
definitional problems and has called
for an empirical definition of harm
reduction.6 In this conceptualization
one cannot determine a priori
whether a policy or program is harm
reducing until one examines the evi-
dence of its impact. Any program, be
it demand or supply reduction, use
tolerance or abstinence, that measur-
ably reduced harm would be deemed
harm reduction.

With its present drug strategy
Canada spends heavily on law enforce-
ment (more than $400 million
annually7); these monies comprise the
bulk of dedicated resources, yet there
has been virtually no research on its ef-
fectiveness in reducing drug use or
drug-related harm. Accepting and op-
erationalizing an empirical approach
would have advantages. As a nation we
could develop and invest in policies
and programs that were effective in re-
ducing the prevalence of substance use
and misuse, that reduced harm result-
ing from substance use and misuse and
that provided users with effective op-
tions for managing or quitting sub-
stance use.

Perry R.W. Kendall
Provincial Health Officer
Victoria, BC
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Management of patients with
uninvestigated dyspepsia

Arecently published randomized
controlled trial of the eradication

of Helicobacter pylori in patients without
ulcers who presented with functional
dyspepsia1 was reviewed in a CMAJ
Clinical Update.2 We believe the Clini-
cal Update oversimplifies the manage-
ment of dyspepsia in that it incorrectly
leads the reader to believe that these re-
sults are applicable to the management
of primary care patients with uninvesti-
gated dyspepsia, when in fact this is not
the case. 

It is essential to distinguish between
uninvestigated and investigated dyspep-
sia. By definition, functional dyspepsia
is a diagnosis of exclusion after investi-
gation has ruled out organic disease
such as peptic ulcer, gastroesophageal
reflux and, less frequently, gastric can-
cer.3 For this, upper gastrointestinal en-
doscopy is the investigation of choice.
Over half of patients with dyspepsia will
have a normal endoscopy and they are
said to have nonulcer dyspepsia.

There is indeed a lot of controversy
about whether eradication of H. pylori
infection in patients with functional
dyspepsia leads to sustained improve-
ment in symptoms. Although the study
reviewed in the Clinical Update sug-
gests that there is no benefit from erad-
ication of H. pylori in patients with
functional dyspepsia, a recent meta-
analysis of 12 randomized controlled
trials shows a modest risk reduction in
dyspeptic symptoms resulting from
eradication of H. pylori (risk reduction
9%, 95% confidence interval
4%–14%).4

Perhaps the clinically more relevant
question is what is the value of a nonin-
vasive H. pylori test-and-treat strategy
in patients with uninvestigated dyspep-
sia in the primary care setting. A re-
cently completed randomized con-
trolled trial of 294 patients showed that
50% of patients randomized to active
treatment for eradication of H. pylori
had improvement in symptoms at 12
months compared with 36% in the
group of patients randomized to a

placebo.5 Patients in this study did not
undergo endoscopy, so it is not known
how much of the improvement is at-
tributable to patients with an ulcer
diathesis. 

Infection with H. pylori is also a risk
factor for the development of gastric
cancer. We might reasonably expect
that eradication of H. pylori may pro-
vide the additional benefit of prevent-
ing some cases of gastric cancer, al-
though there are not yet any data from
randomized controlled trials to support
this view. 

In summary, we believe there are
data to support a noninvasive H. pylori
test-and-treat strategy in patients with
univestigated dyspepsia who are less
than 50 years old, who do not have
alarm symptoms, who are not taking
nonsteroidal anti-inflammatory drugs
and who do not have symptoms sug-
gesting reflux disease. This was clearly
outlined in our recently published
CMAJ supplement.6

Sander Veldhuyzen van Zanten
Department of Medicine
Queen Elizabeth II Health Sciences
Centre

Dalhousie University
Halifax, NS
Nigel Flook
Department of Family Medicine
University of Alberta
Edmonton, Alta.
Naoki Chiba
Division of Gastroenterology
McMaster University
Hamilton, Ont.
for the Canadian Dyspepsia Working
Group
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On the trail of necrotizing
fasciitis in children

Tauyee Hsieh and colleagues are to
be commended for their attempt

to define the pediatric presentation and
outcome of necrotizing fasciitis versus
cellulitis, using a case–control study de-
sign.1 One major limitation of their
study is the paucity of cases of necrotiz-
ing fasciitis (8 cases in total), despite a
16-year period for the retrospective
analysis. This raises a question about
the accuracy of the ICD-9 coding sys-
tem for identifying cases of necrotizing
fasciitis or similar entities. The answer
is that it is not particularly accurate. For
example, the sensitivity of ICD-9-CM
codes appears to be at most 58.3% for
laboratory-confirmed pneumococcal
pneumoniae and tends to be much
lower than that.2 Identification of com-
mon occurrences such as adult stroke,3

myocardial infarction,4 childhood acci-
dents5 and reportable communicable
diseases6 via ICD-9 and ICD-9-CM
codes is often equally poor, especially
among pediatricians.7 Furthermore,
coding discrepancies are greater with
more complex medical cases,8 such as
necrotizing fasciitis.9 I do not criticize
the authors for this limitation, but feel
that it may help explain why so few
cases were identified over such a long
study period.

I am concerned that the authors did
not estimate a study sample size that
would have enabled them to address
their question(s) with greater study
power and precision. Sample size esti-
mation is an important part of any
study design, especially in a case–
control study that attempts to examine a
rare occurrence like pediatric necrotiz-
ing fasciitis.10 Accordingly, a colleague
and I developed a practical paper to as-

sist clinician-researchers in the difficult
task of estimating sample size for such
studies.10 As Hsieh and colleagues
pointed out, they may have identified a
greater number of cases by embarking
on a multicentre study, which is often
required when rare diseases are studied.
It was for this purpose that the Ontario
Group A Streptococcal Study Group
was formed.9,11 During 1992 and 1993
alone, this group identified 323 cases of
invasive group A streptococcal disease in
Ontario; the highest rates were among
children and elderly people. However,
necrotizing fasciitis occurred in only 6%
of all patients, highlighting the rarity of
this disease and its high rate of associ-
ated morbidity and mortality.9

Joel Ray
Associate
Departments of Critical Care and 
Clinical Epidemiology and Biostatistics

McMaster University
Hamilton, Ont.
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Iread with interest the article by
Tauyee Hsieh and colleagues de-

scribing a case–control study of necro-
tizing fasciitis in children.1 The authors
indicated that they enrolled control sub-
jects who were “matched to the case
subjects” by date of admission and by
date of birth. Although it was not specif-
ically stated, one might assume by the
wording that the control subjects were
individually matched to the case sub-
jects. The authors also noted that, for
the multivariate analysis, they were un-
able to obtain odds ratios from condi-
tional logistic regression (which would
take the matching into account) but ver-
ified their estimates by an alternative
approach that did adjust for matching.

However, it is not clear whether ap-
propriate analyses that take matching
into account were utilized in their uni-
variate comparisons, and whether the
comparisons displayed in their Table 1
represent univariate or multivariate
comparisons. They indicated that they
analyzed their data using Fisher’s exact
test for categorical variables and the
Wilcoxon rank-sum test for continuous
variables. If the authors did not use
matching, would the comparisons in
Table 1 have been different if they had?
Would this have altered the “signifi-
cant” risk factors included in the multi-
variate analysis?

Gary M. Liss
Department of Public Health Sciences
University of Toronto
Toronto, Ont.
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[The authors respond:]

We agree with Joel Ray that the
ICD-9 coding system may not

adequately ensure retrieval of all rele-
vant cases. To ensure that we captured
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