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Prevention Efforts Slow
Worldwide Spread of HIV,
WHO Report Says

Mass media campaigns, creative con-
dom marketing programs, and the right
messages from friends and coworkers
have succeeded in slowing the spread
of human immunodeficiency virus
(HIV), the AIDS virus, around the
world, a new analysis by the World
Health Organization (WHO) reports.

In a review of 15 HIV prevention
projects carried out in 13 countries,
physicians and scientists from the
WHO Gilobal Program on AIDS have
confirmed the effectiveness of a hand-
ful of approaches in producing signifi-
cant changes in people’s sexual be-
havior. ’

The specific projects found effective
by WHO include the promotion of con-
dom use in Zaire and Thailand, an
educational program aimed at long-
distance truck drivers in the United
Republic of Tanzania, person-to-person
AIDS prevention messages in Zimba-
bwe, and mass media campaigns in
the Philippines and Switzerland.

In addition, young military recruits in
Rwanda and female prostitutes in Zaire
were provided with information about
safer sex, condoms, and care for other
sexually transmitted diseases that, if
left untreated, greatly increase the risk
of HIV transmission. These projects
were supported by a number of organi-
zations and agencies such as the U.S.
Agency for International Development.

Particularly successful have been
those approaches that increase the
use of condoms.

In Zaire the most outstanding
achievement is the dramatic year-by-
year increase in condom use. In 1987,
fewer than half a million condoms were
distributed—mainly by government
clinics—for a population of more than
30 million people. Sales of condoms
totalled less than 100,000. By 1991,
condom sales had soared to more than
18 million.

To achieve this result, in addition to
carrying out AIDS awareness cam-
paigns through the mass media, Zaire
has relied on commercial marketing
techniques. Aptly named and attrac-
tively packaged condoms are sold in
retail outlets everywhere. Vendors,
who are supplied with the condoms
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free of charge, are inspired by the
profit motive to boost sales—they are
allowed to keep the small amount they
charge for each packet.

Condoms are also being promoted
extensively in Thailand, where almost
all new HIV infections are a result of
heterosexual transmission. Many such
infections occur among Thailand’s esti-
mated 100,000 sex workers and the
men who buy their services. The virus
is spread further to other sexual part-
ners of these men and women.

Thai health officials imposed a policy
of “100 percent condom use” in the
sex entertainment industry. The project
worked with both the brothel owners
and the women, assuring each group
that their incomes would not be af-
fected if condom use became manda-
tory. They were also informed that
noncompliance with the policy would
be met with penalties for the brothel
owner. The policy was introduced in all
establishments in the project area si-
multaneously, so that clients who visit
brothels had little alternative but to use
a condom. The strategy is working and
has been extended nationwide to 66 of
Thailand’s 73 provinces.

Another encouraging approach to re-
ducing high-risk behavior and slowing
the spread of HIV has been the use of
mass media campaigns. In countries
as different as the Philippines and
Switzerland, such campaigns have
achieved impressive results. In Swit-
zerland, a survey showed that as a
result of mass media campaigning, the
number of young people always using
a condom in casual sexual contacts
increased from 8 percent in 1987 to 52
percent in 1990. Condom sales in Swit-
zerland have doubled from 7.6 million
in 1986 to 13.8 million in 1991.

The Swiss campaign against AIDS,
that began in the mid 1980s, initially
met with resistance from both politi-
cians and the general public, who were
worried that discussion of sex and
sexual practices would lead to more
promiscuous behavior by young peo-
ple. This resistance was overcome by
establishing an AIDS prevention pro-
gram based on a sound public health
approach. As it turns out, the Swiss
experience is that condom promotion
does not lead to an increase in casual
sex but results in the desired change
to safer activity.

One of the most effective ap-
proaches reviewed by WHO is a
community-based program in Zimba-
bwe where much HIV transmission is
from men who have sex with casual
partners and then pass the virus on to
their wives. The program organizers
chose commercial sex workers and
community actors and musicians to act
as educators. Using these people to
promote condom use among their
peers and warn them personally of the
dangers of HIV infection has been
enormously successful in boosting con-
dom use, proving that advice and sup-
port from others in the community are
powerful AIDS prevention tools.

