
Table 4. Numbers in the sample in each of the pass-fail
classifications on the comprehensive work measure and

national examination

National examination
Work measure
composite Fail Pass

Pass .......... 6 58
Fail .......... 15 21

age of minimally competent practitioners who
should be able to perform correctly each step of the
practical examination. On the written examination,
judges responded directly to the examination items.
These percentages were then averaged across
judges and items (steps) to arrive at the passing
score.
Table 4 shows that there was a 73-percent correct

classification of 100 persons taking both the written
and all of the practical examinations. (Some attri-
tion had occurred in the 128-person sample, due to
missing data on one of more of the performance
measures.) Correct classification would mean that
both the practical and written examinations were
passed or both failed. This percentage seems satis-
factory, and it reflects the significant correlation
between the written examination and the work per-
formance measures.

Since passing points for the written and practical
examinations were arrived at independently, and
without explicit consideration of the proportion of
the sample that would pass or fail each examination,
a larger proportion of the sample "failed" the prac-
tical than "failed" the written. The differing pass-
fail marginal distributions explain the seemingly
large percentage of all persons who failed the prac-
tical, but passed the written. Were the passing point
on the work performance measures lowered to fail

the same proportion of examinees as the written,
the number of persons in the lower right-hand quad-
rant would also decrease.

Conclusions

There is a significant, but not perfect, level of
correlation between the written examination and
the practical job-related examination which should
be indicative of job success.
The procedures used to develop and validate the

written credentialing examination in environmental
health should assure registration agencies that they
have valid and legally defensible examinations with
which to register or credential environmental health
personnel.
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Synopsis .....................................

With the passage of the Omnibus Reconciliation
Act and the establishment ofthe block grant system
in 1981, responsibility for the direction of many
public health programs shifted from Federal to
State government. This shift, coupled with funding
cutbacks and the constraints of the current eco-
nomic status of the country, has had an impact on
the ability of the service delivery network to main-
tain service delivery programs.

In the implementation of the Maternal and Child
Health (MCH) Services Block Grant, collaboration
among service, research, and training programs
has been emphasized as an essential component to
respond to the needs of service agencies and to
provide relevant field experience for public health
students.

A program of projects centered on joint collab-
oration and support is described in this paper. Two
of the 13 projects implemented over a 2-year period
are highlighted.

In 1981, the MCH Collaborative Studies Program
was established, linking Columbia University
School of Public Health, the New York State
Health Department, and MCH service providers in
New York City in an effort to identify underserved
MCHpopulations, assess the impact offunding cut-
backs, and define new strategiesfor service delivery
programs. Graduate research assistants are as-
signed to participating agencies to coordinate the
activities of each project.

A MENDMENTS TO TITLE v of the Social Security
Act in 1981 provide for the Maternal and Child
Health (MCH) Services Block Grant, which con-
solidates several existing categorical programs into
one entity. The programs are Maternal and Child
Health Services (Title V), Crippled Children Ser-
vices, Disabled Children's Services, Hemophilia,
Sudden Infant Death Syndrome, Prevention of
Lead Based Paint Poisoning, Genetic Diseases, and
Adolescent Health Services (1).
A total of 85 percent of the appropriated funds are

allocated as grants to States to conduct these pro-
grams. The remaining 15 percent of the funds are
retained at the Federal level to provide a national
focus and to support a program of Special Projects
of Regional and National Significance (SPRANS).
SPRANS includes projects for the development of
new or improved services, services to meet special
needs, development of regionalized or multi-State
programs, studies related to identification of needs
and methods for meeting them, technology devel-
opment and transfer, limited purpose programs for
development, and dissemination of information,
training, and research.

Thus, while MCH block programs in each State
provide the core of service programs, SPRANS
provides the flexibility to focus on problems or is-
sues, to support developmental programs, and to
develop resources through research, demonstra-
tion, or training.

Collaboration between maternal and child health
service and research and training programs has
been emphasized as an essential component to re-
spond to the needs of service agencies and to pro-
vide relevant field experience for trainees. Hence, it
is not surprising that mutual interests and concerns
have led to the development of a collaborative effort
joining students, faculty, State health department
officials, and MCH service providers in a team ap-
proach to problem solving in New York State.

