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The Prevalence of
Smoking among
Physicians in Japan

I read with great interest the March
1993 Journal article by Hensrud and
Sprafka. The authors commented on
smoling among physicians in Europe but
not in Japan. A number of reports indicate
high rates of smoking among the general
male populations inAsian countries.A sur-
vey conducted by Japan Tobacco Inc. in
1990 found that the prevalence of smoldng
was 60.5% among men and 14.3% among
women; in other words, about 26.5 miilon
men and 6.7 million women in Japan
smoke.2 In 1989we conducted a survey of
the smoking habits and attitudes toward
smoking among the members of the Japan
Society of Chest Diseases and found that
24.8% were current smokers, 39.4% were
former smokers, and 35.9% had never
smoked.3 The prevalence of smoking was
lower than for physicians in general in Ja-
pan (which is estimated to be 39%4), and

much lower than for the general male pop-
ulation.

Health professionals have an impor-
tant role in anti-smoldng campaigns. I hope
that thoracic physicians in Japan will make
every effort to reduce the high smoldng
prevalence among Japanese men. Cl

HNirosi KawaneMD, FCCP

Requests for reprints should be sent to Hiroshi
Kawane, MD, FCCP, Department of Medi-
cine, Kawasaki Medical School, Kurashiki
City, Okayama, Japan.
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Risk of BY1V Infection
among Army Reserve
Components Physicians

Regarding occupational human im-
munodeficiency virus (HIV) transmission
to physicians, little information is avail-
able based on prospective studies. Until
studies evaluating exposures on an indi-
vidual basis can be completed, available
populations should be evaluated to obtain
approximate risk estimates. TheUSArmy
Reserve Components provide an oppor-
tunity for evaluating infection incidence
among a population ofphysicians working
in the civilian community. Since the last
report,1 additional members have been
tested, and many more person-years of
follow-up have accrued.

Methods of testing and data collec-
tion have been presented elsewhere.' This

report reflects all tests conducted between
October 1985 and December 1991 that
have been matched with personnel files
from June of each year from 1986 to 1991.

This report addresses only physi-
cians, who were assigned area of concen-
tration identifiers based on the physician's
training and experience.2 Exposure cate-
gories were determined based on duty ar-
eas of concentration. It was assumed that
members with particular areas of concen-
tration work in those occupations in their
civilian practices.

The physicians' potential exposure to
blood categories were based on a combi-
nation of Kelley et al.3 and Centers for
Disease Control and Prevention4 group-
ings and include maximum, moderate, and
niinimum exposure. The specialties in the
maximum category have a substantial sur-
gical component and a likelihood of expo-
sure to blood in uncontrolled or not-well-
controlled environments (e.g., emergency
rooms). Those in the moderate category
also have a substantial surgical compo-
nent, but generally in the more controlled
environment ofa clinic or operating room.
Those in the minimal exposure group
would have limited surgical or other ex-
posure to blood. The areas of concentra-
tion in each category are presented in the
Appendix.

Members with an initial negative
HIV test followed by one or more subse-
quent tests were included in this study.
Follow-up time startedwith the initial neg-
ative test, and it terminated with the first
positive test for seroconverters and the
last negative test for all others. Incidence
density of infection was defined as the
number of seroconversions per 1000 per-
son-years of follow-up. The 95% confi-
dence interval (95% CI) was based on the
Poisson distribution.

A total of 2018 men and 198 women
were followed for 5926 person-years of fol-
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low-up. No seroconversions were ob-
served. Table 1 shows the person-years of
follow-up by exposure group, with the 95%
CI for the incidence density of infection.

Physicians who know or suspect they
are infected may avoid testing or leave the
Reserve Components altogether, but it is
not possible to determine if this actually oc-
curs. The low risk ofseroconversion among
Reserve Components physicians is consis-
tent with other findings of low seropreva-
lence amongphysicians andsurgeons.5,6 []
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Misuse of Pediatric
Emergency Services and
Fathers' Employment
Status

Excessive use of nonappointment
emergency services characterizes inner-
city health care for children as well as for
adults.1-3 In a survey of 99 children from
91 families that was conducted at the Pe-
diatric Acute Care Center, Kings County
Hospital, Brooklyn, NY, we confirmed
the observations of Grumbach, Keane,
and Bindman1 that a lack of health insur-
ance for the poor directs patients to inner-
city emergency rooms for nonemergency
care. However, we found that families
with fathers living at home had unique
characteristics influencing their use of the
emergency room.

A contemporary social concern is to
maintain the integrity of inner-city fami-
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lies, under the assumption that the chil-
dren will benefit from the presence of the
father.4,5 In our survey, fathers who re-
mained in the home were likely to be em-
ployed, thus providing a positive role
model for their children; however, the
presence of an employed father in the
home was associated with a perceived
"misuse" of the health care system con-
comitant to the family's lack ofhealth care
insurance (which for the poor and near
poor is Medicaid).

Our data show that having an em-
ployed father is associated with the father's
living at home [odds ratios (OR) = 5.86,
95% confidence intervals (CI)= 1.93,
18.5], and families with a father at home
are less likely to have Medicaid than either
private health insurance (usually from sta-
ble jobs with good benefits) (OR = 0.115,
95% CI = 0.026, 0.482) or no insurance
(OR = 0.241, 95% CI = 0.068, 0.823).
Because none of the 16 families with a
father in the home-who received income
from work but no health insurance-
brought their children to the Pediatric
Acute Care Center for a true emergency,
it was not possible to construct an odds
ratio. Chi square with Yates correction
(4.91) was significant (P < .05). These find-
ings suggest that, within this population
sample, health insurance is not available
for intact families attempting to support
themselves and that, although the fami-
lies' income fromwork is low, it is still too
high for them to qualify for Medicaid
support.

The data support the observation that
"the poor are not dysfunctional operators
in a limited resource base but are highly
adaptive actors in an essentially dysfunc-
tional economic system. Poverty creates a
powerful environment which shapes peo-
ple's responses to social situations."6,7To
deprive families with working fathers who
live at home of health care insurance is to
contribute to the social instability of inner-
city communities by providing a counter-
incentive for families to remain intact and
fathers to be employed. The positive in-
fluence of an effective health care system
on the well-being of inner-city family life
should not be ignored. O

Rober Kwp, MD

Request for reprints should be sent to Robert
Karp, MD, Kings County Hospital Center, 451
Clarkson Ave, Brooklyn, NY 11203.
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