Some other examples of successful
efforts to slow the spread of HIV

e A community based project was set
up in Ciudad Juarez, Mexico, a city
bordering the United States that faced
a public health nightmare in “La Mari-
scal,” a 7-square-mile area where hun-
dreds of prostitutes work in extreme
poverty in about 40 commercial sex
establishments. Prostitutes were
trained as ‘‘peer educators’ to spread
the message of the dangers of AIDS to
their coworkers. At the beginning of
the project in 1989, slightly more than
half of the prostitutes interviewed could
name blood and sex as the principal
means of HIV transmission. By April
1991, 98 percent could do so. Sixteen
months later, more than 85 percent of
the women reported using condoms in
7 or more of the last 10 sexual acts.
¢ In the Philippines, a survey of the
general population revealed that a me-
dia campaign on radio and television
and in the newspapers had been very
effective in raising awareness about
AIDS. A total of 96 percent of the
young adults sampled said they had
seen or heard campaign ads, and
more than half of the general popula-
tion surveyed said they recalled cam-
paign ads promoting a successful
AIDS hotline telephone service.

e A pilot program in the United Re-
public of Tanzania was established
along the trans-African Tanduma high-
way with truck drivers, their assistants,
and prostitutes. The drivers are consid-
ered a major conduit of HIV transmis-
sion because they travel long dis-
tances across national borders and
visit sex workers during their periods



away from home. In less than a year,
the percentage of female prostitutes
along truck routes who had used con-
doms rose from 50 to 91 percent.

e In 1986 the military authorities in
Rwanda began an educational pro-
gram to alert young military recruits to
the risks of sexually transmitted dis-
eases (STDs). Before the program'’s
inception, 12 percent of military re-
cruits on average were becoming in-
fected with STDs that caused urethritis
each month. During the 2-year pro-
gram accompanied by the distribution
of condoms, this proportion was re-
duced by more than half, to 5 percent.
¢ |n Zaire, where female prostitutes in
the capital city were provided with
condoms and free treatment for sexu-
ally transmitted diseases by sympa-
thetic health care providers, condom
use increased from less than 10 per-
cent to approximately 60 percent in 2
years. When the project began, one-
third of the women were HIV-positive,
and the level of other STDs was high.
Research findings presented to WHO
show that as a result of the work,
annual HIV incidence declined spec-
tacularly, from 18 percent to 3 percent
in just 2 years, along with that of other
STDs, such as gonorrhea and genital
ulcers.

PHS to Issue ‘Passports’
in New Prevention Program

The Public Health Service (PHS) has
unveiled a unique new campaign to
help physicians practice better preven-
tive care and help patients become
active partners in maintaining their
own health.

Called “Put Prevention Into Prac-
tice,”” the campaign will begin with the
issuance of a passport-size personal
health guide for adults that will enable
patients to keep track of the immuniza-
tions, screening tests, and heaith be-
havior recommendations that make up
good preventive medical care.

““The personal health guide will aliow
people to become active partners with
their physicians in health promotion
and disease prevention,” according to
Louis W. Sullivan, MD, Secretary of
PHS’ parent Department of Health and
Human Services. ‘It will make it easy
for adults to know what shots or
screening tests they need, when they
need them, and which behavior
changes could help them live longer,
healthier lives,”” he added.

A Gallup study commissioned last

year by Voluntary Hospitals of America
(VHA), the nation’s largest alliance of
not-for-profit hospitals and multi-
hospital systems, showed strong con-
sumer interest in a pocket sized per-
sonal health guide. According to the
survey, 85 percent of adults would find
such a guide ‘‘useful’”’ or ‘‘very
useful.”

The methods and materials that
compose the ‘‘Put Prevention Into
Practice” Program were developed by
the Public Health Service with assis-
tance from the VHA, which will be the
first national alliance of health care
organizations to promote and distribute
the program information to its more
than 860 hospitals across the country.

The PHS campaign was launched in
June 1992 at Brooklyn Hospital Center,
a VHA hospital and the first in the
nation to begin implementing the pro-
gram through its primary care health
network that provides clinical preven-
tive services to Brooklyn's medically
underserved families. The network is
funded by the New York State Depart-
ment of Health and the United Hospital
Fund of New York City.

President Submits Medical
Malpractice Reform Proposal

President Bush has asked the Con-
gress to enact medical care malprac-
tice reforms.

Called the ‘‘Health Care Liability Re-
form and Quality of Care Improvement
Act of 1992, the President’s proposal
is the fourth sent to the Congress to
implement his health reform program
announced on February 6, 1992. The
malpractice plan, submitted in July
1992, would

e Require nonbinding arbitration for
alleged malpractice for all health care
that the Federal Government pays for
or regulates. Such care would include
Medicare, Medicaid, and all private
plans covered by the Employee Retire-
ment Income Security Act, covering
nearly 200 million Americans.

e Establish incentives for States to
adopt quality assurance measures and
tort reforms.

e Apply those tort reforms to actions
brought against the Federal Govern-
ment under the Federal Tort Claims
Act.

e Encourage some States to adopt
demonstration projects that would pro-
vide for prompt payment of actual
losses as an alternative to litigation.

Mandatory Arbitration

The bill would enact a system of
mandatory nonbinding arbitration be-
tween providers and recipients of
health care services for alleged injuries
arising out of federally funded or regu-
lated health care and treatment. This
system would reduce the burden of
needless litigation.

