
West Nile Virus—
Multiple Modes of Transmission

A B S T R A C T S  &  C O M M E N T A R Y

Synopsis: Two means of transmission of West Nile virus are newly
described—sharps injury and transplacental infection.

Sources: CDC. Laboratory-acquired West Nile virus infections—United
States, 2002. MMWR Morb Mortal Wkly Rep. 2002;51:1133-1135; CDC.

Intrauterine West Nile Infection—New York, 2002. MMWR Morb Mortal
Wkly Rep. 2002;51:1135-1136.

Two microbiologists became infected with west nile virus
in the course of their work. One developed a febrile illness

without clinically evident encephalitis after lacerating his thumb
while removing the brain of an infected blue jay during a necropsy.
Another punctured a finger with a needle contaminated in the
course of working with West Nile virus-infected mouse brains.
Although he had previously had antigenic exposure from at least 3
flaviviruses (he had dengue fever and had received yellow fever and
Japanese encephalitis vaccines), he developed an influenza-like ill-
ness without clinically apparent encephalitis. 

A woman in the 27th week of pregnancy had a febrile illness
with severe headache, abdominal pain, and vomiting. She subse-
quently developed leg pain and weakness with hyporeflexia of all 4
limbs. Examination of cerebrospinal fluid (CSF) obtained approxi-
mately 6 weeks after the onset of illness found 11 WBC/mm3,
mostly lymphocytes, protein of 63 mg/dL; IgM antibody to West
Nile virus was present in CSF, as it was in serum, but a PCR for the
virus was negative. Her infant, with an estimated gestational age of
38 weeks, was delivered approximately 5 weeks later, suffering
from bilateral chorioretinitis, with a brain MRI demonstrating
severe bilateral temporal and occipital white matter loss, as well as
cystic change in 1 temporal lobe. Serological studies of cord blood,
infant heel-stick blood, and CSF were consistent with acute West
Nile virus infection. 
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■■ COMMENT BY STAN DERESINSKI, MD, FACP
A total of 3389 human cases of illness due to West

Nile virus infection were reported from 619 counties in
37 states and the District of Columbia from January 1,
2002, through November 30, 2002.1 Approximately
two-thirds were associated with meningoencephalitis,
and 10% of these died. With rare exception, these infec-
tions were transmitted by the bite of infected mosqui-
toes. 

These 2 cases of laboratory transmission demonstrate
that percutaneous transmission does not require a mos-
quito bite if the sharp instrument causing injury has been
contaminated by infected blood or tissues. It has also
been demonstrated that West Nile virus is transmissible
by blood transfusion and organ transplantation.2 During
2002, it was estimated that the maximum and mean risks
of West Nile virus transmission from blood donors in
Queens, NY, were estimated as 2.7 (95% CI, 0.9-5.6)

and 1.8 (95% CI, 1.4-2.2) per 10,000 donors, respective-
ly, with the peak risk in late August and very low risk
before August and after September.3 It is likely that
infection could also be transmitted by sharing of needles
used for illicit injection of drugs.

Intrauterine transmission of other flaviviruses has
been described: Intrauterine infection with Japanese
encephalitis virus has been associated with spontaneous
abortion, while intrauterine dengue virus infection has
caused severe infantile infection. The presence of con-
genital abnormalities in this single case of intrauterine
infection does not, of course, prove causality. In addition
to transplacental infection, a single case is suggestive of
the possibility that transmission may also occur via
infected breast milk.4

The primary means of prevention of infection with
West Nile virus remains the avoidance of mosquito
bites. Avoidance may be especially important for preg-
nant women for whom the CDC recommends that pre-
ventive measures include protective clothing and the use
of DEET. Because of the risk of transmission by transfu-
sion of blood products and transplanted organs, the US
FDA has issued a guidance for deferral of donors with
suspect or diagnosed West Nile Virus infection.5 Screen-
ing of donors may be contemplated in the future; a
workshop on the development of donor screening assays
for West Nile virus was held on November 5, 2002.6 ■

References
1. CDC. Provisional surveillance summary of the West

Nile virus epidemic—United States, January-Novem-
ber 2002. MMWR Morb Mortal Wkly Rep. 2002;
51:1129-1133.

