highly
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adverse to medical defendants. Montana-without notable
tort reform-should not have been included with the other
three states by the authors.

We can draw conclusions regarding the effectiveness of
the California reforms because they have been in place for
over 15 years, whereas in the WAMI states they are much
more recent. There are two reasons for the very long lag
between the enactment of tort reforms and the manifestations
of their effectiveness. First, the reforms must survive the
perception that they are unconstitutional. This required four
constitutional challenges and ten years in California. Newly
enacted reforms apply only prospectively to cases filed after
their enactment. Thus, cases that find their way to trial over
the next four to five years do not reflect their effect. Addi-
tional years need to pass before there are enough cases af-
fected by the reforms to allow any conclusions about their
effectiveness. Depending on the speed with which cases
come to trial in a given state, this interval is never less than
five or six years, and in a state with much litigation and
crowded court calendars, the delay can be as long as 10 to 12
years.

Even when reforms have been enacted, until their sur-
vival is reasonably certain, insurers must continue to reserve
funds on a worst-case basis-that some or all of the reforms
could be nullified by subsequent legislation or could be
struck down by the courts. Insurers simply cannot chance the
possibility of being caught short in their reserves. This ex-
plains why insurance premiums do not go down immediately
following the enactment of tort reform.

While the debate on tort reform revolves around the small
minority (5%) of cases that go to trial, the ultimate effect of
reforms must be gauged by those cases that are settled short
of trial and on which the trial reforms have an "umbrella"
effect. Thus the negotiated cases, where the bulk ofthe trans-
actions take place, suffer from the same "tort reform lag."

In California, medical malpractice premiums in 1975
were among the highest in the nation. They now stand at
35th, well below the national average. In our company, the
average premium (all specialties) has declined 31% in con-
stant 1976 dollars, not counting large policyholder dividends
that have been returned which further lower the effective
premium. The premium and policyholder dividend history of
the other three doctor-owned companies in California is sim-
ilar. In addition, all four California companies have com-
pletely repaid many millions of dollars ofthe original surplus
contributions made by their early members to capitalize the
companies. The American College of Obstetrics and Gyne-
cology has stated that premiums for obstetricians and gyne-
cologists in District IX, California, are the lowest in the
nation, a point that pertains directly to Rosenblatt and col-
leagues' article.

Yes, tort reform does work. Our task now in California is
to prevent the legislature from overturning all or parts of
MICRA. This continues to be a major threat to stable cost
and availability of insurance for doctors and, more impor-
tant, for the protection of their patients.
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Medical Tourists
TO THE EDITOR: I was intrigued by the conclusions of Fred
Wurlitzer's commentary, "Volunteering in West Africa." I
admire the spirit that draws Dr Wurlitzer and thousands like
him to volunteer their services to those in dire need. Dr
Wurlitzer concludes that the interventions of visiting physi-
cians will fail to make a difference to the overall medical
conditions in Third World countries unless these visiting
physicians address public health measures such as vaccina-
tions and sanitation and the improvement of the indigenous
health system.

Despite his conclusion, Dr Wurlitzer seems to encourage
physicians to volunteer in the Third World even if they are not
in a position to contribute to the aforementioned endeavors.
He even underscores the importance of surgical training. I
would agree with Dr Wurlitzer that while the rule of rescue
calls on physicians to do something to ameliorate the horrible
suffering and dying that goes on daily in the Third World, in
the long run the visiting clinician probably takes more from
the visit in terms of adventure and experience than does the
needy community.

What Dr Wurlitzer fails to mention is the potential for the
visiting clinician actually to do harm by further highlighting
the glamour of Western physicians, detracting from the com-
munity's willingness to interact with their own village health
worker. This undermines the ability of these "barefoot doc-
tors" to deliver their essential services long after the Western
physicians have departed.

The appropriate conclusion from Dr Wurlitzer's experi-
ence is that physicians who are intent on truly being of ser-
vice abroad will focus their efforts on the public health
measures so aptly described in the article. Ideally those who
volunteer abroad would be able to make a long-term commit-
ment to strengthening and improving the health services in
the community they choose to serve. Younger physicians may
even wish to acquire training in public health before serving
abroad. Perhaps if the full wisdom ofDr Wurlitzer's observa-
tions were implemented, then the current press of Third
World interlopers would amount to something more than
medical tourism.
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Dr Wurlitzer Responds
TO THE EDITOR: Commitments by medical personnel to work
in public health for one or more years in Africa are needed.
Concerns about the role of the village health worker are
valid, but allow me some observations.

Most African national medical professionals are not
"barefoot doctors." At the hospitals I attended in Sierra
Leone and Zaire, the permanent expatriate stafftaught public
health, nursing, and surgery. One national, who had no MD
degree, did several hundred hernia repairs yearly very well
after such practical training. Even if expatriate staffs were to

depart, I am confident many nationals would continue medi-
cal care and that many communities would continue to react
positively to them. In fact, many hospitals exist today in
Africa that are run well and entirely by nationals following
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