The arbitration system would apply
to health care funded by the Federal
Government or funded by plans regu-
lated by the Federal Government. This
would include Medicare, Medicaid, the
Federal Employees Health Benefits
Program, military retiree insurance,
and all private plans covered by the
Employee Retirement Income Security
Act.

States would be encouraged to es-
tablish arbitration processes for mal-
practice disputes. Where State arbitra-
tion systems are not in place, the
Federal Government would provide for
an arbitration system. The proposal
provides for a form of ‘‘loser pays’ for
legal costs. Under this system, if one
party rejects an arbitration award that
the other party accepts, but then fails
to obtain an outcome that is at least 10
percent more favorable, that party will
pay the opposing party’s reasonable
costs and attorney’s fees incurred sub-
sequent to the rejection of the arbitra-
tion award.

The Attorney General would imple-
ment a similar system that would apply
to cases brought against the Federal
Government under the Federal Tort
Claims Act.

Incentives for Quality and Tort
Reforms

States would have 3 years in which
to put into place a series of quality and
tot reforms. After 3 years, States
which had not put reforms into place
would face loss of most Federal do-
mestic discretionary funds.

The tort reforms are

e A $250,000 cap on noneconomic
damages—those damages beyond
compensation for economic harm (for
example, for pain and suffering); a
waiver may be granted for good cause,
such as for States whose constitutions
do not permit a cap;

e The elimination of joint and several
liability for noneconomic damages
(joint and several liability makes each
liable party responsible for all costs
and damages awarded to the plaintiff);
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e The elimination of the Collateral
Source Rule to prohibit double recov-
ery by the plaintiff when compensation
has been received from other sources
such as health insurance;

e Allowing judgments for future costs
or damages, such as future medical
bills, to be paid in periodic payments
rather than as a lump sum; and

e Creating an alternative dispute reso-
lution mechanism that is at least as
effective in deterring frivolous actions
and producing fair compensation
quickly as mediation or pretrial screen-
ing panel mechanisms.

The quality reforms are

e Cooperation with Federal efforts to
learn the comparative effectiveness of
different medical treatments;

e Improved performance in the over-
sight of physicians by State medical
boards; and

¢ A requirement that physicians sanc-
tioned by the medical boards partici-
pate in continuing medical education in
areas where the board has found defi-
ciencies.

States could pursue alternatives to
the foregoing quality reforms if such
alternatives were equally effective. For
example, a State could promulgate
standards of care that would reduce
the need to provide diagnostic tests
and practice elements of defensive
medicine.

Encouraging Innovation

This proposal provides considerable
latitude for States to pursue their own
approaches to quality improvement
and the elimination of negligence in
medical care.

The bill also provides for up to three
States to undertake experiments in
‘“‘prompt payment’’ approaches, provid-
ing prompt payment for economic
damages caused by medical injury
without any determination of fault.

Johnson Foundation Seeks
Proposals for Change
in Health Care Financing

The Robert Wood Johnson Foundation
is requesting proposals for research,
demonstration, and evaluation projects
that will produce useful information for
major policy changes in health care
financing.

The call for proposals is intended to
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stimulate projects that (a) examine the
effects of current mechanisms for, and
proposed major changes in, the financ-
ing of health services on health care
costs, access, and quality and (b) de-
velop and test new ways to finance
care that have the potential to improve
access to more affordable health ser-
vices. Up to $12 million will be made
available over 3 years for this initiative.

The foundation’s Changes in Health
Care Financing and Organization Initia-
tive was announced originally in 1989
and authorized at $12 million. This call
for proposals represents a reauthoriza-
tion of the initiative for an additional
$12 million. Letters of intent will be
accepted under this solicitation
through May 1995 or until authorized
funds are awarded, whichever comes
earlier.

The initiative is designed to encour-
age Federal, State, and local offi-
cials—as well as private sector policy
makers—to collaborate with health ser-
vices researchers and providers on
projects that might examine the healith
care system’s structural strengths and
weaknesses or explore alternative ap-
proaches to health care financing. The
research should be carried out in a
time frame relevant to public policy
making and have a sound methodol-
ogy.

Examples of the types of issues that
projects might address are the effec-
tiveness of cost control strategies, phy-
sician payment reforms, the impact of
changes in the regulation and prac-
tices of the insurance market, Medi-
care and Medicaid programs not being
studied by Federal or State govern-
ments, the design of system-level strat-
egies, such as global budgeting,
single-payer authorities, or price and
volume controls.

While any topic falling within the
broad scope of the program is eligible
for funding consideration, targeted so-
licitations on specific topics of particu-
lar interest to the foundation will be
announced over the course of the next
3 years. Proposals addressing these
specific topics will compete for funding
with other proposals submitted under
this program and reviewed using the
same criteria.