2. CDC. Update: Investigations of West Nile virus infec-
tions in recipients of organ transplantation and blood
transfusion. MMWR Morb Mortal Wkly Rep. 2002;
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Table

West Nile Virus: Modes of Transmission

Mosquito bite

Blood transfusion

Organ transplantation

Transplacental

Breast milk (?)

Inoculation (laboratory accident) 

Needle sharing (?)

MMWR Morb Mortal Wkly Rep. 2002;51(39):877-878.
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ing an epidemic in Queens, New York City. Transfu-
sion. 2002;42:1019-1026.

4. CDC. Possible West Nile virus transmission to an
infant through breast-feeding—Michigan, 2002.
MMWR Morb Mortal Wkly Rep. 2002;51:877-878.

5. Guidance for industry.
http://www.fda.gov/cber/gdlns/wnvguid.htm.

6. Workshop on development of donor screening assays
for West Nile virus.
http://www.fda.gov/cber/minutes/wnv110502.pdf.

MRSA, Fluoroquinolones, 
and Mutations
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Genetic mutations associated with resistance
to fluoroquinolones were frequently detected in MRSA.

Source: Sierra JM, et al. Correlation between the activity of
different fluoroquinolones and the presence of mechanisms of
quinolone resistance in epidemiologically related and unrelat-
ed strains of methicillin-resistant Staphylococcus aureus.
Clin Microbiol Infect. 2002;8:781-790.

The microbiology group from hospital clinic in
Barcelona studied 22 clinical isolates of methicillin-

susceptible Staphylococcus aureus and methicillin-resis-
tant S aureus (MRSA). The strains were collected in
1994-1995 in order to determine the inhibitory activity
of 5 fluoroquinolones (FQ): ciprofloxacin, norfloxacin,
sparfloxacin, levofloxacin, and trovafloxacin, each test-
ed in the presence and absence of reserpine. Reserpine
blocks a specific efflux pump, and decreases in the MIC
in the presence of reserpine imply the action of such a
pump. 

The sequence of the gyrase gene and the topoiso-
merase genes were determined for each strain. Molecu-
lar typing was done by cutting the chromosomes of each
strain with the restriction enzyme SmaI and separating
the fragments by pulse field gel electrophoresis (PFGE). 

The results showed that the MRSA were related and
that 2 clones predominated. For the MSSA strains, there
was much less homology and 7 individual clones were
identified. FQ were highly active against the MSSA but
much less active against MRSA. Among the MSSA,
trovafloxacin had the best activity, with MICs ranging
from 0.016 to 1 ug/mL. In fact, 6 of the MSSA strains
were susceptible to all the FQ. For the MRSA, MICs
ranged from 0.5 to 32 ug/mL. There were only a few

strains whose MIC decreased in the presence of reser-
pine. 

FQ resistance mutations were frequent among the
MRSA but not among the MSSA. Only 2 MSSA iso-
lates had mutations. These were at the grlA gene at the
Ser80 in 2 isolates, while 1 isolate had an additional
mutation in the gryA locus. Four MRSA strains had 3
mutations that were the likely cause of increased MICs,
including ciprofloxacin up to 128 ug/mL and
trovafloxacin up to 32 ug/mL. Mutations in the grlB and
gryB genes were infrequent and not associated with
increases in MICs. 

■■ COMMENT BY JOSEPH F. JOHN, Jr, MD
More studies like this one are appearing, but this

study capsulizes the importance of mutational resistance
for the FQ. Certain mutations in the gyrA and grlA genes
are associated with resistance and, in general, the greater
number of mutations the higher the MICs. These muta-
tions tend to occur against the backdrop of multiresis-
tance, in the case of staphylococci MRSA. 

Older FQ showed less activity in this study (nor-
floxacin, ciprofloxacin, and sparfloxacin) compared to
newer FQ (levofloxacin and trovafloxacin). One reason
may be that the newer FQ are less susceptible to efflux
pumps. MICs for trovafloxacin and levofloxacin were
seldom changed by the addition of reserpine.
Sparfloxacin susceptibility, on the other hand, is altered
primarily by mutations in DNA gyrase since mutations
in grlA did not change the sparfloxacin MICs. 

One interesting finding of this study was that epi-
demiologically related strains that were otherwise high-
ly related acquired different mutational-based resistance.
One demonstrated reduced MICs to ciprofloxacin and
norfloaxcin in the presence of reserpine. Which of these
resistance mechanisms emerged first requires further
study. 

