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 LETTERS 

of a whole range of other advances: preven-
tive, public health, sanitary, and local govern-
ment investments and services (such as in-
spection of foodstuffs, without which the
increased food supply emphasized by McKe-
own would have had little net health benefit
for the urban poor).

This vast range of measures and activities
brought urban populations in the Western
world to historically unprecedented health
levels by the beginning of the 20th century.
Little of it was the medical equivalent of
rocket science, but all of it required the politi-
cal campaigning and agency of that poor-
relation branch of the medical profession, the
historic public health movement.1–5 Along the
way, the urban populace became re-educated
with the health-related knowledge that Law-
son rightly values.6,7,8 Cleanliness may have
been appreciated by the poor, but regular
washing became a practical possibility only
with the political resolve by municipalities to
supply all domiciles, regardless of capacity to
pay, with a regular, clean water supply and
the fittings and fixture to receive the supply.
This was something the public health move-
ment had to push for endlessly because of the
obvious expense to reluctant middle-class tax-
payers. In an age of imperialist perceptions,
this political will did not extend in the same
measure to the poor peoples of other conti-
nents—nor does it yet.7,9–12
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WHERE’S THE PUBLIC IN PUBLIC
HEALTH ETHICS?

The American Public Health Association’s
“Principles of the Ethical Practice of Public
Health” (http://www.apha.org/codeofethics/
ethics.htm) strikes me as most admirable and
useful. For their intellectual quality, commit-
ment, and energy, those responsible for filling
such an important gap in public health prac-
tice deserve commendation and gratitude
from all of us in this field. However, I am also
struck by the total absence of public repre-
sentation in the drafting and review of this
document.

Good appropriate public representatives—
individuals (e.g., members of boards of health
and institutional review boards who are not
health professionals, health-focused legisla-
tors) and public advocacy organizations with
impressive relevant track records (e.g., Public
Citizen, Children’s Defense Fund, Act-Up/
Philadelphia)—are certainly available. Was
there a conscious decision not to include pub-
lic representation? If so, disclosure of the ra-
tionale for this decision would be appreciated.
If there was not a conscious decision, was the
process followed here another sad and signifi-
cant example of the insensitivity, perhaps
even hostility, of public health professionals

toward the public when it comes to public
health policy decisionmaking?
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INSURANCE AND NONINVASIVE
SCREENING FOR STDS  

St. Lawrence et al. demonstrate dramatically
that physicians in practice do a less than stel-
lar job of screening for sexually transmitted
diseases (STDs).1 The need to screen for
STDs has been well demonstrated in recent
studies from Baltimore, Md, where 7.9% of
the population aged 18 through 35 years
tested positive for gonorrhea or chlamydia by
nucleic acid amplification tests on urine sam-
ples.2 Physicians can increase their screening.
This has been demonstrated in Kaiser Perma-
nente pediatric clinics in California. Physi-
cians in the intervention clinics increased
chlamydia screening of sexually active adoles-
cent girls coming in for routine checkups and
saw a concomitant decrease in average chla-
mydia detection rates.3

In both studies, urine testing was well toler-
ated by the patients. Unfortunately, urine
screening is not always well tolerated by in-
surance companies. The reference laboratory
used by our institution charges $46.36 for a
chlamydia DNA probe test that can be done
on endocervical specimens but not urine. The
cost of the urine nucleic acid amplification test
is $111.00. Many insurance companies are re-
luctant to pay the additional costs. The Ameri-
can Academy of Pediatrics passed a resolution
in 1999 calling for funding of noninvasive
urine testing for sexually transmitted diseases.
Other medical societies and advocates for
public health should join together in calling
for more screening using noninvasive testing.
This should increase the volume of tests being
done and allow the cost per test to decrease
without putting any undue financial burden
on insurance companies or laboratories.


