PROGR AMS, PRACTICES, PEOPLE

San Diego Surveyed
For Heart-Healthy Foods
and Exercise Facilities

Americans are being urged by scien-
tific experts (7-3), voluntary health
associations (4,5), and governmental
agencies (6,7) to alter their dietary and
exercise habits. Based on voluminous
amounts of scientific research on the
hazards of current American diets that
are high in fat and sodium (7,8) and
on inadequate physical activity prac-
tices (9,70), large-scale interventions
are currently underway to alter the
health behaviors of the population at
large (77). Most of these interventions
are designed to increase knowledge
and motivation, to improve the ability
to make more healthful decisions, and
to implement them.

Many of the recommendations being
made presuppose that alternative
foods, such as low-fat dairy products
and low-sodium snack foods are
readily available to the consumer. Sim-
ilarly, many activities that are recom-
mended are aerobic exercises
requiring facilities that can range from
appropriate shoes and a safe place to
walk to swimming pools and access to
organized aerobic exercise classes.

Availability of ‘“heart-healthy” foods
and convenient access to resources
that may be useful to exercisers are
factors in the community environment
which could either facilitate or con-
strain, and encourage or discourage,
someone who is attempting to practice
the recommended health behaviors.

To describe a method of assessing
the availability of specified foods and
physical activity resources in urban
neighborhoods in relation to the socio-
economic characteristics of the neigh-
borhood, a team from the University of
California at San Diego conducted a
pilot study in 24 neighborhoods in San
Diego, CA. Neighborhood was defined
as either the 1-mile radius around
selected public elementary schools, or
the neighborhood boundaries as de-
fined by residents near the school who
were interviewed. Health-related re-
sources were assessed within this de-
fined neighborhood.

Twelve of the schools were included
in the San Diego Family Health
Project (72), and they represented
middle and lower income neighbor-
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hoods. The other 12 schools were
chosen so that each socioeconomic
status (SES) decile was equally repre-
sented. The family median income for
1979 for the 24 schools ranged from
$4,059 to $21,049.

Neighborhood Surveys

The Neighborhood Health Re-
sources Surveys were designed to
allow direct observation of objective
indicators of the availability of selected
foods and physical activity resources.

The Physical Activity Resources Sur-
vey was based on a list of types of
private and public facilities that might
be available to someone attempting to
obtain exercise. These included such
public facilities as running tracks,
parks, and recreation centers and pri-
vate facilities like racquetball clubs,
aerobics (or aerobic dance) studios,
health spas, and YMCAs or YWCAs.
There was also a list of the various
kinds of stores selling sporting goods.

In the Food Availability Survey,
stores were categorized as supermar-
ket, neighborhood grocery, conve-
nience store (such as 7-Eleven), or
health food store. The survey form
listed specific food items which were
identified by a dietitian (JWR) as being
lower in fat or sodium than the more
traditional choice. Thus, 71 ‘‘heart-
healthy’’ alternative foods were looked
for by observers. Presence or absence
of the item was recorded. To facilitate
the food store inventory, the list was
organized to reflect the layout of a
typical food store. The list emphasized
dairy products and packaged and pro-
cessed foods, rather than fresh prod-
ucts, since the availability of fresh
fruits and vegetables was so wide-
spread in the area.

On the list were 20 dairy products
such as ice milk, low fat cottage
cheese, and unsalted margarine. Tur-
key, ham, and water packed tuna
were representative of the seven meat
products. The 11 grain products in-
cluded puffed rice or corn and low-
sodium potato or corn chips. Other
items were low-sodium tomato juice,
imitation mayonnaise, low-sodium
mustard, low-sodium spice blends, old
fashioned peanut butter, and vegetar-
ian canned refried beans. The com-
plete list is in table 1.

Procedure

Undergraduate student observers
were trained in conducting the survey.
They were instructed to drive to the
identified school and systematically
survey the neighborhood, as resident
defined, up to a 1-mile radius. They
were to inventory the stores following
the survey layout. The observers were
given a letter explaining the project to
show the store manager. Only items
with reduced sodium or fat clearly
marked on the front of the package in
bold print were counted.

When a physical activity resource
was encountered, the name and ad-
dress of the facility was recorded on
the form. Observers were supervised
weekly, and completed forms were
checked. About half the neighbor-
hoods were assessed by teams of two
observers.

Reliability

Two neighborhoods were surveyed
twice by different observers in order to
calculate the reliability of the mea-
sures. Interobserver agreement (num-
ber of agreements divided by number
of agreements plus number of dis-
agreements) on individual food items
was 99 percent for supermarkets and
78 percent for neighborhood markets.

" Interobserver agreement was 53 per-

cent for physical activity resources.
The total number of activity resources
recorded by the two observers was
relatively close (that is, 7 and 9 re-
sources in neighborhood A; 7 and 10
in neighborhood B).

Physical Activity Resources

There was a mean of 7.9 (S.D. =
4.7, range 0 to 17) physical activity
resources in each neighborhood. The
most common resources are summa-
rized in table 2. By definition, school
playgrounds were common in these
neighborhoods, but the availability of
public parks was also extremely high.
Seventy-eight percent of the neighbor-
hoods were near more than one park.
Other resources in most neighbor-
hoods included sporting goods stores,
department stores, and running tracks
(usually at junior high or high schools).




Table 1. Targeted foods from food availability survey

Lowfat milk

Nonfat milk

Low sodium buttermilk

Lowfat yogurt

Nonfat yogurt

Mocha Mix liquid

Lowfat cottage cheese

Lowfat processed cheese (Weight
Watcher’s, Lite Line)

Lowfat cheeses

Low sodium cheese

Unsalted margarine

Lowfat margarine (liquid oil listed
first)

Egg substitutes

Weight Watcher’s frozen entrees

Lean Cuisine frozen entrees

Mocha Mix ice cream

Ice milk

Sherbet

Weight Watcher's frozen dessert

Lowfat frozen yogurt

Turkey ham

Turkey/chicken hot dogs

Packaged, pressed lean sandwich
meat (Buddig, Donola)