Proposals will be assessed using the
following criteria:

o the policy significance of the health
care financing mechanism being evalu-
ated or tested,

e the timeliness of the project for in-
forming policy or practice,

¢ the quality and availability of data to
be used, and the strength of the pro-
posed methodology (depending on the
focus of the project, primary data col-
lection may be supported or the use of
secondary data may be acceptable),
¢ the uniqueness of the project, and
¢ the applicant’s experience and qual-
ifications for conducting the proposed
project and the time commitment of
key project staff members who have
the skills and experience to perform
the various operations and analytic
tasks required.

Preference will be given to appli-
cants that are public agencies or are
tax-exempt under Section 501(ck3) of
the Internal Revenue Code and are not
private foundations as defined under
Section 509(a).

Overall direction and technical assis-
tance for the program will be provided
by Anne Gauthier, associate director,
the Alpha Center in Washington, DC.

Institutions wishing to apply for
funds under this program are advised
to submit four copies of a letter of
intent, rather than a fully developed
proposal. The letter of intent should
contain the following information about

the proposed project:

¢ a brief description of the topic to be
addressed and its significance,

o a statement of the project’s principal
objectives,

e a description of the applicable re-
search or evaluation methodology (or
the demonstration approach),

¢ dissemination plans, including target
audiences,

e an estimated timetable and budget
for completion of the project,

e the qualifications of the applicant
and key project staff, and

e the name of the primary contact
person.

Based on a review of the information
in the letter of intent, a full proposal
may be requested, usually within 2
months of receiving the letter. If so,
instructions will be provided at that
time regarding what information to in-
clude and how to present it.

The letter of intent should be no more
than four double-spaced pages, written
on the applicant institution’s letterhead,
and addressed to Alpha Center,
attn: HCFO, Suite 1100, 1350 Connect-
icut Avenue, NW, Washington, DC
20036, telephone 202-296-1818, FAX
202-296-1825.



‘‘Healthy Start” Projects
Aimed at Infant Deaths
in 15 Communities

Concentrated efforts are under way to
decrease infant mortality, the incidence
of low birth weight, and related prob-
lems in 15 key communities across the
country that have been targeted by the
Public Health Service (PHS) Program
‘“‘Healthy Start” because of their ex-
tremely high rates of infant death.

The 15 communities are located in
Baltimore, MD; Birmingham, AL; Bos-
ton, MA; Chicago, IL; Cleveland, OH;
Detroit, Ml; Lake County, IN, including
Gary; New Orleans, LA; New York,
NY; Northern Plains Indian communi-
ties in North Dakota, South Dakota,
Nebraska, and lowa; Oakland, CA; Pee
Dee Region, SC; Philadelphia, PA;
Pittsburgh, PA; and Washington, DC.

Each Healthy Start project area sub-
mitted a comprehensive plan in July
1992 detailing local strategies for re-
ducing infant mortality. The PHS
Healthy Start Program, administered
by the Health Resources and Services
Administration, is designed to build on
local efforts, and successful methods
will be duplicated nationally. Systems
of program monitoring and evaluation
will be ongoing components of the
program.

Although the primary goal of Healthy
Start is to reduce infant mortality by 50
percent over 5 years in the selected
project areas, the evaluation of
progress and impact will look at other
health outcome measures as well.
Evaluation will collect information
about the comprehensive efforts of the
project sites and the social, educa-
tional, economic, and other environ-
mental factors that lead to success.

Healthy Start Program activities tar-
get some of the challenging root
causes of infant mortality, such as low
birth weight, by providing a compre-
hensive mix of medical and social ser-
vices to those pregnant women who
need such services most.

Several important principles guide
the Healthy Start Programs:

¢ Encouraging innovation and flexible
solutions to delivering care to women
and infants while stimulating in expect-
ant mothers a sense of personal re-
sponsibility for obtaining preventive
health care;

e Ensuring that a comprehensive
package of services is provided for
women, including substance abuse

prevention and treatment programs,
child care and transportation to clinics,
referrals for housing and job assis-
tance, and streamlined eligibility for
services. The concept of one-stop-
shopping for these services will be
built into program planning;

¢ Increasing outreach to high-risk
women to improve their participation in
Medicaid, the Special Supplemental
Food Program for Women, Infants, and
Children (WIC), and other existing ma-
ternal and child health programs;

o Seeking the commitment and partici-
pation of local and State government,
businesses, schools, neighbors, and
families to assure that resources are
focused and well coordinated around a
strategy to reduce infant mortality.

At the same time, the Healthy Start
national public education and informa-
tion campaign is currently underway to
support program efforts. The campaign
seeks to alert all Americans to the
problem of infant mortality and to en-
courage them to participate actively in
programs like Healthy Start.

The campaign will also educate
pregnant women and their partners
about the importance of prenatal care
and the connection between healthy
behavior and birth outcomes. Techni-
cal assistance is offered to the 15
communities for their own public edu-
cation efforts.

