for it. This is an important message of
hope.

Joseph H. Beitchman
Professor and Head
Division of Child Psychiatry
Department of Psychiatry
University of Toronto
Toronto, Ont.
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[The book reviewer responds:]

wo of Joseph Beitchman’s as-

sumptions with respect to my
book review, “Berries for Brains,” are
particularly striking: first, that I “missed
the point” of berry-picking as a way of
“connecting” and, second, that I do not
accept the reality of mental illness in
children.

Of course mental illness in children
exists; it can in any one of us. And the
experiences of Fish can be early signs of
it, too. They can also be signs of nutri-
tional deficiencies, a strong need for
physical exercise, or an unsupportive
learning environment, to name a few
examples. A responsible book about
mental health in children ought to
question more than one of these possi-
bilities.

Likewise, berry-picking (or fishing)
can be a way for people to connect.
Catch A Falling Star, though, clearly
suggests otherwise: it “exercises brain
parts?” Would we suggest this in all se-
riousness to a respected peer?

There are other components to
Beitchman's argument that I must chal-
lenge. One is his use of the word
"symptoms,” which suggests anticipa-
tion of oncoming disease and denies the
reality that young minds are vulnerable
to what we expect. Another is the idea
that children suffering from mental ill-
ness have no idea why they feel the way
they do. I dare say this supposition un-
derestimates the inner resources of
children.

Beitchman states there are no simple
prescriptions. Ironically, this was part
of the point my review was making. We
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do no service to children by teaching
them that healthy minds are as simple
as happy trips to special doctors; to the
contrary. And although I agree that
messages of hope are paramount, what
inspires hope is highly subjective.
There’ll be more than a “small group of
children” reading this book, many of
which may not find the idea of a “sick
brain” very encouraging.

Jessica Mendes
Toronto, Ont.
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Opt-out prenatal HIV
testing in Newfoundland
and Labrador

We read with interest the conclu-
sions of a recent research letter
by Ari Bitnun and coauthors' and the
supporting commentary by Kathleen
Steel O’Connor and Susan MacDonald.?
Although we concur with the recom-
mendation for prenatal HIV screening
on an opt-out basis, both articles seem
to imply that this is not being offered in
Canada. In fact, Newfoundland and
Labrador was the first province in the
country to recommend routine prenatal
HIV testing in 1992 and also to intro-
duce it on an opt-out basis in 1997.

Based on a province-wide anony-
mous prenatal HIV prevalence study,’
in 1992 the Department of Health rec-
ommended that HIV testing be consid-
ered as part of routine prenatal care.
During 1993, it was estimated that
nearly half of pregnant women in the
province underwent HIV testing, rising
subsequently to two-thirds. A second
prevalence study in 1996 indicated that
HIV testing done on a voluntary basis
might not include all those at risk for
HIV. Consequently, in 1997 HIV test-
ing was introduced across the province
on an opt-out basis (long before such a
recommendation was made by the US
Institute of Medicine?). Currently, 94%
of pregnant women are being screened
for HIV status (internal data).
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Since 1992, our prenatal screening
program has identified a few HIV-
positive pregnant women, with no cases
of vertically transmitted HIV infection
in children born after 1994. However,
our province has a low HIV prevalence;
therefore, prenatal screening on an opt-
out basis may be more effective and
beneficial in populations with a higher
prevalence.

Christa L. Mossman

Department of Family Medicine
Memorial University of Newfoundland
St. John’s, Nfld.

Samuel Ratnam

Newfoundland Public Health Laboratory
St. John’s, Nfld.
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[The authors of the commentary
respond:]

Ithough we thank Christa Moss-

man and Samuel Ratnam for their
response to our commentary,' we feel
that we did not imply that opt-out
screening is not being done in Canada.
In fact, we used statistics from Alberta
as an example of the increased rates of
screening that can be achieved if an
opt-out approach is taken.

We have found policy to be a crucial
determinant of screening. In the report
of our 1997/98 national survey of
physicians, we showed that the highest
proportion of physicians reporting that
they “always or almost always” screened
for HIV in pregnancy were those prac-
tising in Newfoundland, the only
province which then had a policy of
routine screening with an opt-out op-
tion.? Indeed, based on the experiences
of Newfoundland and Alberta, we be-
lieve that routine screening with the



option to opt out would achieve the
highest rates of screening while pre-
serving the right of the individual to
refuse an HIV test.

