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Most over-the-counter drugs
have CRCs. There is often no
choice in packaging.

CRCs are not just a problem for
seniors. We have a large population
of semiliterate as well as non-Eng-
lish-speaking people. For many of
them, CRCs remain a mystery.

I wonder whether the association
is claiming credit where credit is not
due. Simply because there has been
a reduced incidence of accidental
poisoning in children coincident
with the introduction of CRCs does
not necessarily mean there is a causal
connection. Is it possible that the re-
duction is the result of a better edu-
cated population?

Lynette E. Sutherland, MD, PhD
North York, Ont.

Calcium supplementation
for the nation

The timing of the symposium on
the prevention and manage-

ment of osteoporosis (Can Med Assoc
J 1996;155:921-65) was appropriate
because of the immense magnitude
of this problem in Canada.

One of the articles, “Calcium nu-
trition and osteoporosis” (Can Med
Assoc J 1996;155:935-9), by Dr.
Timothy M. Murray, drew attention
to the need for calcium supplemen-
tation.

It seems ironic that the simple
supplementation of ordinary orange
juice with tricalcium citrate is not
available to the Canadian public. For
at least the past 10 years this cal-
cium-supplemented orange juice has
been available throughout the US.
In that country, a glass of orange
juice supplies as much calcium as a
glass of milk. Calcium-supple-
mented orange juice is available at
the same price as regular juice. The
containers are specially marked with
blue print and the screwtop on the
container is also blue.

This calcium-fortified juice is
available from every major producer
of orange juice in the US. The same
brands are available in Canada, but
without the option of calcium sup-
plementation. I wonder why Cana-
dians nation wide are denied access
to this product.

Walter P. Bobechko
Dallas, Tex.

[The author responds:]

Dr. Bobechko raises an important
point. Supplementation of food

products such as orange juice is an
important source of calcium, particu-
larly for those who cannot or will not
consume dairy products. Such prod-
ucts can be supplemented at a level
higher than the calcium level in veg-
etable sources. We have been aware
of the availability of calcium-supple-
mented orange juice in the US for
some time, and we would like to see
such products available in Canada.
Indeed, the Osteoporosis Society of
Canada has endeavoured to help
make such products available in
Canada, in keeping with its view that
informed and educated consumers
should be able to obtain dietary cal-
cium from a variety of food choices.
The society has advocated the intro-
duction of such products to the
Canadian market by consulting with
corporate partners in the food and
beverage industry and with the
Health Protection Branch of Health
Canada. However, the issue is a com-
plicated one that still awaits regula-
tory approval. Topics that need to be
addressed include upper safety limits
for calcium intake in the general
population, whether health claims
can be made for such products with
regard to osteoporosis, the scope of
the population at risk for osteoporo-
sis, which products should be supple-
mented and the benefits of harmo-
nization with US policies. We would
like to see more consumer choice

and greater calcium availability
through a wider variety of food
sources.

Tim Murray, MD
Professor of Medicine
Metabolic Bone Clinic
St. Michael’s Hospital
Toronto, Ont.

Checking random
assignment with claims data

Dr. Norman F. Boyd (“The re-
view of randomization in the

Canadian National Breast Screening
Study: Is the debate over?,” Can
Med Assoc J 1997;156:207-9) refers
to our analysis of health insurance
data on the Manitoba women en-
rolled in the National Breast
Screening Study (NBSS).1 One of
the objectives of our study, which
was funded by the National Cancer
Institute of Canada, was to deter-
mine whether there was indepen-
dent evidence supporting criticism
of the random assignment proce-
dures used in the NBSS. In Mani-
toba, we could construct a medical
history for each woman before her
entry into the trial with the use of a
database generated as part of that
province’s health insurance system.
The database includes claims data
from the billing cards sent to Mani-
toba Health by fee-for-service phys-
icians. Each card must include the
reason for the visit (diagnosis) for
the claim to be accepted and the
physician paid.

