
regional variations are lost. One example
is the impact of the variable immigration,
which reflects the socioeconomic distnbu-
tion of the population, itself a factor that
profoundly affects major public health
outcomes. Is it meaningful to compare and
rank California, a state with great annual
immgration, with New Hampshire on a
criterion like childhood poverty rate? In-
tergenerational improvements generally
occur in this variable, and one wonders
whether an Ellis Island effect can be ob-
served in regions where, despite efforts to
reduce child poverty, immigration ob-
scures improvements that occur over
time. Many people arriving in California,
Florida, New York, and at least six other
states undergoing the transition to a new
American demography eventually migrate
to other regions of the nation as their so-
cioeconomic level improves. Frequently,
public health status improves concomi-
tantly. A similar problem arises with re-
spect to spending criteria: does the report
card incorporate the considerable varia-
tion that exists across states with respect
to cost of living, per capita income, and
cost of service delivery?

Another problem appears to be the
selection of criteria for inclusion and their
apparent equal weighting. It is doubtful
that fluoridated water, asvital as it maybe
to preventive dental care, should be equal
in the ranling scale to smoking rate or
violent crime rate. The resultant prevent-
able morbidity and mortality are much
greater, both in human and economic
costs, for some of these criteria than for
others. One category (healthy neighbor-
hoods) is based on eight items whereas
another is based on only three items (com-
munity health service). The composite
scores are the averaged ranks for an item;
thus not only does fluoridatedwater count
equally with pollution standard index or
smoking rate (both elements ofa four-item
category), but it counts twice as much as
childhood poverty or violent crime rate
(elements of an eight-item category).

States mayhave ranked quite well on
variables of relatively low public health
import and scored poorlyon those ofgreat
signiicance to yield the same quartile as a
state with the opposite pattern. Can these
states be truly considered equal as regards
the status of public health? The use of the
lowest score for missing data is highly
questionable and not a standard statistical
methodology except to ensure against un-
derstating the worst case scenario. Equal
emphasis on government health spending
per capita as an indicator is also puzzling,
since many proponents of US health care

reform, includingAPHA, have articulated
the view that the nation already spends
more than any other industrialized nation
and is getting less in terms ofbetter health
outcomes. It is becoming increasingly
clear that government spending on health
is not necessarily correlated with im-
proved public health. Perhaps spending
on preventive health services as opposed
to tertiary medical care would be more
germane to the objectives of the report
card. Some items have too many data
missing to be representative and meaning-
ful. An example iswork-related injury, for
which one fifth of the states had not re-
ported any data.

America'sPublicHealthReport Card
was a visionaiy and ambitious undertak-
ing, andAPHAistobecommended for this
effort. However, the evaluative complex-
ity involved seems to have been somewhat
underestimted and thus lessens the utility
of the document to public health practitio-
ners. These and other methodological is-
sues need to be addressed before the next
report is generated. 5

GCeo, A. Gedlet, MD, MPH, MPA
Roberta M. Mwal, PhD

Requests for reprints should be sent to George
Gellert, MD, Arizona Dept ofHealth Services,
3815 N Black Canyon Hwy, Phoenix, AZ
85015.
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Although Gellert and Maxwell raise a
number of appropriate concerns relating
to the methodology used in preparing
Ame,ica'sPublic Health Report Card, he
misses one of the key purposes of the re-
port card, namely, to get the issue of the
broader determinants of health on the na-
tion's agenda. Our goalwas to make clear
to policy-makers and the public that deal-
ing only with financial access to medical
care will neither solve the marked dispar-
ities in health status that exist in this coun-
try nor successf11ydeal with many public
health problems.

In response to some of the specific
methodological issues raised we offer the
following comments. The lack of compa-
rability of the degree of problems that
states are dealing with is quite valid. But
we hope states will look inward, analyze
their own indicators, and see what prog-
ress they are making. Indeed, many states
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are now using the report card as a model
for analyzing the differences within their
states. The weighting of criteria is a prob-
lem to which we gave a great deal of
thought. Ultimately we decided to rank
states only by quartile within each cate-
gory and not give an overall ranking. Fur-
ther ideas on how to deal with this prob-
lem are welcome. The use of the lowest
score when data were missing, although
problematic, at least made the point that
obtaining data is important. The item on
government spending per capita did not
include spending for terdary care, rather it
was based on spending for outpatient pre-
ventive services and public health activi-
ties, including environmental protection.

The use of the report card format un-
doubtedly presents some scientific meth-
odological issues that are difficult to ad-
dress. Nevertheless, we chose this format
as a vehicle for focusing public and media
attention on our overall message. We wel-
come further suggestions on how to im-
prove this effort in the future. 0

Joyce C. Lashof MD
WWuam H. McBeath, MD, MPH

Kathrine McCater, MHS

Joyce C. Lashof is Immediate Past President,
William H. McBeath, Executive Director, and
Kathenne McCarter, Associate Executive Di-
rector, of APHA.

