
physician fees cannot decline in real
terms indefinitely.

More important, the authors’ data
do not penetrate the effects of financial
restraint on quality of care, a fact that
they themselves point out.1 But this is-
sue is the very crux of the perceived
health care crisis. What happened to
waiting lists for referrals, surgery and
diagnostic tests? How were health out-
comes affected? Is it appropriate to as-
sume that age- and population-adjusted
fee expenditures should remain the same
(in real dollars) over this time period?
Moreover, physician fees account for
only 24% of health care spending in
British Columbia;2 if there is a funding
crisis, physician fees are only a small
part of a larger problem.

A sustainable system must both
control costs and provide appropriate
health care. Barer and colleagues es-
tablish that the government of British
Columbia controlled costs, but they do
not establish that it did so in a sustain-
able manner.

Mark Fruitman
Radiologist
St. Joseph’s Health Centre
Toronto, Ont.
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[Three of the authors respond:]

We strongly support Mark Fruit-
man’s point that “[a] sustainable

system must both control costs and
provide appropriate health care.” Our
purpose1 was to identify the key com-
ponents in physician billings as a means
of isolating both what was and what
was not happening. The observation of
major changes in the patterns of con-
tact between patients and general prac-
titioners is, we think, quite new: we
found that GPs are increasingly shar-

ing their patients, yet the net impact on
costs is minimal. It appears that neither
patients nor physicians are abusing the
system or, if they are, that abuse has
not been increasing. This situation
might raise concerns about continuity
of care, but such concerns take us be-
yond these data.

In contrast, the care of elderly pa-
tients after they pass the GP “gate-
keeper” and enter the specialty system
is much more expensive. As Fruitman
points out, our data cannot say whether
these dramatic increases in cost are ap-
propriate. But if one is truly concerned
about both the appropriateness and the
cost of care, these sectors and this pa-
tient group would seem obvious places
for further scrutiny.

Fruitman suggests that our conclu-
sion regarding sustainability had its ba-
sis in costs for physicians, whose real
fees declined over the period in ques-
tion. But even if fees had increased at
the rate of inflation, the average annual
increase in expenditures would have
been 6.8% rather than 5.8%, hardly
enough difference to support claims of
“unsustainability.” Furthermore, this
calculation presumes that the change in
(age-specific) utilization per capita
would have been the same, irrespective
of the change in real fees. It seems con-
ceivable that faster growth in fees
would instead have been associated
with slower growth in utilization — the
fact that the increase in use almost pre-
cisely offset the decline in fees may be
more than coincidence. In any case,
physician fees in British Columbia have
been the highest, or among the highest,
in the country for decades. 

Morris L. Barer
Robert G. Evans
Kimberlyn McGrail
Centre for Health Services and Policy
Research

University of British Columbia
Vancouver, BC
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Reducing adverse events

Further to the landmark work of
Alan Forster and coauthors1 at the

Ottawa Hospital–Civic Campus in
identifying levels of adverse events at
discharge and revealing the extent of
the gap in continuity of care, particu-
larly drug management, I wish to
point out measures that have been
taken in this region to diminish the
problem. 

In 1995 a group of Ottawa-area
health care professionals — hospital
and community pharmacists, physi-
cians and a nurse — gathered to pro-
mote solutions to the gaps in seamless
care.2 We recommended 2 major inno-
vations: pocket drug profiles to be
used by community pharmacists for
patients receiving long-term medica-
tion, as well as formal discharge com-
munications from the hospital to the
family physician and the community
pharmacist. The latter recommenda-
tion was instituted the next year at the
Ottawa General Hospital (now the 
Ottawa Hospital–General Campus) in
a form called “Prescription and Dis-
charge Notes,” which provided com-
plete information on discontinued
medications, medication incidents and
recommendations for ongoing care. A
pilot project was instituted on a surgi-
cal floor, and a chart review followed.
The review indicated that on average
half of each patient’s medications were
changed before discharge and that po-
tentially 61% of the discharge forms
reported drug-related problems, only
half of which were resolved before dis-
charge.3 A later study on a medical
floor showed an even greater number
of changes and potential drug-related
problems.4

This form has now been updated
and its use extended to the Civic Cam-
pus and to other institutions. A further
study showed that use of the form on
the medical ward of a Montreal hospital
increased the accuracy of patient pro-
files maintained by community phar-
macists.5 It would be interesting to de-
termine if this form makes a difference
in the negative outcomes that Forster
and coauthors1 so clearly identified.
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Many other communities across
Canada have tackled this problem, as
revealed by posters and presentations
at 2 national seamless care work-
shops.6,7 The report by Forster and
coauthors clearly demonstrates the
need for pharmacists, physicians and
others to mend the gap in communica-
tions between institutional and com-
munity care. 

William McLean
Pharmaceutical Outcomes Research Unit
Ottawa Hospital — General Campus 
Ottawa, Ont.
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[Two of the authors respond:]

The form to which William
MacLean refers in his letter was be-

ing used during our study,1 and we com-
monly saw problems with how the forms
were completed. For example, it was of-
ten difficult to distinguish old from new
medications, poor handwriting often
made prescriptions illegible, and only
rarely was a contact number for the pre-
scribing physician indicated on the form.
Thus, although the forms probably have
a role in guiding physicians, time pres-
sures and other factors lead to unsafe
prescribing practices. Because the form
was used for almost all patients, we are
unable to determine whether the risk of
adverse events decreased with its use.

We support the idea of improving
communication between multidiscipli-
nary members of the health care
team. MacLean highlights the changes
in medication regimens that are often
made during and after a hospital stay.
Frequently, this information is not
communicated effectively to patients,2

pharmacists or community physicians.3

The need to reconcile medication regi-
mens before and after the hospital stay
and the need to improve communica-
tions pertaining to medication use are
obvious. However, translating these
needs into practical, effective solutions
will require substantially more invest-
ment than changes in paper forms. Al-
though unproven, it is possible that bet-

ter hospital information systems will be
required, e.g., through computerized
physician order entry4 or automated
discharge summary generation.5

Alan J. Forster
Carl van Walraven
The Ottawa Hospital
The Ottawa Health Research Institute
Ottawa, Ont.
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Correction

Arecent recommendation statement
on postmenopausal hormone re-

placement therapy for primary preven-
tion of cardiovascular and cerebrovas-
cular disease1 should have included the
following byline: “Beth L. Abramson
and the Canadian Task Force on Pre-
ventive Health Care.” Beth Abramson
is Assistant Professor of Medicine, Uni-
versity of Toronto, and Director of the
Cardiac Prevention Centre and
Women’s Cardiovascular Health, St.
Michael’s Hospital, Toronto, Ont.
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New letters submission process

CMAJ’s enhanced eLetters feature is now the portal for all submissions to our
letters column. To prepare an eLetter, visit www.cmaj.ca and click “Submit a
response to this article” in the box near the top right-hand corner of any eCMAJ
article. All eLetters will be considered for publication in the print journal. 

Letters written in response to an article published in CMAJ are more likely to be
accepted for print publication if they are submitted within 2 months of the
article’s publication date. Letters accepted for print publication are edited for
length (usually 250 words) and house style.