Funding cutbacks over the past few years and the
constraints of the current economic status of the
region together have had an impact on the ability of
the MCH service delivery network to maintain ser-
vice delivery programs. Since 1981, the Center for
Population and Family Health, Columbia University
School of Public Health; New York State Health
Department; and Medical and Health Research As-
sociation of New York have undertaken 13 projects
collaboratively. The purpose of these projects is to
identify underserved MCH populations, assess the
impact of funding cutbacks, and define new strate-
gies for service delivery programs. The focus of
these special projects has been in New York City
for a 2-year period.

This program has resulted in (a) the conduct of
eight special MCH studies, (b) the preparation of
three special reports and background papers, (c) the
administrative coordination of two MCH-related
projects, (d) the co-authorship of selected papers,
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(e) the development of new preceptorships, and (f)
team teaching efforts.

Maternal and Child Health Status Indicators

The current status of mothers, children, and fami-
lies, along with many related issues of maternal and
child health service delivery, has been reviewed
extensively in the four volumes of "Better Health
For Our Children: A National Strategy," the Report
of the Select Panel for the Promotion of Child
Health, (2). Any attempt to deal with these health
care needs must face the issues examined in detail
by the panel. In New York City, evidence has been
marshaled that documents the needs of children and
their families in a Foundation for Child Develop-
ment publication, "The State of the Child: New
York City II" (3).
Between 1970 and 1980, there was a significant

change in the status of children in the State, accord-
ing to the New York State Council on Children and
Families. In 1970, this population decreased to 5.6
million (32 percent of the total population). In New
York City, there was a decrease of 3 percent over
the same 10-year period. There were 317,153 live
births in 1970, for a rate of 17.3 per 1,000 population
in New York State. By 1980, the number had de-
creased to 239,003, for a rate of 13.3 as compared
with a national live birth decrease from 18.4 in 1970
to 16.2 in 1980. In New York City, there was a
decrease from 18.9 in 1970 to 15.1 in 1980.
The majority of the State's population under 21

years is white. By contrast, the majority in New
York City is nonwhite. Minorities constitute a
larger percentage of the population in New York
State than in the nation as a whole.

In New York State, there were more children
living in poverty in 1980 than in 1970. More than
half of these children lived in New York City.
Nearly one in every five children in New York State
lived below the poverty line in 1980, as compared
with one in three children in New York City.

Poverty status is related to family composition.
Nearly half of all single-parent families headed by

women were below the poverty line in 1980.
Twenty-two percent of the persons under 18 in New
York State were living in these households in 1980,
as compared with 13 percent in 1970. More children
were living in single-parent families headed by
women in New York City (30.9 percent) than in the
rest of the State (12.7 percent) (4).
The percentage of mothers with less than a high

school education slowly decreased from 1978 to
1980, but the disparity is significant between New
York City (32.6 percent) and the rest of the State
(16.1 percent). The infant mortality rate in New
York State is lower than in the past. In 1981, the
rate was 12.3 deaths per 1,000 live births, as com-
pared with a rate of 19.5 in 1970. According to the
New York State Department of Health's Bureau of
Health Statistics, the infant mortality rate in New
York City was 14.5 in 1981, compared with 10.6 for
the rest of the State. This was principally accounted
for by the larger percentage of nonwhite births and
the higher mortality rates among nonwhite infants
(4).
The disparity between whites and nonwhites has

not been greatly affected, with nonwhites having an
infant mortality rate consistently higher. While the
average infant mortality rate in 1981 was higher in
New York City than the New York State average,
the following rates in certain low income, minority
areas of the city demonstrate the disparity.

Per 1,000
Area live births

Central Harlem-Manhattan .......... ........... 21.1
Tremont-Bronx ...................... ......... 22.3
Bedford Stuyvesant-Brooklyn ........ .......... 25.1
New York City Average ........... ............ 14.5
New York State Average .......... ............ 12.3

SOURCE: New York State Health Department, Improved
Pregnancy Outcome Project.

It appears that the timely use of prenatal care
services was decreasing from 1976 to 1979 and
leveled off from 1979 to 1981. In 1976, 7.2 percent of
women had late or no prenatal care as compared
with 10.1 percent in 1979 and 10 percent between
1979 and 1981. By age, the highest percentage of
late or no prenatal care was among the under-17
population (5).
Review of these indicators and the 1981 Report of

the Governor's Conference for the Prevention of
Developmental Disabilities and Infant Mortality (6)
sparked the establishment of our program.