Requests for reprints should be sent to the
Journal office.

Editors Note. See related 1992 Presiden-
tial address (p 1222) in this issue.

Drug Users' Self-
Reported False-Positive
lIV Status

McCusker, Stoddard, and McCar-
thy' report that three of 30 human immu-
nodeficiency virus-1 (IH[V-1) test results
from injection drug users were reported
by the subjects as being positive but were
in fact negative. Six of 243 negative re-
ports were false negatives. We conducted
interviews with and serological testing of
blood blots from injection drug users in
Brisbane, Melbourne, and Perth, Austra-
lia, in 1989 and a further sample in Sydney
in 1990. We used a combination of struc-
tured interview and, for the self-report of
previous HIV test results and sexual his-
tory, written questionnaire response from
the subject. Details ofthe study and meth-
ods are published elsewhere.2'3

In our 1989 data, 1264 subjects vol-
unteered for HIV-1 testing and provided
elutable blood blots, and 22 (1.7%) were
antibody positive according to Western
blot analysis. Of these, 17 indicated in the
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questionnaire that they were HIV posi-
tive, yet their serological tests were neg-
ative. In our 1990 Sydney data, 210 sub-
jects volunteered for HIV-1 testing and
provided elutable blood blots, and 7
(3.3%) were antibody positive according
to Western blot. Six subjects indicated in
the questionnaire that theywere HIV pos-
itiveyet had negative serological tests. Pa-
per-absorbed fingerstick blood blots have
been demonstrated to have accuracy
equivalent to serum samples.4 The num-
ber of respondents who reported them-
selves to be HlV antibody negative but
whose serological tests were positive was
2 in the 1989 sample and 0 in the 1990
sample.

In our analysis of the interviews
(which contained the question, "What do
you think your chance is of catching the
AIDS virus [HIV]?") matched with the
respective questionnaires (which asked,
"Have you ever received a positive test
result?," subsequent to "Have you had
an AIDS [HIVI test?"), we found dis-
crepancies. Of those with negative serol-
ogy tests who reported on the question-
naire that they were HIV positive, 13 of
the 17 in the 1989 data and 3 of the 6 in
1990 had indicated in the interview that
theywere not already infected (one of the
response options to the question about
the chance of contracting HIV).

If those subjects who gave discrep-
ant responses between interview and
questionnaire are reclassified on the basis
of their interview response, the two data
sets give the predictivevalue ofa positive
HIV test as 87% (1989) and 73% (1990),
lower than the values provided by Mc-
Cusker et al. However, we had the op-
portunity to reinterview one of the sub-
jects who reported a positive test result
butwho had a negative serological result.
He indicated that he had understood a
"positive" result to mean a good result,
that is, no evidence of HIV infection, in
the sense of colloquial English rather
than serology. The high number of our
subjects who indicated that they had a
"positive" test result while negative on
serology suggests that this misunder-
standing may be the source of significant
inaccuracy in self-report. Although this is
of uncertain relevance to the results of
McCusker et al (the wording of their
questionswas not reported), researchers'
checks on the understanding ofthe mean-
ing of questions (and, in particular, on the
use of the term "infected with H1V (the
AIDS virus)" rather than "HIV posi-
tive") may eliminate some of these ap-
parent false-positive results. Neverthe-

less from a behavioral and public health
perspective, what is important is per-
ceived HIV serostatus and its impact on
the individual's behavior. El

Michael W. Rem, PhD, MPH
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We computed the sensitivity, specific-
ity, and positive predictive value of self-
reported human immunodeficiency virus
(HIV) status fomthedataprovidedbyRoss
et al., first for the original self-rports and
then for the reclassified self-reports (Table
1). (Redassification increases the predictive
value and specificity by reducing the num-
ber of false-positives.) The overall positive
predictive value of their reclassified self-
report was 79.4%, which is lower than the
90%o that we reported fron injection drug
users in Massachusetts.' Their overall val-
ues for the sensitivity and specificity of the
reclassifled report are somewhathigherthan
ours: 93.1% vs 81.8% for sensitivity, and
99.5% vs 98.8% for specificity. The main
contnbuting factor in their data's lower pos-
itive predictive value is the lower HIV se-
roprevalence2: 2% vs 12.1% in our study
population.

Ross'scommentsregardingtheword-
ing ofquestions on HIV status are a timely
reminder of the need to carefully pretest
survey questions, as study subjects may
interpret questions differently from the in-
vestigator. O

Jane Mc ker,r D, DrPH
Anne M. Stoddani, ScD
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