
tion Action Society; 2000. Available: www.cfdp
.ca/safei.pdf (accessed 2002 Jan 18).

[Thomas Kerr and Anita Palepu
respond:]

Although we agree that there is need
for an expansion of treatment ser-

vices in Canada, evidence from Ger-
many, the Netherlands and Switzerland
suggests that a continuum of services that
includes low-threshold services (e.g., safe
injection facilities) constitutes the most
effective means of reducing drug-related
harm.1,2 No intervention, be it absti-
nence-based treatment, methadone treat-
ment or safe injection facilities, can stand
alone as a panacea.2 We believe that safe
injection facilities could serve a purpose-
ful and complementary role in our con-
tinuum of services, and therefore a rigor-
ous trial and evaluation of safe injection
facilities is warranted. 

With respect to the complementary
effects of safe injection facilities, re-
search from Switzerland has shown that
low-threshold services such as safe in-
jection facilities serve to increase the
number of injection drug users entering
treatment.1 During the mid-1980s
Swiss medium- and high-threshold ser-
vices (e.g., methadone and drug treat-
ment) only contacted 20% of active in-
jection drug users.1 Following the
implementation of safe injection facili-
ties and other low-threshold services,
the number of injection drug users en-
tering treatment increased to 65%, and
by necessity, treatment services were
expanded.1 According to Swiss reports,
the remaining 35% of injection drug
users were in regular contact with low-
threshold services, which in turn served
to minimize harm among people who
continued to inject while reducing the
impact of drug use on communities.1

Safe injection facilities have con-
tributed to higher rates of referral to
drug treatment. This can in part be at-
tributed to increased opportunities for
sustained contact between health care
professionals and street-based injection
drug users.3 Although needle exchange
and street-outreach workers make fre-
quent contact with injection drug users,
the great majority of these interactions

tend to be cursory and on-the-run.4,5

Safe injection facilities place trained staff
in direct proximity with injection drug
users while they are waiting to consume
their drugs, as well as after they have
done so and have returned to the waiting
room. Moreover, safe injection facilities
offer many needed services on-site: nee-
dle exchange, counselling, primary med-
ical care, drug treatment, shower and
laundry, and other services, depending
on resources. There is substantial re-
search that indicates that injection drug
users will avail themselves of drug treat-
ment and other services at much higher
rates if they are offered on-site rather
than externally.6,7 Although Gordon
Brock and Vydas Gurekas may question
the transferability of these effects, we
can conceive of no reason why Canadian
drug users would be less likely to avail
themselves of these services when similar
referral mechanisms are implemented. 

Discussions concerning the costs and
interventions associated with injection
drug use should not be limited to health
service budgets and the associated prior-
ities. As the Auditor General pointed
out in a recent report, the total cost of
illicit drug use in Canada is estimated to
be $5 billion.8 Of the $500 million de-
voted to enforcement, prevention, treat-
ment and harm reduction, $475 million
is used for enforcement. Perhaps what is
needed is a redistribution of funds
rather than increased investment in only
one component of the health system.
Clearly, a more comprehensive ap-
proach is needed to reduce the health,
social and economic consequences of in-
jection drug use in Canada.

Thomas Kerr
Department of Psychology
University of Victoria
Victoria, BC
Anita Palepu
Centre for Evaluation and Outcome
Sciences
St. Paul’s Hospital
Vancouver, BC
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[Wayne Weston responds:]

Mark Latowsky applies the concept
of informed and shared decision-

making to physicians’ work with a chal-
lenging group of patients, injection
drug users, and suggests that we have a
moral obligation to treat them with re-
spect, as people with a disease rather
than as bad people deserving punish-
ment. Finding common ground1 with
these patients is often difficult because
we want them to change too much, too
fast and we become frustrated and judg-
mental when they do not follow our ad-
vice. Finding common ground does not
mean coercing, cajoling or even coaxing
our patients to agree with our treat-
ment guidelines. Rather, it means seek-
ing to understand the patient’s world
and their illness experience well enough
that we can empathize with their plight
and appreciate the difficult and some-
times unhealthy choices they feel com-
pelled to make. We need to stick with
them so that they know we care and
they learn to trust us. Then, together
we can tackle their problems.2