Program Approach and Activities

The MCH Collaborative Studies program fea-
tures two components: the MCH special studies and
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projects, aimed at the analysis of selected MCH
problems and the development of relevant protocols
for program monitoring, and the education compo-
nent designed to provide MCH students with sub-
stantive experience in program planning, adminis-
tration, policy- and decisionmaking, and evaluation.
The program has three objectives:

* To coordinate efforts to address State MCH prior-
ities in service, research, and training.
* To increase the resources for effective collection,
analysis, and use of information and data.

* To improve the quality of and increase the oppor-
tunities for MCH students to earn substantive ex-
perience in MCH programs.

The projects and studies are undertaken on the
basis of the priorities established by the collaborat-
ing institutions each year. The projects undertaken
between 1981 and 1983 are outlined in the accom-
panying box.
The program began with a request from the New

York State Health Department for MCH students to
assist in the implementation of three short-term

MCH Collaborative Projects, 1981-83

Collaborating Collaborating
Special projects agencies Special projects agencies

Maternal and Child Nutrition

Assessment of family
planning/nutrition programs
Comparative analysis of nutrition
counseling methods in WIC
programs

NYSHD/NYCRO,
CPFH/CUSPH
NYSHD/NYCRO,
CPFH/CUSPH

Maternal/Perinatal Health

Analysis of patient origin data for
program planning and evaluation at
2 MIC Centers
Assessment of MIC Infant follow-up
programs and development of
criteria for formalized procedures
for follow-up infant referrals after
birth

Administrative coordination of the
activities of the Steering Committee
to Promote Breastfeeding in New
York City
Analysis of birth tape data to
identify populations at greatest risk,
the source and nature of prenatal
care to develop strategies for
targeting services in Central Harlem

NYSHD/NYCRO,
MHRA,
CPFH/CUSPH
NYSHD/NYCRO,
MHRA,
CPFH/CUSPH

NYSHD/NYCRO,
MHRA,
CPFH/CUSPH

NYSHD/BMCH,
NYSHD/NYCRO,
CPFH/CUSPH

Child Health

Preparation of a background paper
on school health services
evaluation methodology

NYSHD/NYCRO,
CPFH/CUSPH

Child Health-continued

Preparation of an annotated
bibliography identifying variables
which impact on utilization of
health services
Data collection, analysis and report
preparation of principal and
teacher surveys in a school health
utilization study
Design of a protocol for and
conduct of site visits to 7 Children
and Youth Projects in New York
City. The protocol focuses on
project physical plant, fee
assessment policy and procedures,
and grant reporting requirements
Analysis of dental health needs of
school aged minority children in
New York City
Analysis of inter-organizational
relations of public, private, and
voluntary agencies serving the
developmentally disabled in New
York City

Other

Design of an MCH advocacy and
policy action project

WRI,
NYSHD/NYCRO,
NYSHD/BMCH,
CPFH/CUSPH

WRI,
NYSHD/NYCRO,
NYSHD/BMCH,
CPFH/CUSPH

MHRA,
NYSHD/NYCRO,
CPFH/CUSPH

NYSHD/BMCH,
NYSHD/NYCRO,
CPFH/CUSPH,
NYSHD/NYCRO,
NYCHD,
CPFH/CUSPH

NYSHD,
CPFH/CUSPH

NOTE: NYSHD/NYCRO = New York State Health Department, New York City
Regional Office. CPFH/CUSPH = Center for Population and Family Health, Co-
lumbia University School of Public Health. MHRA = Medical and Health Research
Association of New York. NYSHD/BMCH = New York State Health Department,
Bureau of Maternal and Child Health. WRI = Welfare Research, Inc. NYCHD =
New York City Health Department.
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projects in 1981. After 6 months, both the State
health department staff and the Columbia MCH
faculty agreed not only that the projects were suc-
cessful, but also that the approach had even greater
potential. Consequently, the program was ex-
panded, other agencies were invited to participate,
and a natural partnership evolved. It should be
noted that several students have co-authored, to-
gether with agency staff and faculty, papers for
presentation at professional meetings and for publi-
cation. As a result, their work has become known to
agency staff and their presence welcomed in most
cases.
Each year, MCH students are interviewed for

graduate research assistantship (GRA) positions,
and six students are selected annually. Every at-
tempt is made to match the GRAs' interests with
project priorities. Each GRA is assigned to work
with a preceptor from the agency. In several cases,
students who are not GRAs have been assigned to
work on projects in a work study capacity.

