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clinical trial under these circumstances.
traditionally act in the best interests of
under their care, and patients expect this
physicians. If this commitment to the patient
even for so good a cause as benefits to
patients, the implicit assumptions of the docrelationship are violated. I have no doubt
l!wewouJd lose more than we would gain by adoptan approach.
MARCIA ANGELL, ~LD.
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Recently EDB residues in some grain foods, citrus products, and
well water have been added to the list of public-health nonproblems
and nonemergencies, such as saccharin in diet drinks, mercury in
swordfish, and nitrites in cured meats. EDB is a potent carcinogen
according to a few experimental studies, the latest of which, as far as
I know, was published in 1977."' This study was performed in rodents. The EDB was administered by gavage in coses from 10,000
to 50,000 times higher than those we may receive in our diets. By
this procedure there was an increase in carcinomas of the stomach
in rats and of the forestomach in mice. A few other studies in rodents
in which EDB was administered by inhalation and dermally have
produced similar results. But can the results of these studies, in
which huge doses were used and which were nondietary, be extrapolated to people receiving tiny amounts in some foods and water?
Interestingly, the incidence of carcinoma of the stomach in human
beings has drastically decreased in the past 40 to 50 years- just the
length of time that EDB in parts per billion (not million) has been in
some of our foods. I am not implying any relation between the two,
just pointing out an interesting association.
l know of no published or unpublished studies in which EDB was
fed as part of the diet. Yet, predictions of risk assessment for cancer
in human beings have been made by extrapolation from these rodent studies. The risk model used by the Environmental Protection
Agency incorporates several hypothetical assumptions about the
dose-response relationship and about dose equivalency in human
beings and rodents. The risk model has not been subjected to peer
review.
The levels of EDB for grains during various stages of storage and
food production announced by the Environmental Protection Agency on February 3, 1984, and those for citrus fruits announced on
~1arch 2, are compatible with the best ofhealth. Most of our present
grain foods and citrus products meet these recommendations.
A few states have suggested that they may set levels of EDB
appreciably lower than those suggested by the Environmental Protection Agency, but as of this writing only Massachusetts has done
so and has taken action to compel removal from grocery stores of
foods that contain more than these unnecessarily :ower amounts of
EDB. Consumers have even been encouraged to return products
that do not meet these standards for lower levels. Such foods will be
destroyed despite their safety. This is in a time ofhunger for some.
The Commissioner of Public Health of Massachusetts has taken this
action despite the fact that EDB has been in some of our foods for
over a generation and our health has never been better; longevity
increases slightly every year, and as mentioned earlier, cancer of the
stomach is at an all-time low. Where is the public-health emergency? There is none!
Continue to enjoy your blueberry muffins and oranges as you do
your swordfish and diet drinks. just don't eat (or drink) too much.
Boston, MA 02115
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FREDRICK]. STARE, M.D.
Han-·ard School of Public Health

*Weisburger EK. Carcinogenicity studies on halogenate<l hydrocarbons. Environ Health Perspect 1977; 21:7-16.
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CONTROVERSY ABOUT THE RISKS OF EDB
Toth~

Editor: Ethylene dibromide (EDB) has been used for some
in our country as a soil fumigant for nematode control, to
protfct stored grains, milling machinery, and a small percentage of
~~fruits from infestation, destruction, and contamination by
lut<:t.s. Of the total production ofEDB, only 8 to 10 per cent is used
uafumigant; the remaining 90 per cent is used as an "antiknock'"
lliditive in leaded gasoline
Wy~ars

The above letter was referred to the Commissioner of Public
Health of Massachusetts, who offers the following reply:

To th~ Editor: We appreciate Dr. Stare's concerns about this important subject. However, his letter demonstrates several serious
misunderstandings about the central issues involved in setting limits for EDB in food. First of all, data on laboratory animals are
widely considered to be relevant to human beings and to provide a
suitable basis for regulatory action. If a substance causes cancer in
animals, it must be considered to be a likely human carcinogen.
EDB has been shown to cause cancer in animals at 12 different sites.
EDB causes lung cancer in animals by three different routes of
exposure, including dietary ingestion. EDB has been classified
among the most ~btent carcinogens ever tested.
Secondly, the dosage in animal experiments is always much
higher than typical human exposure. The purpose of this is to reduce the time and expense of the experiments. The vast majority
of substances will not cause cancer, however, no matter how high
the dose.
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Thirdly, no safe threshold level of exposure below which cancer
does not occur has ever been shown for a carcinogenic agent. Therefore, if a substance has been shown to cause cancer at any dose, then
only in the absence of exposure will there be no excess risk of cancer.
The Environmental Protection Agency, the Occupational Safety
and Health Administration, and the l'ational Cancer Institute all
subscribe to this concept of no safe threshold for carcinogenic substances.
In addition, the population is not quite as healthy as Dr. Stare
implies. Overall cancer rates are high and an: rising somewhat both
in Massachusetts and in the United States as a whole. Lung-cancer
rates are rising especially fast. Under these circumstances, the data
from animals on the carcinogenicity ofEDB appear especially troublesome for human beings. These data strongly suggest that the
levels of EDB in our foods are not "compatible with the best of
health," as suggested.
There is a curious inconsistency between the Environmental Protection Agency's decision to suspend further use of EDB because of
the dangers it poses to the public and their establishment of tolerance levels for EDB that allow over 99 per cent of products contaminated with EDB to remain on the marlet. This inconsistency
suggests that economic considerations overwhelmed scientific, public-health considerations in setting the guidelines.
We believe that the only reasonable way to minimize cancer risks
is to set levels much lower than the Environmental Protection Agency's and to remove EDB totally from the food system as soon as
possible. Therefore, our department has recommended that levels of
EDB be set well below the Environmental Protection Agency's tolerance levels. Other states, such as New York, have also set much
lower levels than the Environmental Protection Agency's, and we
anticipate that more states will follow. Prudent public-health policy
allows no other alternative but to interrupt current exposure and
prevent future exposure to EDB.