Monitoring and evaluating the effec-
tiveness of all program activities are
critical features of the Healthy Start
project. Since Healthy Start is a na-
tional program carried out in 15 com-
munities with local variations in strat-
egy and procedure, the evaluation will
incorporate a cross-program analysis
that can yield information on the rela-
tive success of different methods of
implementing programs in reaching
common goals.

The United States currently ranks
22nd among developed countries in
the world in infant mortality, and each
year more than 36,000 American in-
fants die before their first birthday.

While the overall U.S. infant mortal-
ity rate has been cut in half since 1970
(1991 provisional data showing a rate
of 8.9 infant deaths per 1,000 live
births), there is a widening gap be-
tween the infant mortality rate of Afri-
can Americans and whites. Black in-
fants are more than twice as likely to
die as white babies, 17.7 deaths per
1,000 live births compared with 8.2
deaths. In addition, the rate at which
babies are born at precariously low

birth weight (under 2,500 grams)
showed no improvement over the last
decade. Of all infant deaths, 60 per-
cent are among those who have low
birth weights.

In September 1991, President
George Bush announced the selection
of the 15 Healthy Start communities
with $25 million appropriated for the
program. In Fiscal Year 1992, Con-
gress appropriated $65 million for
Healthy Start with an additional $10
million available for infant mortality re-
duction activities in community and
migrant health centers.

—CHISUN CHU, Project Officer,
Healthy Start Office of Planning, Evalu-
ation, and Legislation, and COLLEEN
REILLY, Communications Consultant,
Healthy Start Program, Health Re-
sources and Services Administration,
Public Health Service.

Additional information about the
Healthy Start Program can be obtained
from Thurma McCann, MD, MPH, Di-
rector of Healthy Start, (301) 443-0543.

NIH-NIMH Panel Agrees
on Panic Disorder Treatment

An expert panel has reached consen-
sus on treatment of panic disorder, the
hit-and-run condition that terrorizes
people into thinking they are having a
heart attack or are losing their mind.
As many as 3 million Americans suffer
these panic attacks in the course of a
lifetime, and many, as a consequence,
avoid public places altogether.

In its consensus statement the
panel, convened by the National Insti-
tutes of Health (NIH) in conjunction
with the National Institute of Mental
Health (NIMH), concluded that

¢ Panic disorder is a distinct condition,
with a specific presentation, course,
and family history, for which there are
effective pharmacologic and cognitive-
behavioral treatments.

¢ Treatment that fails to produce an
effect within 6 to 8 weeks should be
reassessed.

e Panic disorder patients often have
one or more existing mental conditions
and thus require careful assessment
and treatment.

e The most critical research needs
include the development of reliable
and valid measures of assessment of
panic phenomena, the identification of
optimal choices and structuring of
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treatments designed to meet the vary-
ing individual needs of patients, and
the implementation of basic research
to define the nature of the disorder.

The panel alluded to several other
research needs, including the investi-
gation of treatment-resistant patients,
the investigation of combined pharma-
cologic and psychosocial treatments
for patients who have panic disorder
with and without agoraphobia, long-
term followup studies, investigations of
the mechanisms and processes of
change, and treatment studies with
panic disorder patients who have coex-
isting mental disorders.

Finally, the panel recommended that
NIMH mount an aggressive educa-
tional campaign to increase awareness
of panic disorder among clinicians, pa-
tients and their families, the media,
and the general public.

On November 13, 1991, NIMH
launched a 3-year panic education
campaign that includes the production
and dissemination of print and audiovi-
sual information materials for the lay
public, health care professionals, and
employers about the symptoms and
treatment of panic disorder. NIMH will

collaborate with professional societies,

mental health organizations, and the
media to achieve the goals of the
campaign.

The panel, convened in September
1991, was composed of experts in
psychiatry, psychology, cardiology, in-
temal medicine, and scientific method-
ology, as well as members of the
general public.

Free, single copies of the complete NIH
consensus statement on Treatment of
Panic Disorder may be ordered from
the Office of Medical Applications of
Research, National Institutes of Health,
Federal Building, Room 618, Bethesda,
MD 20892, telephone 301-496-1143.

WHO Begins Research
on Drugs and Sports

From cocaine to anabolic steroids, to
bloodboosting and human growth hor-
mone, compelling evidence exists that
the use of drugs at all levels of sport
activity is so widespread that it threat-
ens the safety, health, and longevity of
many athletes, according to the World
Health Organization (WHO).

In recognition of this widespread
problem, WHO has implemented a pre-
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liminary cross-cultural research initia-
tive to collect data that can be used to
develop substance abuse prevention
and education materials. The objec-
tives of the research project include
defining drug use patterns with respect
to different sports and sport activities,
identifying critical health and social
problems caused by the use of drugs
by athletes, and cataloguing current
national and international abuse pre-
vention policies and strategies.