Lowfat bacon (Sizzlean)
Canadian bacon

Water packed tuna

Low sodium tuna in water

Low sodium bread (check freezer)
Puffed rice or corn

Shredded wheat

Rolled oats (not instant)
Granola without coconut or palm oil
Low sodium granola

Low sodium crackers

Low sodium chips

Low sodium snack crackers
Low sodium pretzels

Low sodium canned vegetables
Low sodium tomato paste

Low sodium tomato sauce

Low sodium V8 juice

Low sodium tomato juice

Low sodium salad dressing
Low calorie salad dressing

Low sodium mayonnaise
Safflower oil mayonnaise
Imitation mayonnaise

Low sodium catsup

Low sodium mustard

Low sodium pickles

Low sodium relish

Low sodium chili

Low sodium spaghetti sauce
Salt substitute

Low sodium spice blends
Low sodium soups

Low sodium cookies
Unsalted nuts

Nuts in the shell

Low sodium peanut butter
Old fashioned peanut butter
Pam or other vegetable spray
Safflower oil

Corn oil

Sunflower oil

Nonfat dry milk

Vegetarian beans
Vegetarian refried beans
Dry pintos, other dried beans
Low sodium salsa

Low sodium soy sauce

Food Availability

The one neighborhood with no food
stores was in an isolated, newly devel-
oped area; otherwise there were at
least two food stores in each neighbor-
hood. The number of food stores in
the 24 neighborhoods was as follows:

Number Percent of
of stores neighborhoods
O e 4
2 25
< 2N 61
40rMOre .......ovvvvvvennnnnnnnn 1

A total of 77 stores were sur-
veyed: 42 (55 percent) were super-
markets, 26 (34 percent) were
neighborhood groceries (‘“mom and
pop stores’), 6 (8 percent) were con-
venience stores, and 3 (4 percent)
were health food stores. Since observ-
ers were instructed to survey the four
largest stores in a neighborhood,
these figures represent only a part of
the actual number of stores available,
and supermarkets are over-repre-
sented in the sample.

The mean number of targeted foods
available in each type of store is
presented in table 3. As expected, a
greater selection of ‘‘heart-healthy”
foods was found in supermarkets. The

average supermarket had 57 of 71
targeted food items, and neighborhood
groceries had more than a third of the
target foods. Convenience stores of-
fered very few low-sodium, low-fat
foods. The health féod stores surveyed
had about the same number of alter-
native foods as neighborhood grocer-
ies. A one way analysis of variance
revealed that the mean number of
items available in supermarkets was
significantly greater than in other types
of stores. Size of the store correlated
highly with the number of targeted
foods available (r = 0.82, P < .001).

Food Activity Relationship

The relationship between the avail-
ability of food and physical activity
resources was investigated by comput-
ing neighborhood scores for total num-
ber of food items available, total
physical activity resources, and num-
ber of parks. Total available food
items correlated 0.57 (P < .002) with
physical activity resources. Number of
parks was not related to either food or
physical activity availability. Thus, the
availability of low-fat, low-sodium foods
and physical activity resources in
neighborhoods are highly correlated,
but the proximity of public parks is
unrelated to either of the other two
indices.

Table 2. Percent of 24 neighborhoods
with physical activity resources nearby

Percent of
neighborhoods
with

Type of tacliity at least one
School playground .... 88
Publicpark ........... 88
Sporting goods store .. 61
Department store (with

sporting goods) ... .. 58
Running track. ........ 57
Bicycle store........... 46
Aerobics studio ....... 43
Health spa............ 43
Recreation center ... .. 32
YMCA-YWCA......... 25
Racquetball club ... ... 25
Private tennis club. .. .. 25
Danceclub ........... 25
Skating rink. .......... 18
Church playground ... .. 14
Beaches.............. 1

Socioeconomic Status

Availability of physical activity re-
sources was not related to socioeco-
nomic status, but socioeconomic
status was correlated in a nonlinear
manner (Spearman correlations) with
both total heart-healthy foods in neigh-
borhoods (r = .34; P < .05) and
mean heart-healthy foods at each
store (r = 51; P < .01). Residents of
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Table 3. Mean number of heart-healthy foods available, by type of store

Percent
of 71

Standard possible Number
Type of store Mean deviation foods of stores
Supermarket........... 56.7 9.9 78 42
Neighborhood grocery . . 25.7 9.7 35 26
Convenience store ..... 12.2 5.4 16 6
Health food store. ...... 21.0 6.7 29 3

middle class neighborhoods generally
had easier access to heart-healthy
foods than those living in lower or
upper class neighborhoods.

Discussion

The pilot study demonstrated that
recommended foods and physical ac-
tivity resources can be assessed and
that availability differed by neighbor-
hood. Problems with the measurement
technique were also identified.

The reliability of the food store sur-
vey was adequate, providing support
for the method. Reliability of the physi-
cal activity resource inventory was not
acceptable. Several factors may ac-
count for the poor reliability. First,
resident definition of the boundaries of
the neighborhood led to imprecision.
Second, having the elementary school
as the focal point of the neighborhood
was necessary to meet the goals of
the study, but it was not an ideal
method. Third, there was no standard-
ized procedure for driving through the
neighborhoods, so observers could
easily miss some resources unless
they drove down every block.

The almost universal convenience of
public parks in these San Diego neigh-
borhoods meant that space for family
or group activities was available. Most
neighborhoods had sporting goods
stores and accessible running tracks,
while many had bicycle shops and
health spas. These data suggest that
physical activity resources are widely
available in San Diego, and access is
not correlated with the socioeconomic
status of the neighborhood. There
were, however, important aspects of
physical activity resources that were
not measured in the pilot study, such
as ease of riding bicycles in the
neighborhood, safety factors (for ex-
ample, crime rate), monetary cost of
using facilities, and quality of facilities
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in parks. More refined measures tak-
ing these factors into account are
needed.

The average supermarket surveyed
stocked 78 percent of the foods listed.
Thus, shoppers at large stores are
assured access to a wide variety of
low-sodium and low-fat food items.
Those who shop at their local neigh-
borhood grocery for miscellaneous
items have very restricted choices of
heart-healthy foods. Shopping regu-
larly at small markets could be a
significant barrier to following dietary
advice (4). Shoppers at convenience
stores find very few low-sodium and
low-fat foods. Results of our surveys of
three health food stores should be
interpreted very cautiously, but at
those stores relatively few processed
foods low in fat and sodium were
available.

This survey was limited by its focus
on packaged foods. A shopper could
buy primarily fresh foods, so the lack
of availability of low-sodium and low-
fat foods at some stores would not be
a serious problem.

