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shelved by the Ministry of Health. It
appears that funds are available for
the questionable screening mammog-
raphy of asymptomatic women 40 to
49 years of age, but not for timely ra-
diation therapy for all of the women
with breast cancer who could benefit
from it.

The larger question remains:
What are the best ways to incorpo-
rate recommendations based on new
scientific knowledge into medical
practice?

Timothy Johnstone, MB, BS
Victoria, BC

[The authors respond:]

We agree with Dr. Johnstone
that randomized trials have
shown that breast-conserving surgery
(BCS) followed by timely radiation
therapy (RT) is equivalent to total
mastectomy for most patients with
early-stage breast cancer. BCS alone,
however, results in higher rates of lo-
cal recurrence'” and higher rates of
distant metastatic cancer."”’

As described in our article and in a
more detailed investigation of varia-
tion in the use of BCS within British
Columbia,® access to RT services was
one of several factors influencing the
rate of BCS. Women living more
than a 2-hour drive from an RT facil-
ity had lower rates of BCS in both
BC and Ontario. In 1991, the period
of the study, 30% of patients in BC
lived more than a 2-hour drive from
an RT facility, whereas only 6% of
patients in Ontario lived this far from
an RT facility. Only 4% of patients
were treated with BCS alone in BC,
as compared with 17% in Ontario.
This finding reflects the closer com-
pliance with international’” and
provincial cancer treatment guide-
lines in BC. To improve access to RT
in BC, a new cancer centre with 4
machines opened in the Fraser valley
in 1991, another is under construc-
tion in Kelowna, 2 new machines are
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being commissioned in Vancouver
and the capacity in Victoria is being
doubled.

There was also a strong surgeon
effect influencing BCS use in BC.
"This could not be explained by the
surgeon’s sex, volume of patients
treated, academic affiliation or year
of graduation from medical school.®
Our study could not determine
whether women faced with the need
to travel for RT were not offered or
did not choose BCS.

It has been shown that patients
who participate in the choice of treat-
ment, independent of the choice se-
lected, have less long-term anxiety
and depression than women directed
to either mastectomy or BCS.*
Women should be informed of the
equivalence of BCS plus RT and total
mastectomy in a nonjudgemental
way, be assisted to obtain additional
information about the advantages and
disadvantages of each option and
given the time and respect to make
the decision for themselves.

The issue of resource allocation
among treatment, prevention and
screening programs is important and
must be addressed by society as a
whole. Studies such as ours can de-
scribe the distribution of resources
but cannot answer the question of
how to allocate available resources
most appropriately. Such questions
require evaluation of the efficacy, ef-
fectiveness and costs of different in-
terventions and the preferences of in-
dividuals and society toward different
outcomes.

Ivo A. Olivotto, MD

T. Gregory Hislop, MD, CM
Andrew Coldman, PhD

British Columbia Cancer Agency
Vancouver, BC

Vivek Goel, MD, CM

Carol Sawka, MD

University of Toronto

Toronto, Ont.
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Introducing students
to community health

In the article “Creating community
agency placements for undergrad-
uate medical education: a program
description” (Can Med Assoc ]
1997;156:379-83), Drs. Donald Wa-
sylenki and Carole Cohen and Ms.
Barbara McRobb describe how it is
possible to provide medical students
with relevant experience in commu-
nity agencies by choosing agencies
carefully and maintaining good work-
ing relationships. We recognize the
formidable logistics they overcame in
offering 354 students stimulating
learning experiences, including allow-
ing students to observe health care in
the community, to appreciate the
concepts of barriers to health and to
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recognize opportunities for gains in
health.

These objectives are difficult to
measure but, with so much class
time involved, evaluation is ex-
tremely important.

We have shown how small groups
of students can be introduced to
community health within limited cur-
riculum time.' The groups are as-
signed specific problems of widely
varying nature. They present verbal
and written reports for which they
share responsibility. Since our article
was published, “mini-public health
meetings” have been held annually
and are appreciated by students, fac-
ulty, community practitioners and
agencies. They often serve to stimu-
late further research or response.