Project proposals and workplans are drafted by
the GRAs, preceptors, and faculty jointly. Where
appropriate, several faculty members provide tech-
nical assistance on project design. The projects and
special studies usually require 1 year for comple-
tion. The GRAs are responsible for carrying out the
project. In the case of a study, this includes data
collection, analysis, and preparation of a final re-
port. Agency staff and faculty work closely with the
GRA in all aspects of the project, but the major
responsibility in most cases is the GRA's. Those
who are assigned to coordinate a project have had
considerable responsibility. Their role has included
administrative coordination, grant writing, staffing
committees, and preparation of committee reports.
The responsibility of supervising the graduate re-

search assistants is shared between agency staff and
MCH faculty. Regular meetings are held jointly to
review progress on each project and to discuss
problems encountered. The 1-year time frame for
each project allows time for GRAs to become
oriented to the agency as well as to complete aca-
demic requirements in a timely fashion. Data collec-
tion in some cases has presented a problem because
of difficulties in gaining access, particularly when
medical records are reviewed.
Upon completion of each project, a report con-

taining results and recommendations is drafted by
the GRA. Both agency staff and MCH faculty re-
view the draft and make comments for the final
report.
The project reports have been used by the par-

ticipating agencies in several ways. For example,

the results of the comparative analysis of nutrition
counseling methods in WIC programs provided the
information necessary to make administrative deci-
sions regarding the type of counseling that is most
satisfactory to clients. The protocol for conducting
site visits to Children and Youth projects was de-
veloped and field tested by the GRA and was subse-
quently adopted for agency use. The analysis of
dental health needs of school-age minority children
provided baseline information for the development
of a health education program.
The program is funded jointly by the New York

State Health Department, which provides support
for the graduate research assistants, and the Center
for Population and Family Health, Which provides a
tuition waiver for each of the GRAs.

Highlights of Collaborative Projects

The purpose of these projects has been to identify
underserved populations, assess the impact of fund-
ing cutbacks, and define new strategies for service
delivery programs. The following highlights demon-
strate the different approaches and priorities.

Access to prenatal care in Central Harlem. The pur-
pose of this study was to identify patterns of hospi-
tal use and prenatal care among pregnant women in
the Central Harlem Health District (CHHD) that
may affect the pregnancy outcome. In 1981, there
were 1,603 births to CHHD women; the infant mor-
tality rate was 21.1 per 1,000, as compared with 14.5
for New York City. Phase 1 of the study was de-
signed to examine hospital use by CHHD women
for deliveries; prenatal care in CHHD by provider;
age and area of residence of the mother; and related
variables, including adolescent pregnancy, spon-
taneous fetal delivery, low birth weight, and infant
mortality by health area in CHHD, using birth tape
data.

Sixty-three percent of all the deliveries in CHHD
in 1981 were to women who received early to
middle-stage prenatal care. One-third (34 percent)
received late or no care. Analysis of data on the
1,426 deliveries made in the five most utilized hospi-
tals further revealed the following:

Inception of Percent of
prenatal care deliveries

Early or middle stage .......................... 61.6
Late ...................................... 15.6
None ..................................... 19.2
Unknown .................................... 3.6

SOURCE: New York State Health Department, Improved
Pregnancy Outcome Project.
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More than two-fifths (42 percent) of CHHD
women with late prenatal care deliver at Harlem
Hospital. And nearly 75 percent of CHHD women
who had no prenatal care use that hospital, con-
stituting nearly half the population of the hospital's
deliveries that had no care. In only one of the other
four hospitals, St. Luke's-Roosevelt, did CHHD
deliveries with late or no prenatal care impact upon
the percentage of total deliveries in those categories
greater than 10 percent. For that hospital, the
figures are 14 percent with late care and 16 percent
with no care. (7).