Virtually all neighborhoods had ac-
cess to more than one food store, and
most neighborhoods contained a su-
permarket. Socioeconomic rank was
moderately correlated with availability
of heart-healthy foods, and the proba-
ble reason for the finding is that
middle class neighborhoods have
more supermarkets. It is interesting
that high socioeconomic neighbor-
hoods had fewer total stores and less
availability of heart-healthy foods than
do middle status neighborhoods. This
may be related to a lower population
density of high socioeconomic areas.

Based on the results of this study,
changes in the methodology can be
suggested. Most importantly, clear
geographic boundaries should be de-
fined. The census tract maps would be
an ideal method of obtaining standard
geographical units about which much

is known. More training should be
given to observers, including guided
practice in touring neighborhoods,
identifying physical activity resources,
and surveying food stores. Further
development of the actual checklists is
also recommended. The methods may
have to be altered for use in other
settings, especially rural areas. The
survey could also be expanded to
include assessment of the information
environment (73).

Researchers are encouraged to
study the effects of convenient health
resources on actual health behavior,
and this environmental assessment
method is a tool to facilitate such
research. The environmental influ-
ences on health habits are poorly
understood, so the use of quantitative

‘measures of selected environmental

variables may produce significant new
knowledge or eventually lead to new
strategies for health promotion.
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Rand Report on Initiating
Clinical Trials of Medical
Practices Funded by NIH

The biomedical and research commu-
nities have long relied on randomized
clinical trials (RCTs) for evaluating the
safety and effectiveness of drugs, de-
vices, and procedures for disease pre-
vention, diagnosis, and treatment.
However, little is known about the
process leading to the initiation of
RCTS—why they are done and how
the topics are selected, for example.
To meet this critical information need,
the National Center for Health Ser-
vices Research and Health Care Tech-
nology Assessment (NCHSR) awarded
a contract to the Rand Corporation to
identify the criteria governing the deci-
sion to support a clinical trial of a
medical practice in current use.

The objective was to develop a
model to guide policymakers in deter-
mining whether a medical practice
should be subjected to a clinical trial,
with the resulting large investment in
time and resources. The focus of the
Rand study was the decisionmaking
process for initiating randomized clini-
cal trials of current medical practices
at the National Institutes of Health
(NIH), the major sponsor of clinical
trial research in the Federal Govern-
ment. The study was based on a
review of the research literature, four
case studies of proposed clinical trials
to be funded by NIH, and interviews
with clinical trial investigators and em-
ployees involved in sponsoring clinical
trials for their Institutes. The four case
studies concerned clinical trials of
extracranial-intracranial anastomosis,
acute myocardial infarction, treatment
of breast cancer, and intermittent posi-

tive pressure breathing.

According to the study, a three-
stage process governs the decision to
initiate an RCT of a current medical
practice at NIH. The process both
outlines present decisionmaking and
provides a framework within which
suggested improvements may be dis-
cussed. The three stages are aware-
ness, relevance, and feasibility.

Awareness. Most current medical prac-
tices are accepted without serious
question. However, some have come
to be used without any thorough eval-
uation of their safety, effectiveness,
benefits, and costs. Such evaluations
do not occur until there is awareness
that the appropriateness of those prac-
tices is being questioned. Awareness
can arise through a common belief
that the value of a particular practice
is unknown, or more typically, through
a difference of opinion among investi-
gators and clinicians about the prac-
tice’s safety or efficacy.

Relevance. There is a winnowing of
many possible candidates for RCTs on
the basis of their perceived relevance
to a critical medical problem. The
process hinges substantially on the
importance of the problem to be
addressed: the more people that are
affected, the more dire the disease,
and the more expensive the treatment,
the more relevant the proposed RCT.
The perceived need for a proposed
RCT is heightened by the absence of
alternative research strategies to ad-
dress the problem.

Feasibility. Although there may be a
consensus that the RCT is the most
appropriate way to perform the investi-
gation, a number of feasibility con-
straints may prevent the RCT from
being done. These constraints are a
mixture of technical, philosophical,
and policy barriers. High methodologi-
cal and ethical standards for clinical
research make it difficult to implement
even highly relevant proposed RCTs.
Moreover, even the best-designed trial
must be deemed appropriate to the
mission of a sponsor.

The Rand investigators also identi-
fied issues of interest to policymakers
concerning the RCT decisionmaking
process. For example, findings sug-
gest that there is no uniform process
at NIH for deciding whether to initiate
RCTs. Each Institute’'s procedure is
guided according to its programmatic
interests, budgets, preferences for in-

teracting with investigators, and the
means employed to keep aware of the
medical research needs of the public.
All of these differences result in varied
processes for the individual Institutes.
But because the Institutes have dis-
tinct missions and focus on diverse
medical problems, these differences
are neither surprising nor inappropri-
ate. In most cases, NIH institutional
policy is an appropriate adaptation to
its environment.

Candidates for RCTs come to offi-
cial awareness largely in a nonsys-
tematic manner. In addition, there is
no adequate system for NIH or other
sponsoring agencies to identify ques-
tionable medical practices as possible
RCT topics. Finally, the study found
no clear mandate for the sponsorship
of clinical trials dealing with cost effec-
tiveness issues. No one Federal
agency is specifically directed to eval-
uate cost-effectiveness of current prac-
tices, and the appropriate source of
that support is unclear.

Rand report R-3289-NCHSR, ‘‘The
Decision to Initiate Clinical Trials of
Current Medical Practices,” by James
P. Kahan, C. R. Neu, Glenn T. Ham-
mons, and Bruce J. Hillman, may be
ordered for $7.50 from the Rand Cor-
poration, P. O. Box 2138, 1700 Main
St, Santa Monica, CA 90406-2138.
Appendices detailing the case studies
of proposed RCTs also are available
for $4 each: “‘Initiating Clinical
Trials: A Case Study of Extracranial-
Intracranial Anastomosis,” N-2320/1-
NCHSR; “Initiating Clinical Trials: A
Case Study of a Proposed Clinical Trial
for Acute Myocardial Infarction,’’
N-2320/2-NCHSR; “‘Initiating Clinical
Trials: A Case Study of Treatment of
Breast Cancer,”” N-2320/3-NCHSR;
and ‘“Initiating Clinical Trials: A Case
of Intermittent Positive Pressure Breath-
ing,” N-2320/4-NCHSR.

Gains on the Road to 1990
Health Goals Documented in
Latest Prevention Report

“‘As a Nation, we have moved within
striking distance of our 1990 goal of
reduced mortality and morbidity at ev-
ery life stage.” This prefatory state-
ment by Margaret Heckler, former
Secretary of Health and Human Ser-
vices, sums up the content of “‘Pre-
vention ’'84/°'85,” the third in a series
of biennial documents summarizing
Federal prevention efforts.