Kathleen Steel O’Connor

Kingston, Frontenac and Lennox &
Addington Health Unit

Kingston, Ont.

Susan E. MacDonald

Family Medicine Centre

Kingston, Ont.
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Disclosure in research ethics

he issue of disclosure of decisions

made by research ethics boards
(REBs) is worthy of extended debate.!
The US Food and Drug Administra-
tion (FDA) is soliciting public com-
ments concerning the issue of institu-
tional review board (IRB) “shopping” in
anticipation of formulating a rule to ad-
dress this issue.?

Disclosure of REB decisions should
be made public through mandatory
registration of trials in a publicly acces-
sible register. In the US, for example,
trial registration may involve Web-
accessable registers such as www.
clinicaltrials.gov. This kind of register
should contain a hyperlink to a page
where REB decisions would be
recorded.

If the decision of an REB is one of
disapproval, it should provide the rea-
sons for the decision in one or more of
the following categories: social and sci-
entific value, scientific validity, fair sub-
ject selection, favourable risk-benefit
ratio, informed consent and respect for
potential and enrolled participants.’
Entries in a category may be limited to
a specified number of words.

Accessible information will enable
REBs to consider the decisions of other
committees at the time of initial or con-

Letters

tinuing review of clinical trial protocols,
and such disclosure will also serve the
interests of potential trial participants
and the general public. The case for

trial registration has been summarized
by Tonks.!

Howard Mann

Program Associate
Division of Medical Ethics
School of Medicine
University of Utah

Salt Lake City, Utah
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[The author responds:]

l I oward Mann’s reply to my article'
contributes to the discussion

about IRB “shopping,” and his ideas are
very intriguing. His argument in favour
of public access is important, but I
wonder if the system should be fully
publicly available.

Whatever mechanism Canada
adopts in creating a centralized REB
system, I believe it must be based on
promotion of the public’s interest, in-
cluding the protection of our country’s
involvement in international pharma-
ceutical trials. Our national regulatory
authority, Health Canada’s Therapeu-
tic Products Directorate, will need to
determine if a trial registry with
mandatory public disclosure rules, as
opposed to more limited mandatory
disclosures among REBs, will nega-
tively influence decisions to proceed
with trials. Issues of intellectual prop-
erty will likely be raised and may reduce
Canadian trial activity, thereby influ-
encing the number and kinds of phar-
maceutical drugs or devices available in
the longer term.

If mandatory public disclosure

would reduce Canada’s involvement in
trials, then we may want to concentrate
our efforts on other mechanisms to
protect the public interest with respect
to the conduct of clinical trials.

That being said, if the FDA were to
legislate the system described by Mann,
smaller countries with less market share
potential would find it easier to adopt a
similar system; such an action by the
FDA would probably influence spon-
sors” acceptance of that regulatory prac-
tice. Given that international pharma-
ceutical trials often involve both the US
and Canada, sponsors would likely ac-
cept harmonized regulatory practices
with respect to public disclosure.

Lorraine E. Ferris

Associate Professor

Department of Public Health Sciences
Faculty of Medicine

University of Toronto

Toronto, Ont.
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Breast is best
for more than 6 months

he trial reported by Cindy-Lee

Dennis and coauthors' will un-
doubtedly help clinicians and public
health professionals to choose effective
interventions to prolong the duration of
breast-feeding. Nevertheless, we would
like to provide a clarification regarding
the authors’ advice, which is based on
recommendations of the Canadian Pae-
diatric Society (CPS)* and the American
Academy of Pediatrics (AAP)

In 1998, the CPS, Dietitians of
Canada and Health Canada recom-
mended that “breastfeeding may con-
tinue for up to 2 years of age and be-
yond.” The AAP’ recommends that
breast-feeding “continue for at least 12
months, and thereafter for as long as
mutually desired.” Nowhere in these
recommendations is there a suggestion
that breast-feeding should last only 6
months. Exclusive breast-feeding is rec-
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