No simple picture of global use has
emerged, but what limited research
has been done suggests that the prob-
lem of drug use poses a far greater
health hazard than most people have
imagined. Some adverse reactions to
anabolic steroids include cholesterol
increase, edema, risk of coronary ar-
tery disease, liver tumors, prostate en-
largement, testicular atrophy, and im-
potence. There is also evidence of an
increase in aggressive and combative
behavior (‘‘roid rage'’) by steroid us-
ers.

Limited surveys of athletes in Austra-
lia, Canada, ltaly, the United Kingdom,
and the United States, show that 6-20
percent of athletes questioned have
used some form of drug, excluding
alcohol and tobacco. On average, ap-
proximately 6 percent of those inter-
viewed had used one or more diuretic,
anabolic steroid, or stimulant within the
previous year.

One significant outcome of these
surveys was to illustrate that there are
numerous competitors who use a vari-
ety of drugs to aid their competitive
performance. It was shown also that to
some extent drug use affects both
sexes, all ages, all sports, and all
levels of competition.

There was clear evidence to show
that anabolic steroids have moved be-
yond athletic training and are now
being used by nonathletes for cosmetic
purposes. In a study conducted in
1988 among high school seniors in the
United States, 6.6 percent of all males
had taken steroids. Of this group, 35
percent did not intend to participate in
school-sponsored athletic programs,
and 26 percent cited personal appear-
ance as the primary motive for using
the drugs. Furthermore, the data indi-
cated that 38 percent had started us-
ing steroids by their 15th birthday.

With the immediacy of modern com-
munication technology and the signifi-
cance of sports and athletes as role
models for children and adolescents,
both in developing and industrialized

countries, international concern over
the prevalence and incidence of drug
use in sports has grown. World class
athletes are calling for blood testing as
a means of controlling doping in
sports.

Lower Back Pain, Bed Sores
Studied by AHCPR Experts

The Public Health Service’s Agency for
Health Care Policy and Research
(AHCPR) has formed a 23-member
panel of private sector health care
experts and consumers to develop clin-
ical practice guidelines for diagnosing
and treating lower back problems in
working-age adults.

At the same time, another AHCPR
expert panel has concluded that pain-
ful, potentially dangerous pressure ul-
cers—or bed sores—that affect a sig-
nificant number of patients in nursing
homes and hospitals, can be markedly
reduced by simple ‘‘low tech” proce-
dures.

One recent study estimated that the
cost of medical treatment alone for
lower back pain was roughly $18 bil-
lion a year. But diagnostic tests, work-
ers’ compensation payments, money
lost through reduced productivity, and
related expenses drive the true cost of
low back dysfunction much higher.

Diagnosing the cause of back pain
can be difficult, and there is disagree-
ment among physicians as to what
constitutes appropriate treatment.

The panel will focus on the diagnosis
and treatment of common low back
problems within the first 3 months of
symptoms, taking psychosocial, eco-
nomic, and legal issues into consider-
ation.

According to AHCPR Administrator
J. Jarrett Clinton, MD, who appointed
the panel members, one of its goals
will be to reduce the number of per-
sons disabled by low back problems by
recommending ways to improve treat-
ment of acute symptoms.

The panel includes practicing phy-
sicians, nurses, physical and occu-
pational  therapists, chiropractors,
researchers, and a consumer repre-
sentative.

The panel on bed sores advised
such procedures as checking patients’
skin daily and keeping incontinent pa-
tients dry. (Urine can lead to skin
breakdown.) In addition, the panel
said, immobile patients should be reg-
ularly turned or moved and properly



supported by pillows or foam. Mattress
overlays can be used to reduce pres-
sure.

Pressure ulcers occur when the skin
of bed- or chair-bound persons presses
against bony body parts, such as heels
or hips. Tissues can ulcerate down to
muscle and bone, sometimes causing
serious infections and requiring sur-
gery. Besides patients in nursing
homes and hospitals, many patients
cared for at home are affected.

The panel's recommendations for
preventing the development and wors-
ening of ulcerations include

e Aggressive assessment at the time
of admission for all bed- and chair-
bound persons;

* Periodic reassessment of persons
determined to be at risk of developing
pressure ulcers;

¢ Daily skin inspection and care for
at-risk persons including keeping skin
clean and well moisturized —to help
skin resist injury;

e Use of appropriate devices (such as
pillows, foam or air mattress overlays,
or air mattresses) and techniques
(such as frequent repositioning of bed-
and chair-bound patients) to help pre-
vent pressure; and

e A team approach, including educa-
tion programs on pressure ulcer pre-
vention for physicians, nurses, nurse
practitioners, geriatricians, physical
and occupational therapists, dieticians,
patients, families, and care givers.