The 166-page publication consists of
four chapters. Chapter 1 features a
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closeup look at the environmental ar-
eas of health protection encompassing
toxic agent and radiation control, oc-
cupational safety and health, accident
prevention and injury control, fluorida-
tion and dental health, and surveil-
lance and control of infectious
diseases. Chapter 2 presents 28
charts that track a variety of health
status trends for people at each of five
major stages of life.

‘““Agency Innovations,” Chapter 3,
gives the agency-by-agency details of
activities that comprise the Depart-
ment of Health and Human Service’s
contributions to prevention as well as
those of other Federal agencies.
Chapter 4 is a comprehensive inven-
tory of the dollar resources devoted by
the various agencies of the Depart-
ment to the 15 priority areas of the
1990 objectives. The total, not includ-
ing block grants, was $3,823,993,132
in fiscal year 1984.

Single copies of ‘‘Prevention ’84/'85”
can be obtained free from the National
Health Information Clearinghouse,
whose tollfree number is 800-336-
4797 (in Virginia 703-522-2590) or
write Clearinghouse, P. O. Box 1133,
Washington, DC 20013-1133. If writ-
ing, please enclose a self-addressed
mailing label to expedite handling of
the order.

Perinatal AIDS Guidelines
Recommend Counseling,
Antibody Testing

In guidelines on the prevention of
perinatal transmission of AIDS, the
Public Health Service recommends
counseling, and HTLV-III/LAV anti-
body testing when indicated, for
women who are at increased risk of
acquiring the AIDS virus and are ei-
ther pregnant or considering preg-
nancy (7).

The PHS guidelines were issued to
assist health care providers and State
and local health departments in devel-
oping procedures for preventing the
perinatal transmission of HTLV-
I/LAV, the virus that causes AIDS.
The recommendations are the latest in
a series of PHS guidelines dealing
with AIDS.

“It is important that infected and
potentially infected women know the
risks associated with pregnancy and
know and understand their HTLV-
IHI/LAV status,”” said Donald R.
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Hopkins, MD, Deputy Director, Centers
for Disease Control, in issuing the
recommendations.

“Through counseling, uninfected
women can learn how to avoid becom-
ing infected and infected women can
choose to delay pregnancy until more
is known about the perinatal transmis-
sion of AIDS. Infected women who are
already pregnant can be given infor-
mation that will help them and their
health care providers in the clinical
management of the pregnancy and the
newborn.”

Although the recommendations con-
cern women, men found to be
HTLV-III/LAV antibody positive should
also be counseled about the risks of
sexual and perinatal transmission and
the need to refer sexual partners who
are pregnant, or are considering preg-
nancy, for counseling and testing.

Perinatal risks. Of the 15,172 AIDS
cases reported to the Centers for
Disease Control as of December 1,
1985, 217 cases were in children
under 13 years old, and 61 percent of
the children had died. The total num-
ber of children with illnesses resulting
from HTLV-III/LAV infection is greater,
however, because less severe mani-
festations, often referred to as AIDS-
related complex, are not reported to
CDC.

Of the 217 pediatric cases, 76 per-
cent have as their only known risk
factor a mother in a group with in-
creased prevalence of HTLV-II/LAV
infection. Forty-eight percent of the
children had mothers who were intra-
venous (IV) drug abusers, 17 percent
had mothers born in Haiti, and 10
percent had mothers who were sex
partners of either IV drug abusers or
bisexual men.

It is believed that the AIDS virus is
transmitted from infected women to
their fetuses or offspring during preg-
nancy, during labor and delivery, or
perhaps shortly after birth. Transmis-
sion of the virus during pregnancy or
labor and delivery has been demon-
strated by two cases of AIDS reported
in children who had no contact with
their infected mothers after birth.
Transmission of the virus after birth is
shown by a case of HTLV-III/LAV
infection in an infant whose mother
reportedly acquired the virus from a
postpartum blood transfusion and
breast-fed her infant for 6 weeks. The
virus has recently been isolated from
the breast milk of infected women.

The rate of perinatal transmission of
the virus from infected pregnant
women is unknown. Limited available
data suggest a high rate of transmis-
sion—65 percent in one study of
women who had already delivered one
infant with AIDS. Perinatal transmis-
sion from an infected mother to her
newborn is not inevitable; other stud-
ies show lower rates of transmission.

Besides the risk of transmission to
infants of infected mothers, there is
also concern for infected mothers.
During pregnancy there is some sup-
pression of immune system function
and increased susceptibility to some
infections. It is possible, but not
proven, that pregnancy may place an
asymptomatic HTLV-IIl/LAV-infected
woman at increased risk of developing
AIDS or AIDS-related complex, and at
least one study suggests that this may
be the case. Of 15 infected women
who were well at the time of delivery
and then followed an average of 30
months, 5 women (33 percent) subse-
quently developed AIDS, 7 (47 per-
cent) developed AIDS-related con-
ditions, and only 3 (20 percent)
remained asymptomatic.

Recommendations. The PHS guide-
lines recommend that counseling ser-
vices and voluntary antibody testing
be offered to pregnant women and to
women who may become pregnant in
the following groups:

e Women with evidence of HTLV-
II/LAV infection;

e Women who have used drugs intra-
venously for nonmedical purposes;
* Women born in countries where
heterosexual transmission is thought
to play an important role in spread of
the virus;

e Women engaged in prostitution; and
e Women who are or have been sex
partners of IV drug abusers, bisexual
men, men with hemophilia, men born
in the countries cited previously, or
men who otherwise have evidence of
HTLV-NII/LAV infection.

Routine counseling and testing of
women who are not members of these
high-risk groups is not recommended;
however, if a woman requests these
services, they should be provided.
Provision of counseling and antibody
testing is recommended in any medi-
cal setting where women at increased
risk are commonly encountered, such
as detoxification and methadone main-




tenance clinics, comprehensive hemo-
philia treatment centers, sexually
transmissible disease clinics, and clin-
ics that serve female prostitutes. In
addition, facilities offering family plan-
ning and infertility services; gynecolog-
ical, premarital, or prepregnancy
examinations; and prenatal and obstet-
rical services should consider offering
counseling and testing if clients in-
clude high-risk women.

