
sive drug therapy.4 We also found that
overall costs, including emergency room
and hospital utilization, did not change
after the policy.4 The net savings of $6
million in the first year in the elderly
alone,4 which amounted to 6% of ex-
penditures for all cardiovascular drugs,5

were much higher than most drug cost-
containment policies.6 Overall, this is
one of the only drug cost-containment
policies (of which we are aware) that
saved substantial costs without unin-
tended outcomes on patient health sta-
tus or use of expensive services. 

Sebastian Schneeweiss
Division of Pharmacoepidemiology and 
Pharmacoeconomics

Brigham and Women’s Hospital and 
Harvard Medical School

Boston, MA 
Stephen B. Soumerai
Drug Policy Research Group
Department of Ambulatory Care and 
Prevention

Harvard Medical School
Boston, MA
Malcolm Maclure
School of Health Information Science
University of Victoria
Victoria, BC
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[The author responds:]

In my recent commentary,1 I was re-
miss in not noting that the “10% de-

cline in the use of antihypertensives”
was not statistically significant (p =
0.15). Nonetheless, regardless of statis-
tical significance, the decline was real.

This specific statistic reported the dif-
ference in utilization of antihyperten-
sives between the Jan. 1997 predicted
utilization (as extrapolated from the
November 1996 observed utilization,
Figure 2) and observed utilization.2

Instead, if one were to make the
comparison using the Oct. 1996 utiliza-
tion relative to the March 1997 utiliza-
tion, the decline in antihypertensive
utilization appears to be approximately
15%, a decline that is perhaps now also
statistically significant. Moreover, the
estimated trend in overall antihyperten-
sive utilization does not catch up with
the predicted utilization until the very
last data point presented: April 1998
(Figure 2). In fact, during the entire 16-
month post-reference-pricing period
studied, the estimated trend is below
the predicted line. This represents a
real decline in antihypertensive utiliza-
tion, in which health consequences re-
main unmeasured.

In the same paper, the authors esti-
mated the cost savings to the BC drug

plan from the application of reference
pricing of ACE inhibitors to be
$6 700 000 in the first year alone. This
estimate is substantially larger than
those found by Grootendorst and col-
leagues, who found savings of an aver-
age of $1 200 000 per year over the first
2 years after the policy was introduced.3

Given that both studies were based on
the same administrative source data,
could it be that one or both of the stud-
ies are methodologically incorrect? An
indepth exploration of the causes of the
divergence in cost savings is beyond the
scope of this rebuttal.

Finally, recognizing that the source
data for both of the above studies were
collected to process prescription claims
and not to perform outcomes research,
and that underlying these claims are a
complex array of business and personal
incentives, exact estimates and an as-
sessment of statistical versus clinical
significance should be of secondary im-
portance. What is important is deciding
whether, on balance, reference pricing
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was good or bad for the average person
with hypertension in BC.

Aslam H. Anis
Department of Health Care and 
Epidemiology

University of British Columbia
Vancouver, BC
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Revisiting 9/11

In his response1 to CMAJ’s report on
the Peace Through Health conference

held at McMaster University,2 Jeff Kol-
basnik applauds the US response to the
Sept. 11, 2001, attacks on its territory
and calls the constructive suggestions and
conclusions emerging from the confer-
ence ludicrous, bizarre and laughable.

But where do we go from here?
Osama bin Laden remains unaccounted
for and al-Qaeda remains a force out-
side Afghanistan, so what has really
been accomplished so far? That the
Afghan people appear to have been
taken from the grip of the Taliban ap-
pears positive, but at what price? Per-
haps the US military actions, which in-
clude Afghan civilian deaths in excess of
those from the 9/11 catastrophes, have
created alienation and fuelled resent-
ment sufficient for the recruitment of
more new terrorists than have been put
out of action. The US is already warn-
ing of more terrorist attacks.

Surely the exploration of alternatives
to military strikes, such as negotiations
and police actions involving many na-
tions acting through the UN, is appro-
priate. Is not protection of citizens
more likely to be effective in a state that
chooses rule by international law over
rule by force? We need, as Kolbasnik

concludes, “real understanding and
learned discussion of the issues at
hand.” Wasn’t this what the McMaster
conference was about?

Doug Alton
Diagnostic Radiologist
Mississauga, Ont.
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Fracture healing using low-
intensity pulsed ultrasound

In their recent meta-analysis on the
role of low-intensity pulsed ultrasound

therapy on fracture healing,1 Jason Busse
and colleagues conclude that treatment
with low-intensity pulsed ultrasound
could decrease disability associated with
nonunion of fractures. However, the 3
studies investigated in depth2,3,4 reported
principally on accelerated fracture union
but did not report details of nonunion
rates in the comparison groups.

Based on the evidence presented, it
would be fair to conclude there is accel-
erated fracture healing. The case for re-
duction in fracture nonunion rates fol-
lowing low-intensity pulsed ultrasound
therapy remains unproven.

M. McGavan McAlinden 
Consultant in Trauma and Orthopaedic 
Surgery

The Ulster Hospital, Dundonald
Belfast, UK 
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[Three of the authors respond:]

We thank M. McAlinden for his
interest in our study. He ques-

tions the appropriateness of conclud-
ing that low-intensity pulsed ultra-
sound could decrease disability
associated with nonunion of fractures,
since the 3 studies we pooled did not
specifically address this topic. We
agree that firm conclusions about this
cannot be made. However, in our re-
sults section, we made reference to a
report that re-analyzed 2 of the pooled
trials and found that tibial delayed
union was significantly reduced (p =
0.02) in a subgroup of smokers vs.
controls.1 We felt it appropriate to
draw attention to this admittedly pre-
liminary finding, given the importance
that delayed unions (which may lead to
non-unions) have in fracture healing.
Of interest is a recent study that has
added further support for the idea that
therapeutic ultrasound has a potential
role in the treatment of nonunited
fractures.2

Jason W. Busse
Mohit Bhandari
Abhaya V. Kulkarni
Department of Clinical Epidemiology 
and Biostatistics

McMaster University
Hamilton, Ont.
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Correction

In a recent News article,1 it was in-
correctly reported that surgical res-

idents in Maritime provinces worked
an average of 55 hours per week.
They work an average of 81 hours per
week.

Reference
1. Sibbald B. Vowing no more cheap labour, US

residents file suit. CMAJ 2002;166(12):1579.

Correspondance

128 JAMC • 23 JUILL. 2002; 167 (2)