According to the panel, bed or chair
confinement is only one risk factor in
developing pressure ulcers. Risk in-
creases with immobility; skin moisture
from urinary or fecal incontinence, per-
spiration, or wound drainage; nutri-
tional deficiencies; and reduced mental
awareness. High-risk patients include
hospitalized quadriplegics; elderly, hip-
fracture patients; other orthopedic pa-
tients (especially those with fractures);
and persons treated in critical care
units.

The 13-member guideline panel con-
sisted of physicians specializing in
geriatrics, dermatology, and family
practice; nurses in the fields of rehabil-
itation, gerontology, perioperative care,
enterostomal therapy, management,
and research; a bioengineer; an occu-
pational therapist; and a consumer
representative.

The guideline is the third issued by
AHCPR since March 5, 1992. The
others were for reducing acute postop-
erative pain and detecting and treating

urinary incontinence in adults. Like
these and other guidelines being de-
veloped under AHCPR sponsorship, its
purpose is to provide health care prac-
titioners with recommendations based
on expert opinion and a thorough re-
view of research on the topic of the
guideline.

Copies of ‘Pressure Ulcers in Adults:
Prediction and Prevention’’ and an ac-
companying quick reference guide
and patient guide may be obtained free
of charge from AHCPR Publications
Clearinghouse, P.O. Box 8547, Silver
Spring, MD 20907; telephone
1-800-358-9295.

PHS Reorganizes Policing
of Research Misconduct

The Public Health Service has estab-
lished an Office of Research Integrity
to deal with allegations of misconduct
in research funded by PHS.

The new office combines two exist-
ing PHS organizations into a single
entity reporting to James O. Mason,
MD, Assistant Secretary for Health of
the Department of Health and Human
Services (HHS) and head of the Public
Health Service.

The two existing organizations were
the Office of Scientific Integrity of the
National Institutes of Health and the
Office of Scientific Integrity Review.

A major feature of the new organiza-
tion is an opportunity for a scientist to
request an independent hearing if PHS
proposes to make a finding of research
misconduct. Such hearings will be con-
ducted by a panel appointed by the
HHS Departmental Appeals Board that
reports to the secretary of HHS and is
independent of the PHS.

The reorganization establishes a
separation of the investigative and ad-
judicative functions to assure an objec-
tive and fair process. Hearings will
provide an accused scientist access to
evidence presented by the PHS and
the right to be represented by an
attorney throughout the proceedings,
to question any witnesses presented
by the PHS, and to present witnesses
and evidence in rebuttal of the
charges.

Dr. Mason said, “The new organiza-
tion and the new policies that will flow
from it will not change the fundamental
principle that outside institutions re-
ceiving PHS research funds, such as
universities and medical schools, have

the primary responsibility for address-
ing allegations of research miscon-
duct.”

When PHS funds are involved in a
research misconduct investigation, the
institution must report its findings to
the PHS. In most circumstances, PHS
will not conduct its own investigation,
and will rely on the institution’s find-
ings.

The Office of Research Integrity will
have responsibility for dealing with al-
legations of research misconduct in all
research supported or performed by
PHS agencies. These include the Na-
tional Institutes of Health, the Alcohol,
Drug Abuse, and Mental Health Admin-
istration, the Centers for Disease Con-
trol, the Agency for Health Care Policy
and Research, and the Food and Drug
Administration. Because of its special
responsibilities as a regulatory agency
and its extensive investigative capac-
ity, FDA will continue to conduct its
own investigations of alleged miscon-
duct in FDA regulatory research under
its bio-research monitoring program.

Dr. Mason named as interim director
of the new office, J. Michael McGinnis,
MD, currently Deputy Assistant Secre-
tary for Health and Director of the PHS
Office of Disease Prevention and
Health Promotion.

HHS Adds $2 Million
to Grant Programs
for Minority Males

The Department of Health and Human
Services (HHS) is providing another $2
million for grants to support new
projects that will improve outreach and
assistance to minority males at high
risk of health and human service prob-
lems, bringing to $5 million the total
funding for the minority male grant
program in 1992.

Grants for minority male health and
human service efforts were awarded to
nearly 100 communities during 1990
and 1991.

“An extraordinary range of public
and private organizations have become
involved in these projects, and we are
eager to recruit even more partners in
this effort,” said Assistant HHS Secre-
tary for Health James Mason, MD, who
heads the Public Health Service.

The new funds will support three
types of grants:

1. 1-year grants of up to $20,000 will
support local conferences to enable
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service agencies and minority commu-
nity groups to exchange information
and develop strategies to assist minor-
ity male populations within their com-
munities.

2. 1-year grants of up to $50,000 will
support planning and development of
minority community coalitions that in-
tend to address specific health and
human service problems for defined
populations of high-risk minority males.

3. 3-year grants of up to $250,000
per year will support intervention
projects that will involve minority com-
munity coalitions in carrying out dem-
onstration projects intended to amelio-
rate public health, social, and related
problems that contribute significantly to
premature death or poor quality of life.