Antibody testing should be per-
formed with the woman’s consent,
after counseling that describes risk
factors for infection, risks of transmis-
sion, possible adverse effects of the
immune suppression of pregnancy in
infected women, and proper interpreta-
tion of antibody test results. Counsel-
ing and testing must be conducted in
an environment where confidentiality
can be assured. If this cannot be
done, referrals should be made to
appropriate facilities.

The fact that detectable antibodies
to the virus may not develop until 2-4
months after exposure and whether
the woman is continuously exposed
should be taken into account when
considering the need for, and fre-
quency of, repeat testing. High-risk
women should be offered counseling
and testing before they become preg-
nant. During pregnancy, counseling
and testing should be offered as soon
as the woman is known to be preg-
nant. If the initial test is negative,
repeat testing may be indicated near
delivery to aid in the clinical manage-
ment of the pregnancy and of the
newborn. If this final test is negative
and the mother’s risk of exposure no
longer exists, she may safely consider
breastfeeding the child, and manage-
ment of the child need not include the
same concerns that would be appro-
priate if the woman had had a positive
test or if she were at high risk and
had not been tested at all.

Recommendations for counseling
women according to the results of
antibody tests are given in detail in
the PHS guidelines, which were pub-
lished in the December 6, 1985, Mor-
bidity and Mortality Weekly Report (7).

Health care providers, social service
personnel, and others who care for
persons infected with the AIDS virus
should be aware of the potential for
social isolation if the person’s condi-
tion becomes known, and they should
be sensitive to the need for confidenti-
"ality. These workers should be familiar
with Federal and State laws, regula-
tions, and policies that protect the

confidentiality of clinical data and test
results. In addition, each institution
should ensure that mechanisms are in
place to protect the confidentiality of
all records and to prevent misuse of
information. Anonymous testing would
not be appropriate if it prevents ade-
quate counseling and medical followup
evaluation.

Reference............cceoveeveeennn

1. Centers for Disease Control: Recommenda- -

tions for ing in the p of perinatal
transmission of human T-lymphotropic virus
type lli/lymphadenopathy- iated virus and

quired i deficiency syndrome. MMWR
34: 721-732, Dec. 6, 1985.

Uniform Aspirin Labeling
Regulations Proposed for
Reye Syndrome Alert

A proposed regulation, published by
the Food and Drug Administration,
mandates labeling of aspirin-containing
nonprescription products to alert con-
sumers to a possible link between
aspirin use in children and teenagers
with flu or chicken pox and the devel-
opment of Reye syndrome.

Reye syndrome, which generally fol-
lows flu or chicken pox, is rare, but
death results in 20-30 percent of the
cases. Permanent brain damage oc-
curs in some survivors. The condition
is marked by severe tiredness, bellig-
erence, or excessive vomiting.

The new label would be the first
warning listed on packages of aspirin
and aspirin-containing products. The
label would say:

“WARNING: Children and teenagers
should not use this medicine for
chicken pox or flu symptoms before a
doctor is consulted about Reye syn-
drome, a rare but serious disease.”

The proposed regulation follows vol-
untary action by aspirin manufacturers
to alert consumers. All aspirin pro-
duced by manufacturers who are
members of the Aspirin Foundation of
America carried Reye-related label
warnings by August 31, 1985, and
other aspirin makers also participated
in the voluntary program. By the first
week of November, 68 percent of
children’s aspirin found on store
shelves carried a voluntary warning.
Data for December were expected to
show another sizable increase in the
relabeled products on retail shelves.

However, the voluntary warning
statements vary, and some companies

that are not members of the Aspirin
Foundation of America have not in-
cluded any warning at all. Still other
labeling does not specifically mention
Reye syndrome as a possible conse-
quence of giving aspirin for flu or
chicken pox. Because of these rea-
sons, a majority of aspirin manufactur-
ers support the mandatory labeling
requirement.

After comments on the proposal are
considered and the rule is finalized,
aspirin manufacturers will have 90
days to comply with the regulation.
The FDA is hoping to finalize the
regulation by springtime.

The labeling regulation is an interim
measure that will be reviewed and
possibly revised as soon as the Public
Health Service completes a full-scale
epidemiologic study.

UNC Expands MPH Training
for Native American Students

The School of Public Health at the
University of North Carolina at Chapel
Hill will expand its nonresidential mas-
ter of public health program in 1986 to
include Indian employees of the Indian
Health Service (IHS).

The school has offered a nonresi-
dential MPH program since 1969, and
since 1979 has housed the MPH Pro-
gram for American Indians.

The Indian program is similar to
those provided by the University of
Hawaii, University of California at
Berkeley, and the University of Okla-
homa. They emphasize the recruit-
ment, academic training, and support
of Native Americans in various public
health disciplines. The program at
UNC-CH distinguishes itself from
these programs by providing, in addi-
tion to the above, the only accredited
nonresidential MPH degree program
which specifically serves the man-
power development and training needs
of the Indian Health Service.

The nonresidential degree program
is seeking to enroll 8 to 10 IHS Indian
employees each year. These employ-
ees, who will be identified and spon-
sored by the IHS, will be required to
meet all the admission requirements of
the UNC-CH Graduate School and its
Department of Health Policy and Ad-
ministration. Those requirements in-
clude

* a bachelor's degree and 3 years’
experience in health administration or
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a health profession, or an academic or
professional doctoral degree in an ap-
propriate field;

e a minimum grade point average of
3.0 on a 4.0 scale;

e employment in a full-time manage-
rial or clinical position throughout the
term of study;

e a minimum graduate record exami-
nation score of 1,000 or an acceptable
score on an equivalent examination.

The 3-years experience and mana-
gerial position requirements may be
waived on a case-by-case basis for
IHS Indian employees. This provision
is designed to provide greater access
to the program for younger employees
whom IHS may wish to advance.

A total of 39 semester hours of
study will be required for the MPH
degree. Up to 12 hours may be trans-
ferred from other graduate programs,
subject to departmental approval. Of
the 39 hours, 15 may be taken in an
“integrated’”” course format, each en-
tailing a 2 1/2-day introductory class-
room seminar, followed by 14 weeks
of home study of specially prepared
material under the direction of course
instructors. Each integrated course will
conclude with a 2 1/2-day intensive
review and final examination in the
classroom at UNC-CH. Integrated
courses are offered during the fall and
spring semesters. The remainder of
the course work is taken during regu-
lar summer sessions in Chapel Hill.

A research-based report of master's
thesis quality is required, except that
students may opt for a special 3-credit
course on health service research in-
stead. The alternative course has sig-
nificant writing requirements.