The NBSS provided identifying
information for each of the 9477
women who attended the screening
centre in Manitoba, which we then
linked with each woman’s claims
data. We retrieved all procedures
and diagnoses related to the breast
in the 24 months before each
woman’s entry into the NBSS. As
Boyd notes, we identified 9 women
who had a claim for breast cancer
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during that period. Of these 9
women, 3 had no other breast-
related claims, 2 were referred for a
mammogram, 2 had a biopsy and 
2 had both a mammogram and a
biopsy. None had surgery or other
form of cancer treatment during the
24 months before their enrolment.
Only 1 of these women subsequently
had breast cancer diagnosed and
treated, several years after the clo-
sure of the NBSS centre. We veri-
fied this with files provided by the
NBSS, which documented all cases
with a cancer diagnosis during the
trial or the follow-up period. We
also determined that these women
had continuous coverage under
Manitoba Health from 1980 to
1995, suggesting that none of them
had left the province or had been di-
agnosed or treated elsewhere.

Eight of the 9 women with a prior
claim for breast cancer (4 of whom
were in their 40s and 4 of whom were
in their 50s) were randomly assigned
to the mammography arm of the
NBSS. We reported a probability
value of 0.06 for this comparison,
based on Fisher’s exact test. Boyd re-

analysed the data and found a p value
of 0.05, but he used the χ2 test. It
should be recognized, when inter-
preting these results, that the study
examined a large number of compar-
isons between women in the 2 arms
of the trial. The finding of a p value
close to 0.05 did not control for mul-
tiple comparisons and should be
treated with caution.

In interpreting these results, one
needs to be aware of the nature of
the health insurance system in Mani-
toba. A tentative diagnosis may be
entered on a claims card as the rea-
son for the visit and any further diag-
nostic procedures. Even if the results
are negative — as was presumably
the case for these 9 women — the
original claims card remains in the
system. The physicians of these
women probably wrote “query breast
cancer” or “rule out breast cancer”
on the claims cards.

Despite the limitations of the
claims data, they were generated in-
dependently from the NBSS and
provide a unique method of check-
ing the random assignment process
used in this trial.

Marsha Cohen, MD
Clinical Epidemiology Unit
Sunnybrook Health Science Centre
North York, Ont.
Department of Community Health 
Sciences

University of Manitoba
Manitoba Centre for Health Policy 
and Evaluation

Winnipeg, Man.
Department of Health Administration
University of Toronto
Toronto, Ont.
Pat Kaufert, PhD
Department of Community Health 
Sciences

University of Manitoba
Winnipeg, Man.
Leonard MacWilliam, MNM, MSc
Manitoba Centre for Health Policy 
and Evaluation

Winnipeg, Man.
Robert Tate, MSc
Department of Community Health 
Sciences

University of Manitoba
Winnipeg, Man.
Received via e-mail

Reference
1. Cohen MM, Kaufert PA, MacWilliam L,

Tate RB. Using an alternative data source
to examine randomization in the Canadian
National Breast Screening Study. J Clin
Epidemiol 1996;49:1039-44.

Correspondance

Submitting letters

Letters must be submitted by mail, courier or e-mail, not by fax. They
must be signed by all authors and limited to 300 words in length. 
Letters that refer to articles must be received within 2 months of the
publication of the article. CMAJ corresponds only with the authors of
accepted letters. Letters are subject to editing and abridgement.

Note to e-mail users

E-mail should be addressed to pubs@cma.ca and should indicate
“Letter to the editor of CMAJ” in the subject line. A signed copy must
be sent subsequently to CMAJ by fax or regular mail. Accepted letters
sent by e-mail appear in the Readers’ Forum of CMA Online immedi-
ately, as well as being published in a subsequent issue of the journal.

Pour écrire à la rédaction

Prière de faire parvenir vos lettres par la poste, par messager ou par
courrier électronique, et non par télécopieur. Chaque lettre doit
porter la signature de tous ses auteurs et avoir au maximum 300
mots. Les lettres se rapportant à un article doivent nous parvenir dans
les 2 mois de la publication de l’article en question. Le JAMC ne 
correspond qu’avec les auteurs des lettres acceptées pour publication.
Les lettres acceptées seront révisées et pourront être raccourcies.

Aux usagers du courrier électronique

Les messages électroniques doivent être envoyés à l’adresse
pubs@cma.ca. Veuillez écrire «Lettre à la rédaction du JAMC» à 
la ligne «Subject». Il faut envoyer ensuite, par télécopieur ou par la
poste, une lettre signée pour confirmer le message électronique. 
Une fois une lettre reçue par courrier électronique acceptée pour
publication, elle paraîtra dans la chronique «Tribune des lecteurs du
JAMC» d’AMC En direct tout de suite, ainsi que dans un numéro
prochain du journal.