Even though there is little use of trovafloxacin in the
United States, it is still valuable to monitor this most
active of the FQs because resistance to trovafloxacin
serves as a sentinel for the volume of FQ use. Such use
may now apparently be at epidemic proportions based
on the number of patients who receive agents like lev-
ofloxacin in emergency room departments. 

As physicians become more and more dependent on
FQ as front-line agents for a wide variety of infections, it
is important to remember that FQ resistance is more
likely to occur in pathogens already showing multiresis-
tance and some studies suggest that increased FQ use
constitutes a risk factor for acquisition of nosocomial
MRSA. 

The isolates used in this study were from 1994-1995



so it is likely that resistance in FQ due to both acquired
mutations and to activation of efflux pumps has evolved
further. Physicians should stay tuned to these develop-
ments since it is crucial to preserve the current level of
FQ antimicrobial activity. There are several promising
FQs on the horizon, but their activity may be affected by
the type of evolving mutational resistance reported in
this study. Close vigilance through monitoring of FQ
susceptibility, as in this study, will help to guide clini-
cians in their use of FQ agents.   ■

Metapneumovirus
A B S T R A C T S  &  C O M M E N T A R Y

Synopsis: Evidence indicates that a novel paramyx-
ovirus, the human metapneumovirus, may be an impor-
tant cause of respiratory tract infection. 

Sources: Jartti T, et al. Metapneumovirus and acute wheez-
ing in children. Lancet. 2002;360:1393-1394; Boivin G, et al.
Virological features and clinical manifestations associated
with human metapneumovirus: A new paramyxovirus
responsible for acute respiratory-tract infections in all age
groups. J Infect Dis. 2002;186:1330-1334.

Jartti and colleagues determined the viral
etiologies of respiratory tract infections in 132 chil-

dren enrolled in a clinical trial in Turku, Finland. The
trial was designed to determine the efficacy of systemi-
cally administered glucocorticoids. A diagnosis of
bronchiolitis was made in 15, “wheezy bronchitis” in
59, and acute asthma in 48. The children ranged from 4
months to 13.5 years in age, while their median age was
2 years. 

Culture and/or PCR evidence of a viral infection was
found in 88%: 27% with rhinovirus, 22% with
enterovirus, 16% with nontypeable picornavirus, 14%
with respiratory syncytial virus (RSV), and 9% with
human metapneumovirus (HMPV). Three of the 10
children with HMPV infection were coinfected with
another virus. Of those without coinfection, 2 had acute
otitis media as part of their illness. The 10 ranged in age
from 4-25 months; their median age was 7 months. Five
had bronchiolitis, 4 wheezy bronchitis, and 1 had acute
asthma. Cough had persisted for a mean of 9 (±10) days
at the time of enrollment, rhinitis for 4, wheezing and
fever for 3 each. From January to April 2001, 10 of 32
(32%) children with wheezing had metapneumovirus
infection. 

Boivin and colleagues retrospectively evaluated

previously unidentified viruses that had been isolated
from specimens submitted to the Quebec City
Regional Virology Laboratory. Thirty-eight of these,
all from samples of respiratory secretions, demon-
strated CPE in LLC-MK2 cells, an established cell
line used to identify parainfluenza viruses, but could
not be identified as a common respiratory pathogen
with hemadsorption testing and immunofluores-
cence. Those 38 contained  HMPV genes when test-
ed by RT-PCR. Six of the 38 (16%) had evidence, by
antigen testing, of the presence of a second respirato-
ry virus. 

During the 2000-2001 winter season, HMPV was
isolated as frequently as parainfluenza viruses (2.3%
each), but less frequently than adenoviruses (3.4%),
RSV (4.8%), or influenza A or B (19.8%). HMPV was
isolated from 7.1% of all respiratory samples obtained
from patients during the winter seasons studied,
including 4.1% of patients younger than 5 years of
age, 2.8% of those 5-65, and 29.3% of those older
than 65 years of age. Children younger than 5 years of
age and individuals older than 65 years of age
accounted for 35.1% and 45.9%, respectively, of
HMPV infections. 

Among HMPV-infected children who were hospital-
ized, 66.7% had pneumonitis and 58.3% had bronchi-
olitis, while 60% of the elderly had bronchitis and/or
bronchospasm, and 40% had pneumonitis. Approxi-
mately one-fourth of patients with pneumonitis were
immunocompromised, and 40% were younger than 15
months of age. Acute and convalescent sera were avail-
able from only 2 patients; both had evidence of sero-
conversion. 