We support Dr. Brian Hennen’s
call (“Demonstrating social account-
ability in medical education” Can
Med Assoc 7 1997;156:365-7) for a
comprehensive approach to commu-
nity-based education.

Lory Laing, PhD
James M. Howell, MB
Department of Public Health Sciences
Faculty of Medicine
and Oral Health Sciences
University of Alberta
Edmonton, Alta.
Received via e-mail
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Keeping cash flowing

read Dr. Paul Leger’s letter (“Dif-

ferent views on privatization,” Can
Med Assoc ] 1997;156:770-1) with
great interest. I fail to understand
why we do not institute patient co-
payments in Canada, since nearly
every patient I speak with is in favour
of them. I do not believe that they
will significantly restrict supply or cut
down on unnecessary visits, but they
would provide some cash flow. If we

1382

do not ask for copayments, why not
ask patients to pay the GST? That
would actually generate income and
allow us to do what every other busi-
ness in Canada is allowed to do —
write off the GST on purchases we
make while running a business.

Tamison Doey, MD
Essex, Ont.
Received via e-mail

Back to the grind
and back on your feet

he CMA policy summary “The

physician’s role in helping pa-
tients return to work after an illness
or injury” (Can Med Assoc J
1997;156:680A-C) is an excellent
document and should be widely dis-
tributed to physicians, employers
and entitling adjudicating organiza-
tions (i.e., provincial Workers Com-
pensation Boards and disability in-
surance carriers). I encourage all
physicians to read, understand and
keep this policy summary in their
desks for easy reference.

I have been practising occupa-
tional medicine for 23 years, long be-
fore it became a distinct medical dis-
cipline. This summary reflects many
of the long-held beliefs about work
and health. A fundamental belief in
occupational medicine is that work is
healthy. Indeed, epidemiologists have
discounted for the “healthy worker
effect” for a long time. Work is often
part of a rehabilitation health plan,
rather than a barrier to regaining
health.

Almost all return-to-work plans
are appropriate and well managed. In
cases where there is a conflict con-
cerning the appropriateness of a re-
turn-to-work recommendation, there
are almost always other complicating
factors. Attending physicians should
follow this policy and use clear, scien-
tific reasoning to advise employers,
insurers or occupational health per-
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sonnel about the return to work of
their patients.

Confidentiality is a key compo-
nent of any occupational health pro-
gram. Employers, insurers and health
advisers to industry need only know
the information relevant to the suc-
cessful rehabilitation of the em-
ployee. Fitness to work is often inde-
pendent of diagnosis. Employee
consent is thus useful in managing re-
turn-to-work plans, as noted in the
policy summary. Employers do not,
however, need employee (patient)
consent to inquire about return to
work and whether work restrictions
or job modifications will be required.
Employers need this information to
manage their workplace and their
workforce. No diagnosis or medical
information is necessary to make
these determinations. While respect-
ing patient confidentiality, physicians
should speak to employers if asked
about these issues.

The principles relevant to return-
to-work plans remain risk to self and

other.

James D. McDougall, MD
Calgary, Alta.

Publish or perish

was pleased to see the 2 articles on

authorship, “Rating authors’ con-
tributions to collaborative research:
the PICNIC survey of university de-
partments of pediatrics” (Can Med
Assoc ] 1996;155:877-82), by Drs. H.
Dele Davies, Joanne M. Langley and
David P. Speert, and “Authors: Who
contributes what?” (Can Med Assoc ]
1996;155:897-8), by Dr. Bruce P.
Squires. The definition of genuine
authorship given by the International
Committee of Medical Journal Edi-
tors is clear. Although multiple au-
thorship is appropriate for reports of
collaborative research, multicentre
trials and so on, in other types of arti-
cles main authors may be influenced