Phase II of this project will be completed by an-
other GRA. The hospital records of women deliver-
ing during the study year will be reviewed to deter-
mine the site of prenatal care and the number of
visits during each trimester. These data will be used
by the State health department staff to determine
priority areas for targeting services and need for
new types of services.

Breastfeeding promotion in New York City. Al-
though the rates of breastfeeding have been rising
nationally since 1970, low-income Hispanic, black
and Southeast Asian women have significantly
lower rates than white women. A recent study un-
dertaken by the New York City Department of
Health found that only 20.6 percent of babies dis-
charged from maternity and newborn services were
being breastfed, and an additional 9.5 percent were
being fed a combination of breast milk and formula.
The Steering Committee to Promote Breastfeed-

ing in New York City was formed in May 1982
initially to discuss infant feeding patterns in New
York City and the need for more mothers to make
the informed choice to give their babies the benefits
of being breastfed. The need was recognized for a
committee to take on the task of organizing and
implementing specific strategies to promote breast-
feeding. Based upon available evidence and the
members' own considerable experience, the steer-
ing committee developed a comprehensive program
to address this need. A graduate research assistant
was assigned to coordinate the committee's ac-
tivities administratively for a 2-year period.

Primarily, there was a consensus, confirmed by a
review of the published literature, that a basic lack
of information among both lay people and profes-
sionals concerning the benefits of breastfeeding ac-
counted for the low rates in New York City. Lack of
support for women who wished to breastfeed, to-
gether with antiquated maternity facility practices,
were thought to be factors which contributed to the
low rates. The committee agreed that the specific

barriers to successful breastfeeding were lack of
knowledge and subsequent lack of emphasis on
breastfeeding in professional training programs;
hospital policies that do not lend themselves to the
promotion of breastfeeding; prenatal and postnatal
clinics that do not emphasize the importance of
breastfeeding; and the pervasive notion that breast-
feeding in public, at work, or elsewhere is not
"normal," acceptable, or important.

Six groups were formed to address these barriers.
A research group, using existing studies and data,
has prepared several background papers on analysis
of trends and issues related to infant feeding prac-
tices.
The project of the professional education group is

to provide information for health professionals in
hospitals on infant feeding choices and breastfeed-
ing.
A set of guidelines for hospitals that would en-

courage and support early postpartum breastfeeding
is being developed by the hospital practices group.
Rooming-in and modifications in the staffing pat-
terns of obstetrical units are the two major foci.
The prenatal and postpartum care task group is

working on the development of recommendations
and materials for facilities that provide health care
prenatally and postnatally. The materials are de-
signed to supply information to health providers and
to mothers.
The public policy and legislative group monitors

public and legislative issues as they relate to infant
feeding and breastfeeding. One objective of this
group is to develop guidelines for employers that
will assist working women in gaining the right and
physical possibility to breastfeed at work.
A public information group is working to create a

more positive image and increased acceptability for
breastfeeding through the media and posters in pub-
lic places (8).

Discussion

In 1980, the Select Panel for The Promotion of
Child Health noted a need to review the extent to
which funds drawn from MCH programs were used
to generate appropriate and useful evaluation re-
search conducted by or for the States in order to
improve the quality of MCH services they provide.
It was recognized by the panel that one of the major
reasons there has been so little change and im-
provement in the public program delivery system at
the State level during the past few decades has been
the lack of critical study at that level. The panel
urged that special priority be given to developing a
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range of new health outcome measures in order that
the value and impact of services could be measured
(2).
Although State governmental agencies often have

professionals on staffwho are trained to design such
studies, these professionals have numerous ad-
ministrative responsibilities, and few can therefore
devote the full amount of time necessary for such
evaluation research efforts. With the advent of
block grants to the States replacing categorical Fed-
eral grants, it is likely that this situation will persist
into the foreseeable future, as State priorities must
be concerned with developing the mechanisms for
administering the block grants.
As the direction of government has shifted from

Federal to State, thus enhancing the role and re-
sponsibility of States, State health services evalua-
tion and research has an obvious contribution to
make in helping to evaluate the effectiveness of
services to avoid unnecessary complexity and du-
plication. Similarly, health policy analysis can lend
more coherence to the diversity of publicly financed
programs for mothers and children, particularly, in
these times of shrinking financial resources.
While the nature and extent of linkages between

State service providers and schools of public health
remain to be specified, we propose the arrange-
ments described above as a model for such linkages.