■■ COMMENT BY STAN DERESINSKI, MD, FACP
Metapneumovirus, a member of the Paramyxoviridae

family, was first described in 2001 after its isolation
from 28 epidemiologically unrelated children over a 20-
year period in The Netherlands.1 HMPV was identified
in respiratory secretions of 2.2% of patients with acute
respiratory illness in England and Wales.2 It appears that
few children escape infection; 100% of 20 children aged
5-10 years were seropositive in an immunofluorescence
assay for antibodies to HPMV.1

While Koch’s postulates have not been fulfilled, the
accumulating evidence strongly points to the role of this
virus as a human pathogen. HMPV was identified in res-
piratory secretions of 1.5% of children with otherwise
unexplained respiratory tract infections in Australia and
approximately 10% in The Netherlands.1,3 HMPV has
been associated with a range of respiratory illness,
including pneumonitis. However, the associated symp-
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toms, especially bronchiolitis, most closely parallel
those caused by RSV. Like RSV, HMPV is commonly
associated with bronchiolitis in young children. 

In the absence of ready availability of other methods,
the diagnosis of metapneumovirus infection requires
culture in LLC-MK2 cells and a great deal of patience,
since the mean time to detection of CPE in the Olvin
study was 17.3 days (range, 3-23 days).   ■

References
1. van den Hoogen BG, et al. A newly discovered human

pneumovirus isolated from young children with respi-
ratory tract disease. Nature Med. 2001;7:719-724.

2. Stockton J, et al. Human metapneumovirus as a cause
of community-acquired respiratory illness. Emerg
Infect Dis. 2002;8:897-901. 

3. Nissen MD, et al. Evidence of human metapneu-
movirus in Australian children. Med J Aust. 2002;176
(4):188.

Lack of Association of
Measles, Mumps, and 
Rubella Vaccination with
Autism
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: A study of all children born in Denmark
from 1991-1998 showed no association between vacci-
nation with measles, mumps, and rubella (MMR) vacci-
nation and autism.

Source: Madsen KM, et al. N Engl J Med. 2002;347:
1477-1482.

Aretrospective cohort study of all 537,303
children born in Denmark from 1991-1998

showed that 440,655 (82%) received the MMR vac-
cine. In this cohort, 316 children with a diagnosis of
autistic disorder and 422 with a diagnosis of other
autistic-spectrum disorder were identified from nation-
al psychiatric registers of all patients and outpatient
clinics in Denmark. The relative risk of autistic disor-
der among vaccinated children compared with unvacci-
nated children was 0.92 (95% CI, 0.68-1.24), and the
relative risk of another autistic-spectrum disorder was
0.83 (95% confidence interval, 0.65-1.07). No associa-
tion was found between dates of vaccination, the
child’s age at the time of vaccination, interval since

vacation, or date of vaccination and development of
autistic disorder.

■■ COMMENT BY HAL B. JENSON, MD, FAAP
In 1998, Wakefield and colleagues1 reported 12

children with “developmental regression,” including
9 with autism, where the parents associated onset of
symptoms with MMR vaccination in 8 of the 12 chil-
dren, with measles infection in 1 child, and otitis
media in another. One of the 8 children had delays
noted before MMR vaccination, although subsequent
regression was also observed. This report, coupled
with the ability of measles virus to cause encephalitis
and its association with subacute sclerosing panen-
cephalitis, launched concern that measles vaccina-
tion may be causally associated with autism. Since
that time there has been much public and political
attention to this issue. The available evidence to date
has not supported the association between MMR
vaccination and autism, but the data have been rela-
tively weak, based on case-series and cross-sectional
studies. This objective analysis of more than half a
million children in a defined population, including
about one-fifth who had not received the vaccine,
provides conclusive and convincing scientific evi-
dence against the hypothesis that MMR vaccination
causes autism.

