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transfusion.5 Any cases should be reported to the Laboratory Centre for
Disease Control of Health Canada.
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A conclusion based
on an unwise premise

I

share Dr. Alexander Clark’s grave
concern about the report of the International Association for the Study
of Pain Task Force on Pain in the
Workplace, Back Pain in the Workplace: Management of Disability in Non
Specific Conditions, which recommends
that compensation for impairment or
disability be restricted to conditions
for which causation has been shown
(“Back pain without apparent cause,”
Can Med Assoc J 1996;155:861-2).
This conclusion is based on the unwise premise — and one that is also
extremely patronizing and unfair to
patients — that no physical cause for
pain exists if current medical science
cannot find it.
The fallacy of this premise may be
illustrated by recent cervical spine research in Australia, which showed
convincingly that 60% of patients

484

with nonspecific chronic neck pain
after automobile whiplash injuries,
whom their doctors thought had
largely psychosocial problems, in fact
had an identifiable, specific source of
pain.1 This source was the facet or zygapophyseal joints at 1 or more vertebral levels. The researchers concluded that cervical facet joint pain is
“extraordinarily common” and that
this cause of pain “cannot be ignored” any longer. Spine’s expert
commentator described the controlled study, which involved 10 years
of research, as “rigorous and impeccable.”
I suspect that similar problems affect the lumbar spine. All of this may
explain why new evidence-based
management guidelines for neck
pain2 and back pain3,4 give spine manipulation, which improves range of
motion in the facet joints, and early
activation as the first line of management for patients with nonspecific
pain.
In making decisions that have a
major effect on our patients, such as
whether a worker disabled by chronic
nonspecific low-back pain should be
compensated, we should pay due respect to the patient and be humble
about the current state of medical science. Waddell and associates5 have
helped us all to understand that back
pain is a biopsychosocial problem,
but this does not mean that specific
physical causes, such as biomechanical joint dysfunction not tested for or
understood in most current medical
practice, should be regarded as nonexistent.
Douglas L. Pooley, DC
President
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Consultation and
counselling via e-mail

T

he recent article “Psychiatrist
says counselling via e-mail may
be yet another medical use for Internet” (Can Med Assoc J 1996;155:16067), by Cameron Johnston, suggests
that counselling by e-mail may supplement office sessions between patients and psychiatrists.
I am a family physician who has
recently obtained a few brief e-mail
consultations from specialist colleagues. We have found e-mail to be
a simple and convenient method of
communication that avoids intrusive
telephone disruptions.
I sometimes need to confer with a
specialist to determine whether referral of a patient is necessary, to receive
management advice or to ask a question about a specific topic. This usually leads to telephone tag or interrupts the specialist at a clinic. The
same information can be exchanged
more conveniently by e-mail, and all
of the advantages mentioned in Johnston’s article can apply to the family
physician–specialist interaction too.
Consulting physicians can gather
and present information or ask questions concisely and accurately. Consultants can review this information
at their convenience and reply quickly. Information can be exchanged
without identifying a patient by
name, preserving confidentiality.