Support activities for students will
include the use of a specialized aca-
demic skills guide, summer work-
shops, and a special pre-orientation
program to assist students in their
adjustment socially and academically.

Classroom sessions will be limited
to 6-week summer institutes and 1
week in January.

—DAVID McCOY, JD, MPH, MEd, Di-
rector, Program for American Indians,
Office of the Dean, and MOSES
CAREY, Jr., JD, MSPH, Clinical Assis-
tant Professor and Director, Office of
Nonresidential Programs, Department
of Health Policy and Administration,
both at the School of Public Health,
University of North Carolina at Chapel
Hill.
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Ohio Achieves 1990 STD
Education Objective

Ohio has already achieved the na-
tional 1990 Health Objective for Sexu-
ally Transmitted Disease Education
with a program that reaches every
junior and senior high school student
in the State.

Called the *Ohio Plan,” the pro-
gram accomplishes teacher training
with a publication entitled, ‘‘Educator’s
Guide to Sexually Transmitted Dis-
eases,”” which was put together jointly
by inner-city teachers, students, and
disease intervention specialists.

The cost of the plan has been
estimated at 7 cents per student. Two
other States have adopted the Ohio
Plan to their use.

Further information may be obtained
from Dr. Stephen R. Sroka, 1284
Manor Park, Lakewood, OH 44107.

AAPHD Seeks Public Health
Dentistry Papers for Meeting

The American Association of Public
Health Dentistry (AAPHD) is inviting
papers on a broad range of dental
public health subjects for its 49th
annual meeting to be held in Miami,
FL, October 16-18, 1986. Abstract
deadline is April 1, 1986.

Papers are solicited on a broad
range of topics, including

School health; dental care delivery
systems; oral epidemiology; asepsis
and infection control; occupational
health in dentistry; dental education;
access to care; quality assessment;
quality assurance; cost containment;
program evaluation; dental disease
prevention; dental insurance; dental
practice acts; computers and manage-
ment of data; fluoridation; cariology;
preventive periodontics; Federal,
State, and local dental programs; aux-
iliary utilization; geriatric dentistry; hos-
pital and institutional dental services;
health education; dental manpower;
alternative dental personnel; health
promotion; community organization;
health policy; health litigation; and re-
lated topics.

Abstracts will be selected by a blind
review process and will be rated on
originality, significance, and quality of
supporting data. They should be 200
words or less, typed single space on
the lower half of an 8 1/2 x 11 sheet
of paper, and identified by name,
address, and phone number of author.

Three copies should be submitted to

Michael W. Easley, DDS, MPH,
FACD, Vice President and Program
Chairman, AAPHD, c/o American Oral
Health Institute, Inc., P. O. Box
151528, Columbus, OH 43215-8528.

Animal-People Conference
Scheduled for Boston

An international conference, ‘‘Living
Together: People, Animals, and the
Environment,” will be held August
20-23, 1986, in Boston, MA.

The sponsoring Delta Society of
Renton, WA, calls it the most compre-
hensive interdisciplinary conference to
date in the field of human-animal inter-
action. Scientists, academicians, and
community program leaders will be
sharing research, workshops, and
scholarly papers.

The range of topics to be presented
includes animals and the eiderly,
animal-facilitated therapy, human-
animal ecology, animals in research,
animal abuse, animals in literature.

Additional information may be ob-
tained from the Delta Society, 212
Wells Ave. South, Suite C, Renton,
WA 98055-2130.

Hopkins Gets $4.7 Million
A.1.D. Grant for Child
Survival Programs in the
Third World

The U.S. Agency for International De-
velopment (A.l.D.) has awarded a 5-
year, $4.7 million grant to the Institute
for International Programs of the
Johns Hopkins School of Hygiene and
Public Health to develop child survival
programs. The Institute develops and
tests vaccines, provides training in
international health, and evaluates pro-
grams in developing countries.

Although public interest has focused
on famine in African countries, the
problems of child survival are broader.
Almost 25 percent of the children in
developing countries—10 million—die
of preventable respiratory and diar-
rheal diseases and malnutrition before
they reach the age of 5, according to
W. Henry Mosley, MD, Director of the
Institute and Chairman of Population
Dynamics at Hopkins.

The funding for the period 1985-90
will allow the Institute to take the
initiative in collaborating with develop-




ing countries to provide needed re-
search, training, and program
development, D. A. Henderson, MD,
MPH, dean of the school, pointed out.

Disease rates are high in developing
countries because proper immuniza-
tion for diseases such as tetanus,
diphtheria, poliomyelitis, measles, and
whooping cough is rare. For example,
more than 90 percent of the preschool
children in the United States receive
poliomyelitis vaccine. Yet fewer than
20 percent of the same age group are
vaccinated in developing countries,
where the disease strikes more than 5
in 1,000.

Noting that health workers have
great difficulty making certain that chil-
dren in developing countries receive
proper vaccines, Mosley declared that
better immunization could be achieved
through new vaccination methods that
would replace repeated trips to medi-
cal clinics for booster shots. Immuni-
zation of mothers during pregnancy
could save more than 800,000 infants
who die from tetanus contracted when
their umbilical cords are cut with dirty
or crude devices and cow dung,
ashes, or dirt is used to stop the
bleeding, he added.

In Kenya, the Institute’s investiga-
tors will examine the levels of immu-
nity in children whose mothers were
given vaccines for tetanus, diphtheria,
and poliomyelitis during pregnancy. If
the children develop immunity before
birth, they will need only a booster
injection at birth to continue protection
through their earlier years.

In another Institute project, re-
searchers will examine the effective-
ness of giving measles vaccinations to
sick children in Haiti. In many develop-
ing countries, children are sick half of
their childhood, when most vaccines
must be given, but physicians have
been reluctant to given children vac-
cines for safety reasons. If the sick
children can be safely and effectively
immunized, vaccinations could be
given routinely at medical clinics.

The grant also supports activities
directed at the special needs of chil-
dren and mothers, such as oral
rehydration to combat diarrheal dis-
eases, education groups in nutrition
and sanitation, and promotion of the
spacing of births.

Evidence from earlier studies in In-
donesia by Alfred Sommer, MD, Pro-
fessor of Ophthalmology and
International Health, indicates that diet
supplements of vitamin A may help
reduce diarrheal and respiratory dis-

eases. Kenneth Brown, MD, Assistant
Professor of Pediatrics and Interna-
tional Health from the Institute will
examine how well vitamin A helps
prevent infant and child deaths in the
Philippines and Peru.