These unsubstantiated accusations against vaccines
are not harmless. Some parents will elect that their chil-
dren go without vaccination. Unfortunately, it is the chil-
dren who will suffer the consequence of disease and
associated complications and sequelae. Unsupported
claims often contribute to generating legal actions,
which are costly for all parties. Medical and scientific
resources are diverted from other important projects to
pursue rumors and innuendo. Even convincing scientific
data may not end the misperceptions by some since rig-
orous objective scientific studies, such as this report, that
negate the original misperceptions usually receive much
less publicity and attention than the more dramatic, but
unsupported, initial claims. The spillover may affect
public acceptance of other licensed vaccines, which
expands the deleterious effects. Inaccurate adverse pub-
licity in developed countries also affects vaccine accep-
tance in developing countries. Such unsubstantiated
claims have emerged as an additional liability that may
affect interest in developing new vaccines.   ■

Reference
1. Wakefield AJ, et al. Ileal-lymphoid-nodular hyperpla-

sia, non-specific colitis, and pervasive developmental
disorder in children. Lancet. 1998;351:637-641.
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PID Without Sex?
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: A case of Plesiomonas shigelloides pyos-
alpinx occurred in a swimmer.

Source: Roth T, et al. Pyosalpinx: Not always a sexually
transmitted disease? Pyosalpinx caused by Plesiomonas
shigelloides in an immunocompetent host. Clin Microbiol
Infect. 2002;8:803-805.

Plesiomonas shigelloides is a facultatively
anaerobic Gram-negative rod associated with diar-

rheal illness. A range of extraintestinal infections caused
by this organism has been described, including bac-
teremia and cholecystitis. 

This Swiss group describes a 49-year-old woman pre-
senting with right lower abdominal pain 3 weeks after
traveling to Spain where she regularly swam in warm
seawater. She had tenderness in the right lower quadrant,
and her WBC was 16,900 and C-reactive protein was 81
mg/L (normal < 5 mg/L). 

Laparoscopy showed a fibrinous right Fallopian tube.
Salpingectomy was performed and samples of the tube
were sent for culture. All cultures and PCR reactions
were negative for genital pathogens, but the culture grew
P shigelloides susceptible to amoxicillin. The patient
was discharged home after a 4-day hospital stay. 

■■ COMMENT BY JOSEPH F. JOHN, Jr, MD
This is the first reported case of P shigelloides pyos-

alpinx. The patient never had a symptomatic diarrhea
and was not immunosuppressed, usually the setting for
P shigelloides infection. She likely acquired the infec-
tion through a direct ascending infection of the Fallopian
tube while swimming in warm estuarine water. 

This case simply remains as a reminder that not all
pyosalpinx is sexually transmitted and that environmen-
tal pathogens, though uncommon, may cause what looks
like garden-variety disease. Luckily, P shigelloides is a
highly susceptible facultative anaerobe and once identi-
fied as the cause of an infection, most infections can be
treated with standard antimicrobials.   ■

CME Questions
Effective with this issue, Infectious Disease Alert is

changing its testing procedure. You will no longer need
to return a Scantron answer sheet to earn credit for the
activity. Please review the text, answer the following

questions, check your answers against the key on the fol-
lowing page, and then review the materials again
regarding any questions answered incorrectly. To
receive credit for this activity, you must return a
CE/CME evaluation at the end of the testing term. For
further information, refer to the “CE/CME Instruc-
tions” below. 

This testing procedure has proven to be an effective
learning tool for adults. If you have any questions about
the new testing method, please contact Customer Ser-
vice at 1-800-688-2421. 

4. What is the biggest threat to effective use of newer 
fluoroquinolones?
a. Plasmid-mediated quinolonases
b. Mutations in the gyrase and topoisomerase genes
c. Efflux pumps
d. Thick cell walls in Gram-positive bacteria

5. Which of the following is associated with development of
autism?
a. Measles vaccination
b. Mumps vaccination
c. Rubella vaccination
d. Combined measles, mumps, and rubella vaccination
e. None of the above.

Answers: 4: B; 5: E

CME/CE Instructions
Physicians and nurses participate in this continuing

medical education/continuing education program by
reading the article, using the provided references for fur-
ther research, and studying the questions at the end of
the article. Participants should select what they believe
to be the correct answers, then refer to the list of correct
answers to test their knowledge. To clarify confusion
surrounding any questions answered incorrectly, please
consult the source material. At the end of the testing
period, you must complete the evaluation form pro-
vided and return it in the reply envelope provided in
order to receive a certificate of completion. When
your evaluation is received, a certificate will be mailed
to you.

