become pregnant. Presumably, we are
all talking about folic acid supplemen-
tation, smoking cessation, and avoid-
ance of alcohol and drugs in this situa-
tion, so why not talk about HIV? The
sooner we become more comfortable
with discussing this topic, the better
our prevention strategies will be.

Donna Keystone, MD
Bloor Medical Clinic
Toronto, Ont.

The fatigue of cancer

D r. Jane Poulson, in her inspiring
article on coping with the
chemotherapy-related fatigue of can-
cer, “Dead tired” (CMA7 1998;158
[13]:1748-50), offered a challenge to
palliative care physicians to seek out
the pathophysiology and treatment of
this “pervasive and depressing symp-
tom.” As part of a larger study involv-
ing the Edmonton Symptom Assess-
ment System (ESAS), we reviewed
what literature was available on the
measurement of fatigue.

Smets and associates' reviewed fa-
tigue in cancer patients in 1993, not-
ing that 70% of patients report a
sense of fatigue during chemotherapy
or radiotherapy and that, for certain
diagnoses, 30% to 40% of patients
continue to lack energy for years after
the treatment is finished. In 1997 Vo-
gelzang and colleagues’ reported on a
telephone survey of 419 cancer pa-
tients and their oncologists. Whereas
78% of the patients suffered fatigue
and 32% reported significant disabil-
ity because of it, only 27% of the on-
cologists recommended treatment for
fatigue. Half of the patients did not
discuss treatment of fatigue with their
oncologists.

Poulson suggests that we physi-
cians take this symptom too lightly,
and I agree. In our recent, as-yet-un-
published study, we used the ESAS,
which involves a series of 100-mm vi-
sual analogue scales for measuring 9
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symptom domains, of which tiredness
is one. For the tiredness subscale, we
recorded the blinded perceptions of
this symptom by the patient, the
nurse and a close family member.
The mean score (out of 100) of the
patients was 34, of the nurses 40 and
of the family members 38. Agree-
ment, as measured by Cohen’s kappa
statistic, was significant between the
patient and the family member (K =
0.47) but not between the patient and
the nurse (K = 0.11). Although the
nurses overestimated the patients’
tiredness, there was poor agreement
on the presence of this symptom.

We did not study physicians, but if
the nurses’ perceptions are anything
to go by, we doctors are probably just
as unskilled at recognizing this symp-
tom (or, more likely, worse). To re-
lieve suffering we must recognize the
existence of the symptom and its ef-
fect on those afflicted. We must also
accept that this recognition may be
obscured by our paucity of knowl-
edge, our presumptuous attitude or
our restricted skills in this arena.

Bill Eaton, MD

St. John’s, Nfld.
Graham Worrall, MD
Whitbourne, Nfld.
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Our experience in treating pa-

tients with metastatic disease re-
sulting in spinal cord compression has
been that attempts at rehabilitation
are often stymied by the fatigue that
Dr. Jane Poulson describes. People
who are trying to develop a given set
of muscles to compensate for weak-
ness elsewhere in the body or to gain
some measure of independence de-
spite paralysis are often prevented
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from accomplishing their goals be-
cause of the fatigue associated with
cancer. We now recognize that people
with such fatigue can probably toler-
ate only 30 to 60 minutes of aggres-
sive therapy and exercise a day. In-
stead of admitting these patients to a
rehabilitation ward, where 4 hours or
more of therapy is given daily, we are
now more frequently admitting them
to a palliative care ward, where 23
hours of each day can be devoted to
quality of life and comfort and where
the patient does not have to watch
others improve dramatically while
they are just too tired to participate
fully in the rehabilitation program.
This new approach appears to allow
for a balance between quality of life
and the limited amount of therapy
that can be tolerated.

Patrick J. Potter, MD

Acting Chief

Physical Medicine and Rehabilitation
University of Western Ontario
London, Ont.

Our worst public health evil

he third sentence of the Editor’s

preface in the July 28 issue
(CMAJ 1998;159[2]:125) is either
wrong or written misleadingly. In it,
Dr. John Hoey refers to the fairly
well-established epidemiology of the
health effects of tobacco and alcohol,
going on to state that “[t]he health ef-
fects of illicit substances such as co-
caine and heroin are even greater.”
Overall, they are not. Recent data
show high rates of smoking in
Canada, which reflect in particular a
failure to deter young people from
smoking. Alcohol use is also wide-
spread. Because of the sheer numbers
involved, these “legal” drugs cause
more ill health than heroin or co-
caine.

If what was meant was merely that
the ill effects of cocaine or heroin use
on the health of individual users are
greater than the ill effects of tobacco
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