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The record is unlikely to record
repetitive symptoms every time the
patient is seen, especially during a
long illness or protracted recovery.
To lawyers and insurers, this ab-
sence of notation means patients no
longer have a symptom, although
the physician knows they do. It is
not economically viable to write,
during every visit, notes that are
complete enough to be used in
place of a properly constructed
medical report. It is also quite im-
possible to obtain this kind of de-
tailed information from most
charts, which I have reviewed for
both hospitals and the Canadian
Medical Protective Association. II-
legibility and personal abbreviations
further compound the problem.

It is time for physicians to bring
this practice to a resounding halt. If
we can stop the demand for the en-
tire chart, we must respond by pro-
ducing timely and accurate
medicolegal reports.

G. Terence Riley, MD
Oakville, Ont.

[The authors respond:]

D r. Riley has raised an interest-
ing point concerning poten-
tial “fishing expeditions.” We
raised the same concern in our ar-
ticle by suggesting that physicians
ask patients if there is any informa-
tion they want omitted from the
written record or not released as
part of a general request for all
medical information.

However, the point is that, in-
stead of a general release of the en-
tire medical record, patients should
provide consent concerning the re-
lease of specific information. Riley’s
point is well taken.

Daniel Dodek, BSc

Medical student

University of British Columbia
Arthur Dodek, MD

Vancouver, BC
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Measuring behaviour
in children with high
cholesterol levels

he article “Cholesterol screen-

ing of children at high risk: be-
havioural and psychological effects”
(Can Med Assoc 7 1997;156:489-96),
by Dr. Ellen Rosenberg and associ-
ates, adds to the growing literature
on the harms of preventive medicine.

Although the authors are cautious
with their conclusions, we believe
that several methodologic problems
limit their ability to draw the conclu-
sions that they did. The first is the
timing of administration of the Child
Behavior Checklist (CBCL). The au-
thors did not provide the baseline
measurements; furthermore, the
CBCL protocol requests that parents
rate behaviour during the 6 months
preceding the test. Thus, the CBCL
scores at 1 month may reflect behav-
iour during the 6 months preceding
the test, before the diagnosis of hy-
perlipidemia. Likewise, the 12-month
assessment may reflect the immediate
postdiagnosis scores. The authors
omitted the competence section of
the CBCL, which states that the
problem section “measures the dis-
turbances most relevant to [their]
subjects.” Data obtained from the
competence section provide valuable
information and may be equally im-
portant in evaluating behavioural
problems. Indeed, the authors of the
CBCL have determined that inclu-
sion of competence scores can reduce
the chance of misclassifying children’s
behaviour as being in the “clinical
range.”’ Moreover, examining the
child’s abilities in sports and friend-
ships taps important aspects of a
child’s behaviour that may be affected
by a chronic illness.

The authors report no differences
between scores on any of their out-
come measures, but then state that
children in the case group were
“much more likely” to have behav-
ioural disturbances, based on the pro-
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portions of the group with high
CBCL scores. This conclusion is
flawed for 2 reasons. First, child be-
haviour is a continuum. Making cate-
gorical distinctions on the basis of the
CBCL score is less reliable for chil-
dren who score in the “borderline”
category (around 62), and there is
clearly an advantage to comparing
continuous quantitative scores.' Sec-
ond, the small sample size compli-
cates the interpretation of the differ-
ences in proportions of patients who
had “high” scores. We carried out a
X analysis of the proportions of chil-
dren with high scores at any time; it
did not show a statistical difference
between the groups.

Behavioural scores in children re-
sult from a myriad of personal, so-
cial, cognitive and situational vari-
ables.? The limitations of this study
considerably hinder the strength of
the conclusions concerning the be-
havioural effects of lipid screening.

David P. Joyce, MD
Resident
St. Michael’s Hospital
Toronto, Ont.
Marjolaine M. Limbos, MSW
Department of Human Development
and Applied Psychology
Ontario Institute for Studies in Education
Toronto, Ont.
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[One of the authors responds:]

‘ ‘ J e acknowledge that the lack of

a baseline score limits our
ability to attribute the behaviour
problems reported by the mothers of
children with newly diagnosed hyper-
lipidemia to the diagnosis. Dr. Joyce
and Ms. Limbos are also concerned
that the 6-month period during
which the parent is asked to report on



the child’s behaviour includes many
months before diagnosis. Although
parents may attempt to review the
entire 6 months, they are likely to re-
call recent events more clearly and to
give more weight to them in their
replies. Second, data were collected 1
month after the definitive diagnosis,
but this diagnosis was the culmina-
tion of an extended evaluation
process which, in one of the hospitals,
involved 4 visits to the clinic. There-
fore, the diagnosis was at least a
strong possibility for much of the 6
months before the first CBCL was
completed. Finally, these concerns do
not apply to the cases of long-term
hyperlipidemia.

The second issue concerns the
omission of the social competence
section. We decided to omit this sec-
tion because our primary interest was
in psychological and behavioural
problems. The social competence
section was also omitted in the inter-
ests of time; as it was, each mother
spent more than an hour completing
questionnaires. The social compe-
tence of these children is certainly of
interest and concern.

Finally, we feel that a division of
CBCL scores into high (“clinical
range”) and normal is the most
meaningful way of examining data on

Letters

a group of children in a research
study. We agree that a score near the
cut-off point needs to be interpreted
within the whole clinical context
when treating an individual child. Yet
we know that children with scores in
the clinical range are much more
likely than those with normal scores
to have behavioural problems that
cause important difficulties in their
lives. It is true that the clinical signifi-
cance of a mean score of 62 in one
group versus 64 in another group is
not at all clear.

A larger-than-normal proportion
of our subjects had behavioural prob-
lems. This is a cause for concern and
needs to be assessed in other popula-
tions before widespread lipid screen-
ing can be recommended.

Ellen Rosenberg, MD
Associate Professor

Department of Family Medicine
McGill University

Montreal, Que.

Correction to French edition
of CPS

wish to inform CMAJ readers of a
correction to the product mono-
graph for Fluoracaine, by Dioptic

Laboratories, that appeared in the
32nd (1997) edition of the Com-
pendium des produits et spécialités phar-
maceutiques.' The information in the
product monograph should be re-
placed with the following:

FLUORACAINE (TM)

Dioptic

Sodium de fluorescéine — Chlorhydrate de
proparacaine

Agent de diagnostic ophtalmique —
Anesthésique

Présentation : Un mL de solution stérile
ophtalmique contient du sodium de fluo-
rescéine 2 0,25 % et du chlorhydrate de
proparacaine a 0,5 %. Agent de conserva-
tion : thimérosal 2 0,01 %. Flacons
compte-gouttes de 5 mL. Protéger de la
lumiere. Réfrigérer entre 2 et 8°C.

We apologize for any inconve-
nience this error may have caused
our users.

M. Claire Gillis, BSc (Pharm)

Editor-in-chief

Compendium of Pharmaceuticals and
Specialties (CPS), 32nd edition
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