Readers are Invited
Readers are invited to submit questions or comments

on material seen in or relevant to Infectious Disease
Alert. Send your questions to: Christie Messina—Read-
er Questions, Infectious Disease Alert, c/o American
Health Consultants, P.O. Box 740059, Atlanta, GA
30374.■
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Bodegas Bust Bugs?

Source: Markel H. New York Times.
November 12, 2002; F6.

With an increasing number
of Silicon Valley immigrants

and foreign residents seeking consul-
tation (although some of this has
diminished with the downturn in the
economy the past year), I am often
confronted by patients who are tak-
ing foreign antibiotics, some of
which are not readily recognizable or
similar to a US-approved drug.
Many of these persons are from
India, the Philippines, China, and
Mexico. Antibiotics and pain reliev-
ers are especially common, and they
can be obtained during trips back
home or mailed to the United States
by relatives overseas. Most patients
think nothing about taking medica-
tions from home.

Similarly, the growing “antibiotic
underground” from Mexico to the
United States is beginning to concern
public health officials. This recent
article in the New York Times high-
lights the growing “bodega” business
on the East Coast, where medica-
tions can be readily purchased with-
out prescription in small markets or
swap meets. Amoxicillin and other
antibiotics are some of the biggest
sellers. The practice is especially
common in Chinese, Latino, and
Russian communities in New York
and the District of Columbia. The
practice of self-medication has been
so common that many local physi-
cians now ask what antibiotic a child
or adult may have already taken by
the time they see a doctor. Medical
care has become so expensive, espe-
cially for the uninsured, that patients
may not be able to afford the doctor

visit and the medications, and
instead turn to cheaper non-US ver-
sions of antibiotics.

Public health officials are con-
cerned about the over-use of antibi-
otics in these communities and the
potential impact on resistance. Local
police and health departments gener-
ally don’t pay much attention to these
small bodega markets, which can
quickly relocate, and US Customs
states that seizing illegal antibiotics at
the borders is not a priority. Can you
really see the police arresting some-
one for selling amoxicillin?   ■

TNF in HIV/HBV 
Coinfected Adults

Source: Ristig MB, et al. J Infect Dis.
2002;186:1844-1847.

Hiv clinicians have long been
lobbying for more data on the

effectiveness of tenofovir (TNF,
Viread®) in HIV-infected patients
with chronic hepatitis B. TNF is a
nucleotide analog with proven clini-
cal efficacy against HIV, excellent
activity in vitro against HBV, and a
favorable safety profile, making it a
natural choice for coinfected
patients. 

Ristig and colleagues assessed the
effectiveness of TNF in 6 HIV/HBV-
infected adults, all of whom were
failing treatment with lamivudine
(3TC) and interferon-a. At the
beginning of the study, all of the
patients had clinical evidence of
virologic resistance, with a mean
HBV viral load of 7.95 log10

copies/mL (6.97-8.72 log10

copies/mL) despite treatment with
3TC and interferon. All 6 were
HBV-surface-antigen- and e-antigen-

positive, and 4 of 5 who had under-
gone liver biopsy had evidence of
cirrhosis. TNF 300 mg was adminis-
tered once daily for 24 weeks, in
addition to existing highly active
antiretroviral therapy. 

In 12-24 weeks of treatment with
TNF, HBV viral loads were signifi-
cantly reduced to 4.8 ± 1.0 log10

copies/mL and 3.6 ± 0.4 log10

copies/mL, respectively. Two of 6
patients had undetectable HBV viral
loads at week 24—one of whom had
a CD4 count of 0 cells/mm3. No
patient developed new anti-Hbe.
These extremely promising data
deserve further investigation.   ■
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Attention Readers

American Health Consultants is
happy to announce that we are opening
up our Primary Care Reports author
process to our readers. A biweekly
newsletter with approximately 5000
readers, each issue is a fully referenced,
peer-reviewed monograph. 

Monographs range from 45-60
Microsoft Word document, double-
spaced pages. Each article is thor-
oughly peer reviewed by colleagues
and physicians specializing in the
topic being covered. Once the idea
for an article has been approved,
deadlines and other details will be
arranged. Authors will be compen-
sated upon publication. 

As always, we are eager to hear
from our readers about topics they
would like to see covered in future
issues. Readers who have ideas or
proposals for future single-topic
monographs can contact Managing
Editor Robin Mason at (404) 262-
5517 or (800) 688-2421 or by e-mail
at robin.mason@ahcpub.com.   ■