Also, the Institute will create an
international health fellowship program
that will allow American graduate stu-
dents or postgraduate fellows to train
with A.L.D., either in Washington or
overseas.

The effectiveness of programs in
reducing rates of illness and death in
several countries will be studied by
Hopkins faculty. Under the guidance
of Ronald Gray, MBBS, Professor of
Population Dynamics, the investigators
plan to examine the health impact of
services, staff training, distribution of
supplies and health education and
information as well as the cultural
acceptability and effectiveness of pro-
moting home hygiene and sanitary
food handling in Ecuador, Haiti, and
the Philippines.

U.S. Hospital Employment
Steady, Long-Term
Psychiatric Jobs Down

Hospital employment in the United
States was stable overall between
1981 and 1983 even though there was
a decline in long-term psychiatric insti-
tutions jobs.

Total full-time equivalent employ- -

ment in all hospitals rose from
3,690,556 in 1981 to 3,736,744 in
1983, according to ‘“Trends in Hospital
Personnel 1981-83: From the Ameri-
can Hospital Association Annual Sur-
veys,”’ published by the Public Health
Service’s Health Resources and Serv-
ices Administration (HRSA).

The long-term psychiatric decline oc-
curred for both patients and employ-
ees, while the trend was upward for
administrators, registered nurses,
medical record personnel, pharma-
cists, occupational and physical thera-
pists, and social workers at short-term
community hospitals. The trend was
down for dietitians and licensed practi-
cal nurses.

““Trends in Hospital Personnel
1981-83: From the American Hospital
Association Annual Surveys’’ can be
purchased for $22.95 plus a $3 han-
dling charge from the National Techni-
cal Information Service, 5285 Port
Royal Road, Springfield, VA 22161

(telephone 703: 487-4600). When or-
dering, specify HRP-0906595.

New Drug Approval Record
Set in 1985 by FDA: Bowen

The Food and Drug Administration
approved a record number of totally
new drugs in 1985.

A total of 30 new drugs, chemically
different from any previously approved
by FDA, were given approval last year.
This represented eight more approvals
than in 1984 and the largest number
of such approvals since legislation in
1962 required drugs to be reviewed
for effectiveness as well as general
safety.

“Out of the hundreds of drug ap-
provals of different kinds given by FDA
each year, these approvals for new
chemical entitites are especially signifi-
cant,” HHS Secretary Otis R. Bowen,
MD, said in making the announce-
ment. “These are totally new drugs,
the breakthrough products which can
mean new therapies and new health
opportunities for Americans.”

Dr. Bowen said the record number
of approvals for new chemical entities
‘‘shows the results of vigorous and
productive research by our pharma-
ceutical industry as well as improved
cooperation between government and
the private sector under the Reagan
Administration. And the American con-
sumer is the beneficiary."”

New chemical entity approvals in
recent years have totaled 22 in 1984,
14 in 1983, 28 in 1982, 27 in 1981,
and 12 in 1980.

FDA Commissioner Frank E. Young,
MD, said that new chemical entities
‘“‘are often the most difficult to as-
sess—but in addition, they are fre-
quently among the most promising
drugs.”

For example, one new chemical en-
tity approved in 1985 was Protropin,
the first genetically engineered human
growth hormone and only the second
genetically engineered drug approved
by the agency. (The first was human
insulin, approved in 1982.) Human
growth hormone permits children with
pituitary deficiencies to grow to near-
normal height.

Other approvals included Seldane,
the first antihistamine considered ef-
fective without the associated undesir-
able side effects of sleepiness and
reduced mental alertness; Ridaura, the
first gold-containing drug for rheuma-
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toid arthritis that has proven effective
in an oral dose; and Marinol, or THC,
for treatment of severe nausea and
vomiting associated with cancer che-
motherapy.

In addition to approvals for new
chemical entities, a larger number of
FDA approvals are given each year for
new dosage forms, strengths or formu-
lations of previously approved
chemicals.

Foundation Issues Report
on States and 1990
Objectives

The Public Health Foundation has is-
sued a report, ‘‘Profile of 1983 State
Health Agency Data Relevant to the
1990 Objectives for the Nation.”

The 121-page report provides a
summary of information reported by
State health agencies, referenced ma-
terial for the specific 1990 objectives,
and State-specific data and tables.

Areas covered include high blood
pressure control; pregnancy and infant
health; sexually transmitted diseases;
occupational health and safety; misuse
of alcohol and drugs; family planning;
immunizations; toxic agent control;
fluoridation and dental health; nutri-
tion; and surveillance and control of
infectious diseases.

Copies of the report are available for
$10 each from the Public Health Foun-
dation, 1220 L Street, N.W., Suite 350,
Washington, DC 20005.

1985 National Drug Code
Directory Published by FDA

For the first time, National Drug Ap-
proval (NDA) numbers (in most in-
stances) will be shown in the 1985
edition of the National Drug Code
Directory published by the Food and
Drug Administration.

The directory, which contains the
only complete list of prescription drug
products marketed in the United
States, is useful to the drug and
health care industries; third party reim-
bursement insurance groups; local,
State, and Federal government agen-
cies; and the private sector.

The last edition of the directory was
published in 1982.

Price of the directory includes two
years of quarterly update supplements.
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National Drug Code Directory. Cop-
ies may be purchased from the Super-
intendent of Documents, Subscription
Entry, U.S. Government Printing Office,
Washington, DC 20402. GPO stock
number: 917-009-00000-7.
Price: $76 (domestic), $95 (foreign).
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Approved Uses of Radiation
in Food Broadened by FDA’s
New Rule

Approved uses of radiation in food will
be broadened under a final rule of the
Food and Drug Administration. The
regulation will be published in the
Federal Register following review by
the Office of Management and Budget.

Treatment of fruits and vegetables
with picowaves may make some foods
more available or less expensive. Un-
like chemical pesticides, some of
which are now under attack, irradiation
leaves no residue in food. It does not
make food radioactive, nor does it
pose any radioactivity danger to the
consumer.

The FDA'’s regulation will permit the
following:

e fresh fruits and vegetables to be
picowaved at up to 1 kiloGray to kill
anthropod pests and to inhibit spoil-
age;

¢ dry or dehydrated vegetable sub-
stances (herbs and spices) to receive
up to 30 kiloGray to kill insects and
bacteria. The limit for use has been 10
kiloGray.

