
this threshold, a major aim of our ar-
ticle. This identification of an appar-
ent 'threshold" is new and needs to
be replicated, since other research
has suggested a more continuous re-
lation between income and morbid-
ity.' The article did not examine the
costs to society incurred by children
and families living below this thresh-
old, which, as Sim indicates, are in-
fluenced by proper and improper use
of social-assistance benefits and go
beyond the costs of social services to
include the health care, educational
and possibly legal costs.

Second, Sim suggests that the
psychiatric label may not mean mor-
bidity (i.e., a disability that requires
or will respond to treatment). He
further suggests that "psychiatric dis-
order" is inadequately defined. The
outcome variable "psychiatric disor-
der" was defined in Appendix I of
our article, and a reference was pro-
vided should a reader wish to under-
stand the definition in more detail.'
The definition of "disorder" is based
on well-established standards in
child psychiatry.45 Although in each
child with a given disorder impair-
ment and amenability to treatment
vary (on the basis of child and fam-
ily circumstances, the particular dis-
order, the availability of treatment
resources and other factors), the use
of standardized measures to define
"disorder" reflects the consensus of
experts and is accepted as meaning-
ful by many working in the field.
The causes of the child's disorder,
such as parental or domestic issues,
were beyond the scope of our article
and of the Diagnostic and Statistical
Manual of Mental Disorders, 3rd ed,
1980 (DSM-III); determination of
such causes requires a careful clinical
workup for each case.

The main issue in Sim's comments
seems to be what proper research
methods add to our understanding of
this or any field of study. First, clear
definitions of economic disadvantage
and child morbidity are a starting
point. They may not be the preferred

definitions of every one with an inter-
est in the field, but they are at least
clear about what is meant. Further-
more, and more important, our defin-
itions allow other researchers to re-
peat this study, to agree or disagree
with our ideas on the basis of their re-
sults and to offer more finely tuned or
alternative hypotheses for the results
obtained. There is also a need for
field studies that compare and con-
trast different strategies to improve
the quality of life for children living
in poor families (e.g., income strate-
gies v. strategies aimed at parents v.
child-focused strategies v. combina-
tion strategies).

This critical exchange among re-
searchers helps push ahead our un-
derstanding of the mechanisms of
morbidity in poor children and
advances our effort to help these
children and families appropriately.
Although rigorous methods may
appear to Sim to be a "practice of
ensuring publication through a suffi-
ciency of elegant although irrelevant
algebra," we heartily disagree. The
real tragedy is that the thinking
about the mechanisms that place
disadvantaged children at risk has
been driven by ideologic differences
and not by evidence.

Ellen L. Lipman, MD, FRCPC
Assistant professor
Department of Psychiatry
McMaster University
David R. Offord, MD, FRCPC
Director
Centre for Studies
of Children at Risk
Chedoke-McMaster Hospitals
Head
Division of Child Psychiatry
McMaster University
Research director
Chedoke Child and Family Centre
Michael H. Boyle, PhD
Associate professor
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McMaster University
Hamilton, Ont.
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HIV INFECTION
IN PRISONS

The article "Prevalence of HIV
infection in provincial prisons

in British Columbia" (Can Med Assoc J
1994; 151: 781-787), by Drs. Diane
A. Rothon, Richard G. Mathias and
Martin T Schechter, and the editor-
ial "Confronting HIV infection in
prisons" (Can Med Assoc J 1994; 151:
743-745), by Dr. Catherine Hank-
ins, are worthy of comment.

The estimated prevalence rates of
HIV infection of 3.3% among fe-
male inmates and I % among male
inmates, with an overall prevalence
of I.1 %, reflect the philosophy of
those who dictate AIDS policy in
British Columbia. The authors note
that 8.7% of the study population
refused to be tested and that the re-
fusal rate was significantly higher
among those who reported a history
of injection drug use than among
those who did not report such a his-
tory (p < 0.001). Therefore, the cal-
culated prevalence of 1.1 % is a mini-
mum. The true rate could be as high
as 9.8%.

The solution proposed in the edi-
torial is free condoms, clean injec-

812 CAN MED ASSOC J * 15 MARS 1995; 152 (6)



tion equipment and education.
"Upon their release, rather than be-
ing multipliers of viral transmis-
sion, former inmates could become
effective multipliers of the message
about preventing HIV infection
and thus help create new social
norms in the milieu to which they
return."
The operative word here is

"could." Survival, not concern for
the welfare of society, is the prime
consideration of those detained at
her Majesty's pleasure. Abrogation
of societal resp6nsibility played a
major role in the whereabouts of
these inmates in the first place. To
entrust public safety to such peo-
ple, as Hankins suggests, is not
without some danger.

There is another option. Since
wards of the state deserve protec-
tion, after conviction all new arri-
vals to custody should be routinely
screened for HIV and appropri-
ately segregated when indicated.
Now that routine screening of
pregnant women for HIV, for the
benefit of the infants, has been en-
dorsed in BC,' there is a precedent
for the protection of those unable
to control their own situation.

James E. Parker, MB, FRCPC
Abbotsford, BC
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t is certainly true, as Dr. Rothon
and associates and Dr. Hankins

show in their articles, that aspects
of prison life pose a public health
problem. Overcrowding, which is
common in jails, was recently
associated with an epidemic of
pneumococcal disease in a US
prison.' Valuable as they are, these
articles fail to address the much

larger issues. Prisons socialize
people to maladaptive behaviour,
and they breed violence, despair,
cynicism and crime. Physicians
and public health experts should
focus their efforts not only on
controlling AIDS and other dis-
eases but also on closing prisons
and diverting inmates to healthier,
community-based programs. If
controlling criminals and meting
out "just desserts" are issues, com-
munity programs can be made as
controlling or as punitive as pris-
ons2 without having the same det-
rimental consequences for public
health.

Bruce Williams, MD, CCFP, FRCPC
Willowdale, Ont.
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BASIC STATISTICS
FOR CLINICLANS:

3. ASSESSING THE EFFECTS
OF TREATMENT:

MEASURES OF ASSOCIATION
[CORRECrION]

n this article by Dr. Roman
lJaeschke and associates (Can Med
Assoc J 1995; 152: 351-357) a for-
mula was given incorrectly owing
to a typographic error. In the sec-
tion on relative risk reduction, the
formula for calculating this mea-
sure should have been {[C/(C +
D)] - [A/(A + B)]}/[C/(C + D)].
We regret any confusion this error
may have caused.- Ed.
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