“This three-pronged approach gives
communities in various stages of readi-
ness & variety of tools with which to
organize their responses to the crisis
of health, education, and employment
that affects racial and ethnic popula-
tions, and minority men in particular,”
said Samuel Lin, MD, Acting Deputy
Assistant Secretary for Minority Health.

Projects may address health issues
such as alcohol and other drug abuse;
homicide, suicide, and unintentional in-
juries; HIV infection and sexually trans-
mitted diseases; or mental health prob-
lems. They also may address social
issues such as unemployment, under-
education, criminal backgrounds, child
abuse and neglect, homelessness,
teen-age pregnancy, or family dysfunc-
tion.

The grant program is jointly funded
by HHS’ Administration on Children
and Families, Health Care Financing
Administration, Social Security Admin-
istration, and Public Health Service. It
is administered by the Office of Minor-
ity Health within the Public Health
Service.

Population Growth Threatens
Natural Resources Renewal

Developing countries face the problem
of making economic progress using
natural resources and protecting the
environment at the same time: their
challenge is to sustain development
without outstripping their resources.
Achieving sustainable development
worldwide while alleviating environ-
mental stress is the focus of a new

report on the environmental impact of -

population growth and the effects of

608 Public Health Reports

increasing consumption of natural re-
sources.

“The Environment and Population
Growth: Decade for Action,” a publi-
cation of the Johns Hopkins University,
describes the consequences of rapid
population growth on forests, topsoils,
water supplies, and world climate.
While growing populations require in-
creasing amounts of food, water, and
energy, their increasing consumption
and poliution reduce nature’s produc-
tivity, allowing no time for resources to
renew themselves or for technological
improvements to take hold, according
to the report.

“Current consumption may be dimin-
ishing nature’s future productivity—not
just exhausting current supply but also
stealing from our children,” according
to the report, which calls for concerted
efforts to clean up pollution, to pre-
serve natural areas and resources, and
to minimize further environmental dam-
age.

People in developed countries com-
prise less than a quarter of the world’s
5.4 billion population, yet they con-
sume roughly three-quarters of its raw
materials and energy and produce
three-fourths of its solid wastes, the
report notes. At current rates of
growth, 95 percent of all persons born
in the next 35 years will be born in
developing countries, however, creat-
ing the potential for further environ-
mental damage as they strive to im-
prove their standard of living.

A key component of sustainable de-
velopment is to slow population growth
by helping couples to limit their family
size. If fertility were to decline from its
1992 level of 3.4 children per woman,
and a 2-child family became the norm
during the next century, world popula-
tion would stop growing at fewer than
9 billion persons. Instead, if a family of
2.5 children eventually became the
norm, world population would grow to
19 billion in 2100 and continue to
grow.

To stop world population growth at
12 billion—which is more than twice
the current level—family planning ser-
vices will have to serve 50 percent
more couples in developing countries
by the year 2000, according to the
report. Such a goal is attainable be-
cause an estimated one in five couples
in developing countries already wants
to limit or space births but are not
using family planning services.

" Already signs of environmental strain
are appearing. Populations in 80 of

130 countries are growing at serious or
critical rates, according to the report.
Those 130 countries face critical or
serious environmental problems in an
average of 4 of 10 environmental qual-
ity categories. The report appears in
the May 1992 issue of Population Re-
ports, a journal published by the
School of Public Health’s Population
Information Program five times a year
in four languages for more than
150,000 health care and family plan-
ning professionals worldwide, with sup-
port from the U.S. Agency for Interna-
tional Development.

Copies of Population Reports, Volume
20, Number 2, may be obtained from
Sharon Rippey, Johns Hopkins Univer-
sity, School of Hygiene and Public
Health, 615 North Wolfe St, Room
1605, Baltimore, MD, 21205; tel. (410)
955-7619.

Secretary Announces 1993

.Competition for Students

of the Health Professions

Secretary of Health and Human Ser-
vices Louis W. Sullivan, MD, has an-
nounced the 11th annual national com-
petition among students of the health
professions for The Secretary’s Award
for Innovations in Health Promotion
and Disease Prevention.

The 1993 competition is open to
students enrolled in baccalaureate or
higher degree programs affiliated with
the Federation of Associations of
Schools in the Health Professions, co-
sponsors of the competition.

Entries will consist of a 2,500-word
proposal for an innovative project, in-
cluding an abstract, and a cover sheet
endorsed by the appropriate dean or
designated faculty member. The dead-
line for submission to the faculty ad-
visor or other designated person is
April 15, 1993.

Information on the competition may
be obtained from the dean or head of
the program of the participating aca-
demic institution. Awards for the first
through . third prizes are $5,000,
$4,000, and $3,000. Seventeen other
awards of $300 are to be made.
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