(Gray, the international unit for ex-
pressing the amount of energy ab-
sorbed from irradiation, replaces the
rad unit. One Gray equals 100 rad.)

Under the regulation, manufacturers,
food processors, and food retailers
must label fresh fruit and vegetables
which have been exposed to
picowaves. At the retail level, signs
may be placed over bins or on boxes
if the items are displayed in the box,
or items may be individually labeled.
All retail level labels will include the

international logo first used in the
Netherlands (see left). In addition, re-
tail level labeling or displays must
carry the statement ‘‘PICOWAVED,”
and may include the reason, such as
“PICOWAVED TO CONTROL SPOIL-
AGE” or “PICOWAVED TO EXTEND
SHELF LIFE.”

Approval of the regulation will ex-
pand the uses of low-level radiation
already allowed by the Food and Drug
Administration. The process has been
approved for use in the United States
for two decades to kill insects in wheat
and to slow -the development of
sprouts in potatoes. In addition, the
use of radiation was approved in 1983
for herbs and spices and in July 1985
for pork.

FDA Commissioner Frank E. Young,
MD, commented, “In all, the United
States and 20 other countries allow
the use of picowaves on foods."”

The process is expected to lead to
the reduced use of pesticides on
foods. The amount of ionizing energy
permitted under the regulation is well
within the bounds of safety for human
consumption. Nutritional values are
not significantly changed by the
radiation.

Johnson, HUD Launch
Program for Mentally Il
in Eight Large Cities

The Robert Wood Johnson Foundation
and the U.S. Department of Housing
and Urban Development (HUD) will be
funding a major new initiative to im-
prove the delivery of services to the
chronically mentally il in 8 of the
nation’s 60 largest cities.

The cities are eligible to apply under
the Program for the Chronically Men-
tally Ill, a unique public-private part-
nership which is co-sponsored by the
U.S. Conference of Mayors, the Na-
tional Governors’ Association, and the
National Association of Counties.

The Foundation will provide approxi-
mately $28 million in grants and loans
over 5 years to support the develop-
ment of city-wide mental health author-
ities that offer a range of community
programs and supervised housing.
Funds could total $3.5 million per city.

Grantee cities with approved hous-
ing plans will also be eligible for
Federal rent subsidy assistance from
HUD, which has authority to provide
assistance over a 15-year period that
could add up to $75 million.




Low-interest loans from the founda-
tion of up to $1 million for each city
will be available to grantees to acquire
and renovate housing for the chroni-
cally mentally ill. This money will lever-
age other support in the form of
grants, loans, bonds, and other gov-
ernment and private assistance.

The number of patients residing in
public mental hospitals has decreased
from a high of about 560,000 in 1955
to approximately 120,000 inpatients to-
day—a decrease of 75 percent, a
foundation spokesman said. The total
number of seriously disabled chroni-
cally mentally ill is thought to have
increased, accompanying the growth
of the U.S. population, from an esti-

mated 1.5 million in 1955 to 2.4 million .

today.

Cities face special challenges in
developing effective community-based
services for the mentally il who are
often inadequately housed or home-
less. And many of the mentally ill have
never participated in community care
and rehabilitation programs and, as a
result, are frequently admitted and
readmitted to public hospital psychiat-
ric units and public mental hospitals.
Many have limited or no health insur-
ance coverage.

Examples of services that might be
initiated or expanded under the new
program include residential facilities
with varying levels of treatment and
supervision, day rehabilitation pro-
grams, day hospitals, sheltered work
programs, supervised transitional em-
ployment, and outreach for locating
and assisting the homeless mentally
ill. These might be incorporated into
such new systems as public corpora-
tions and other public-private arrange-
ments.

The Program for the Chronically

Mentally Il is being administered by
Miles F. Shore, MD, Bullard Professor
of Psychiatry at the Harvard Medical
School, Area Director and Superinten-
dent of the Massachusetts Mental
Health Center of the Massachusetts
Department of Mental Health in Bos-
ton, and Senior Program Consuitant to
the Robert Wood Johnson Foundation.

To be eligible, applicants must be
nonprofit organizations or public agen-
cies which are designated as the sin-
gle mental health authority responsible
for the community’s chronically men-
tally ill. They must obtain the endorse-
ment of the public housing authority,
the mayor of their city, their county
elected officials, their governor, and
the mental health commissioner of
their State.

Deadline for applications is May 15,
1986. Grants will be announced by
November 1, 1986.

The eligible cities include

New York and Buffalo; Los Angeles,
San Diego, San Francisco, San Jose,
Long Beach, Oakland, Sacramento,
and Fresno; Chicago; Houston, Dallas,
San Antonio, El Paso, Fort Worth,
Austin, and Corpus Christi; Philadel-
phia and Pittsburgh; Detroit; Phoenix
and Tucson; Honolulu; Baltimore; Indi-
anapolis.

Memphis and Nashville-Davidson;
Washington; Milwaukee; Jacksonville,
Miami, and Tampa; Boston; Columbus,
Cleveland, Cincinnati, and Toledo;
New Orleans and Baton Rouge; Den-
ver; Seattle; Oklahoma City and Tulsa;
Kansas City and St. Louis; San Juan;

- Atlanta; Portland; Minneapolis and St.

Paul; Albuquerque; Omaha; Charlotte;
Newark; Virginia Beach and Norfolk;
Louisville; Wichita; Birmingham.

Medically Indigent Problem
Subject of New Report

An overview of the medically indigent
problem, including its causes and a
description of the indigents’ character-
istics is contained in a new report on
the problem by the Intergovernmental
Health Policy Project of the George
Washington University.

The report profiles each State’s indi-
gent care program, describing eligibil-
ity standards, administrative respon-
sibilities, benefit coverage, source of
funding, recipient counts, and total
expenditures.

Copies of “‘State Programs of Assis-
tance for the Medically Indigent”’ may
be obtained for $20 each plus $2 for
handling from the Intergovernmental
Health Policy Project, 2100 Pennsylva-
nia Ave., N. W. Washington, DC
20037. '

Erratum: Malpractice Forum
Proceedings

An incorrect address was listed in the
November-December 1985 issue of
Public Health Reports as the source
for the proceedings of the Forum on
Malpractice Issues in Childbirth:1985.
The proceedings can be ordered from
Director of Publications, International
Childbirth Education Association, P.O.
Box 20048, Minneapolis, MN
55420-0048. Price per copy $8.
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