M.D., M.P.H., M.S.
PH.D., M.P.H.
Commonwealth of Massachusetts
Department of Public Health

STEPHEN HAVAS,

BAILUS WALKER, jR.,

Boston, MA 02111

CAUTION ABOUT CHORIO'IIC VILLI SA:I1PLING IN
THE FIRST TRIMESTER
To tht Editor: Chorionic villi sampling has been heralded by the
media as a "painless procedure
done in a physician's office as
early as the fifth week of pregnancy" with risks "probably
the
same" as in midtrimester amniocentesis. 1 We have consequently
received many inquiries from patients who would like to have chorionic villi sampling and from physicians who wish to do the procedure.
Experience with 240 cases in six centers (Lund, London, Paris,
Milan, Philadelphia, and Chicago) 2 indicates that the fetal-loss rate
averages about 12 per cent. This is far above the rate with mid trimester amniocentesis. 3 ·4 Although chorionic villi sampling is done
in the first trimester, when the majority of spontaneous abortions
normally occur, it is not yet dear whether this technique carries a
sizable risk of excess fetal loss.
The most common indication for prenatal diagnosis is advancing
maternal age. Even at 45 years of age, the risk of a chromosomal
abnormality 5 is only about 5 per cent- well below the current fetalloss rate with chorionic villi sampling. It would seem prudent now
to reserve this procedure for disorders, such as the hemoglobinopathies,6.7 with genetic risks sufficiently high to justify chorionic villi
sampling.
fREDERICK HECHT, M.D.
BARBARA K. HECHT, Pn.D.
HELEN A. BIXE~MAN, B.S.
The Genetics Center
Tempe, AZ 85281
Southwest Biomedical Research Institute
l. Time. August 29, 1983:71.
2. Jackson L. Chorionic Villi Sampling Newsletter. November 25, 1983:2.
3 The NICHD National Registry for Amniocentesis Study Group. Midtrimester
amniocentesis for prenatal diagnosis: safety and accuracy. lAMA 1976:
236:1471-6
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5. Hook EB. Rates of chromosome aboonnalities at different
Obstet Gynecol 1981; 53:282-5.
6. Old JM, Ward RTH, Petrou M, KaragOz!U F, Modell 8,
First-trimester fetal diagnosis for haemoglobinopathies: three
1982; 2:1413-6.
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anemia in the first trimester of pregnancy.

THE PREVALENCE OF CYTOMEGALOVIR:.:Uc:S_.c:c~c
A:I10NG HOSPITALIZED CHILDREN AND
CYTOMEGALOVIRUS ACQUISITION BY
To tke Editor: In the October 20 issue 1 Dworsky et al.
important study on the epidemiology of cy••oonegalovirus
among health-care workers. However, the
in newborn nurseries where there was a very low pnov•l<ne<(Jl
cent) of CMV infections.
In a study to determine the prevalence of CMV
children hospitalized at our medical center, 2198 ·
mission urine samples cultured for CMV within
cent had CMV viruria (105 positive cultures),
differences were observed. In the intensive-care nun<e~•h"
lence ofCMV viruria (congenital and acquired infections)
per cent ( 18 ofSSl newborns with viruria). On the
children up to two years of age, the pre.·alence
6.8 per cent (P<O.Ol, chi-square= 7.3 when values
with those in newborns). The prevalence of
nursing unit for children two to five years of age was
of 382), similar to that for children up :o two years
chi-square = 0.004). On a nursing unit for children
age the prevalence of CMV viruria decreased to 4.2
476, P = 0.01, chi-square= 6.6 when values are
those in children two to five years of age;. For 12-to-18-yea~
prevalence ofCMV viruria was only 1.2 per cent {3
chi-square= 9.2 when values are compared with those
to 12 years of age).
Among 72 seronegative nurses with daily patient
have acquired CMV, but only 20 have worked with
lence age group (up to five years). These ob,.•-vatimu

in spite of constant exposure, 1CMV
':':~,:~;;,~,~~,~~~f;',~,~
ly. However, previous studies - 4 suggesting
at increased risk for CMV acquisitior. included
opposed to nursery nurses alone. In one studl
seroconversion (7.7 per cent per year) occurred
who worked on a general pediatric ward. Thus,
ing of nurses and the prevalence of CMV infections
children for whom they care will be required be!Ore
conclusions can be drawn about the risk toped""""''"""
acquisition.
Richmond, VA 23298
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infection in nurses and congenital infection i
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GLUCOSE RESPONSE OF DIABETIC
DIFFERENT CARBOHYDRATES
To tht Editor: The carbohydrate content of various
necessarily be used as a reliable predictor of the
sponse. 1•2 Although studies of this effect 2 have
glucose levels over a four-hour period fullo•''"i!
ization of the immediate postprandial response