In the coming years, it will be imperative to
explore a broader range of possibilities for collab-
oration between schools of public health and State
health departments. It has been suggested that State
health department personnel will need to develop
further skills in business and accounting, particu-
larly in cost benefit analysis; in advocacy, to be able
to mobilize support more effectively for the needs
of mothers and children; in public administration,
with a focus on understanding the process of gov-
ernment and how to use it; and in epidemiology as it
relates to policy relevant research (9). These skills
will be required to conduct needs assessments to
target resources and monitor the effects of cut-
backs. Further, it will be necessary for States to
develop a research base in MCH. The role of
schools of public health in the provision of training
and transfer of technology to meet these needs can-
not be underestimated. The accomplishment of
such collaboration requires a reassessment of the
methods used in training and technology transfer in
the past. Building upon the traditional role of the
State health department as a source of practical
learning experiences, models of collaboration
should be tested further and institutionalized.
With the decreasing financial resources for both

schools of public health and State health depart-
ments, new "bartering" options will have to be
explored. The supervision of public health students
in the State health department necessitates staff
time to provide orientation and oversight of stu-
dents while they implement the projects to which
they are assigned. Since there is no reimbursement
for the hours the person spends in this activity,
agreements should be developed that exact faculty
time for collaboration and consultation on these
projects. This would assure a team approach to
project development, ensure adequate student
supervision, and provide needed faculty consulta-
tion at little cost.

Conclusion

Collaboration between the State health depart-
ments and schools of public health can mutually
strengthen the educational objectives of the schools
and the planning and evaluation of health preven-
tion and health promotion services and activities.
Such joint efforts can be successful when they are
designed to meet objectives that are agreed upon
mutually and when they are supported jointly. In
view of the adjustments that have occurred in public
health in the past few years, it is timely to design,
implement, and assess new and cost-effective col-
laborative models.
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Synopsis .....................................

Tuberculin skin testing is an accurate, inexpen-
sive screening procedure for detecting tuberculosis
infection. The return visit needed to interpret the
reaction is inconvenient, costly, and may contribute
to under-utilization ofthe test. Although some clini-
cians ask patients to read their own purified protein
derivative (PPD) test results, patient accuracy and
the degree of teaching needed to learn this skill are
unclear.

This study evaluated the accuracy with which 145
outpatients read their own Mantoux skin test (PPD)
reactions and reported by postcard after brieftrain-
ing by nurse practitioners. A total of 89 instructed
patients returned postcards and also returned for
clinician readings; 46 submitted postcards without
returning; 7 returned but did not complete post-
cards; and 3 neither returned postcards nor re-
turned for readings. Ten of 135 postcards were un-
interpretable.

For 81 subjects with both interpretable tuberculin
self-assessment postcards and clinician readings,
overall PPD classification agreement was 88 per-
cent; Kappa, = +0.905 (P < .001). Compared to
clinician readings, I of53 patients falsely reported
a positive reaction (10 mm) and 2 of 25 patients
falsely reported negative PPD readings (0-4 mm).

There was 100 percent agreement between post-
card readings and clinician classifications in a sub-
group ofpatients (N = 26), prospectively identified
by nurse practitioners as capable ofaccurate tuber-
culin self-assessment. Inter-clinician reading agree-
ment (N = 37) was 89 percent; Kappa, = +0.943
(P < .001).

The brief standardized teaching protocol de-
scribed can enable most patients to measure and
report their PPD results. Study results suggest that
postcard reports, especially negative ones, from a
subgroup of patients selected for their skill in
measuring their initial PPD wheal and ability to
paraphrase instructions, might be substituted for
clinician readings.

TUBERCULIN SKIN TESTING, A WIDELY ACCEPTED

SCREENING procedure for detecting tuberculosis in-
fection, is recommended on entry into the health
care system for selected high-risk patients (1-4).

Periodic purified protein derivative (PPD) tubercu-
lin testing is also used in surveillance of negative
persons likely to be exposed to tuberculosis (5).
Despite these recommendations, tuberculin skin
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