Two concepts help physicians to be
more helpful and less pessimistic. Moti-
vational interviewing methods are based
on the theory of stages of change3,4: peo-
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ple first ignore the issue, then they think
about it and make plans to change, and
finally they undertake the hard work of
changing and preventing relapse. Suc-
cess is measured in moving from one
stage to the next, not jumping from de-
nial of the problem to lifelong cure in a
single leap. The second, and related,
concept is harm reduction.5 It is not re-
alistic to expect every patient to be
cured of their drug addiction. It is im-
portant to encourage any move in the
direction of less risk, such as drinking 6
beers a day instead of 12 or using clean
needles instead of shared needles.
Whether this is the first step in the long
road to controlling their substance
abuse or the only step, it is a step in the
right direction. We need to be there to
support our patients in this struggle, not
to judge their failings.

W. Wayne Weston
Department of Family Medicine
University of Western Ontario
London, Ont.
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Interplanetary health care
report cards

Jack Tu and colleagues raise impor-
tant issues concerning the interpre-

tation of health care report cards.1 In
addition to writing science fiction about
interplanetary travel and life on other
planets, Edgar Rice Burroughs specu-
lated about effective medical perfor-
mance evaluation systems.2

In The Pirates of Venus, Burroughs cre-

ated a world in which various forms of in-
telligent life formed city-states that were
in a continual state of conflict. Medical
sera prolonged life indefinitely. The pri-
mary role of physicians was to treat in-
juries resulting from accidents and battles. 

Burroughs described an ongoing
physician performance evaluation system
in which all physicians were required to
report the course of treatment and result-
ing outcomes for every patient. These re-
ports were filed with a central agency and
were made available to the public. 

The Burroughs system addresses
many of the concerns raised by Tu and
colleagues by making the physician re-
port on his or her own cases. The quality
of the data and the risk-adjustment
process, the completeness of the chart,
and the accuracy of the full story on both
process and outcomes are all the respon-
sibility of the physician. These reports by
physicians constitute an early example of
providing administrative records for an
external entity. Although the reports lack
standardized measures of disease severity,
health status or quality of life, Burroughs’
system offers a first step toward account-
ability and quality improvements.

Vincent Richman
Research Associate
AlgoPlus Consulting Limited
Halifax, NS
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[Two of the authors respond:]

We thank Vincent Richman for
bringing to our attention the

work of Edgar Rice Burroughs, who
wrote about effective medical perfor-
mance evaluation systems back in 1932.1

Although we agree that physicians have
an important role to play in quality im-
provement,2 we believe it would be diffi-
cult in the current climate to expect
busy clinicians to be solely responsible
for reporting on the course of treatment
and outcomes for every patient to a cen-
tral agency. Such a system could raise

concerns about the accuracy of the data,
because clinicians would have an incen-
tive to overestimate the severity of their
cases and underreport the frequency of
adverse outcomes. Nevertheless, the
idea of physician performance evalua-
tion systems is not a new one, and all
suggestions for developing a better sys-
tem are most welcome.

Jack V. Tu
Institute for Clinical Evaluative Sciences
Sunnybrook and Women’s College
Health Sciences Centre

University of Toronto 
Toronto, Ont.
Donald A. Redelmeier
Institute for Clinical Evaluative Sciences
Sunnybrook and Women’s College
Health Sciences Centre

University of Toronto
Toronto, Ont.
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The staff and the “fiery
serpent”

Iwrite concerning the recent letter by
H.J. Scott concerning Asklepios’ staff

(the karykeion) and Hermes’ winged 2-
serpent wand (the caduceus).1 Perhaps I
can spoil the broth or symbol further.
Several years ago I read in a book on
surgical history, the title of which I
have now unfortunately forgotten, that
the serpent on the staff may in fact rep-
resent the guinea worm (Dracunculus
medinensis), commonly called the fiery
serpent. The serpent and staff are sym-
bolic of the removal of the worm by
winding it around a staff and slowly
withdrawing it from the unfortunate
victim’s tissues.

M.C. Crocker
Anesthesiologist (retired)
Winnipeg, Man. 
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