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Letters
Correspondance

Physicians’ role in care 
of loved ones

We read with great interest the
article “Too close for com-

fort? A family physician questions
whether medical professionals
should be excluded from their loved
ones’ care” (Can Med Assoc J
1997;156:53-5), by Dr. Michael C.
Klein, regarding his experiences
with the hospital care of his wife af-
ter she suffered a debilitating stroke.
Klein shares his views on whether a
physician who is a family member
should be excluded from a loved
one’s care. It is commonly held that
it is improper for a physician to be
involved in the care of a loved one
because his or her judgement may
be clouded and perspective lost. 

However, in Klein’s case he was
the substitute decision-maker or he
may have had power of attorney
over his wife’s care. In such a situa-
tion, decisions must include the
opinion and informed consent of the
family member, regardless of his or
her profession. Therefore, deciding
the extent to which family members
need to be involved based on their
occupation is discriminatory.

In our surgical practice we have
always tried to include the opinion
and comments of family members
who are physicians, but only if the
patient approves. We have found
that this practice pleases the patient,
puts the family at ease, helps build
trust and rapport with the family and
provides us with a contact who can
then share information with other
family members.

Klein describes a rather disturbing
incident that occurred when “one
nurse asked [him] to leave, saying
that she couldn’t do her work with
[him] there.” This would be consid-
ered completely unacceptable on a
pediatrics ward, where children rely

on the comforting hand of a parent
or guardian. Why is this any different
if an adult patient is involved? Again,
if the patient’s best interests were kept
in mind, these confrontations would
never happen.

We have never asked a family
member to leave unless it was neces-
sary for patient comfort. Indeed, sev-
eral of our patients are physicians. If
we were the least bit unsure about
our skills as health care providers,
how would we deal with these pa-
tients? If one of us has a problem
with someone observing our tech-
nique, the problem lies with the
worker and not the observer. The pa-
tient should not suffer because of it.

Carmine Simone, PhD
Division of Clinical Pharmacology
Hospital for Sick Children
Toronto, Ont.
Martin Seidenschmid, DDS, MD
Philadelphia, Pa.

The great divide

The Pulse column “MD fees
much higher in US” (Can Med

Assoc J 1997;156:960) illustrated the
great discrepancies between physi-
cians’ fees in the US and Canada.
The difference in fees reported in the
article is 600% and even higher. I am
sure that most Canadian physicians
would feel handsomely rewarded if
they made 100% — maybe even 50%
— more, never mind 600%. Mean-
while, we are missing a golden op-
portunity. We should use this infor-
mation to win the minds and hearts
of Canadians by making them aware
of their good fortune.

We do not need the expensive TV
commercials politicians use — all we
need is a weekly “one-liner” posted in
the waiting room of every physician’s
office. Among other things, these
posters could remind patients that

their physicians “give Canadians the
best bang for the buck.”

In the past, many of us have been
reluctant to “toot our own flute,”
but this is the wrong stance. We
need not only a CMA MD–MP con-
tact program but also a CMA de-
partment that maintains and nur-
tures the image of physicians.

I have cut out page 960 of the
Mar. 15 CMAJ and inserted it in a
photograph album that I keep in the
office for patients. It contains items
of medical, political and social inter-
est, and page 960 will undoubtedly
fly under the banner “More bang for
the buck.”

May I say it is a delight to receive
CMAJ and to be able to keep it in
focus to the end of an article. The
new typeface is a great choice.

Gabriel J. Slowey, MD
Chesterville, Ont.
Received via e-mail

Cutting tobacco taxes,
endangering youth

The article “The effect of to-
bacco tax cuts on cigarette

smoking in Canada” (Can Med Assoc
J 1997;156:187-91), by Dr. Vivian
H. Hamilton and associates, is an in-
teresting attempt to address the im-
pact on smoking of the major cuts in
federal and provincial cigarette taxes
in 1994. However, I am concerned
that methodologic weaknesses in the
survey conducted by Statistics
Canada could have led to an under-
estimation of the impact of the cuts.

Starting smoking occurs predomi-
nantly during the teenage years. One
major concern about the tax cuts was
that they would make cigarettes more
available to teenagers, especially to
those younger than 15, whose smok-
ing habits are more price-sensitive.



As such, it is disappointing that Ham-
ilton and associates did not present
any age-specific smoking results. The
reported incidences (in Table 3) rep-
resent an average of high rates of
starting smoking in teenagers and of
low rates in older respondents. It is
also disappointing that the survey
collected no data on children under
age 15. Data from surveys such as the
Ontario Health Survey suggest that
up to 50% of smokers start smoking
by that age.1 Hence, the Statistics
Canada survey may have missed im-
portant trends in the rates of starting
smoking.

I am also concerned that the sur-
vey used a panel design rather than
interviews of separate groups of sub-
jects at each time point. The panel
design has 2 implications. First, a
bias may be introduced into the sub-
jects’ responses. For example, sub-
jects may be more reluctant to admit
having started smoking in later
rounds because the repeated ques-
tions about smoking may have made
them self-conscious about the fact
that smoking is socially undesirable.
Second, people who had started
smoking in an earlier round would
not be able to start again. Hence, the
rates of starting smoking could un-
derestimate the true rates in the
Canadian population.

Because of these concerns, I think
we should not be too reassured by the
observation that smoking prevalence
continued to drop despite the to-
bacco tax cut. The cautions proposed
by Hamilton and associates need to
be emphasized and more aggressive
legislative actions pursued to prevent
children from starting to smoke.

Nicholas Birkett, MD, MSc
Department of Epidemiology 
and Community Medicine

University of Ottawa
Ottawa, Ont.
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[The authors respond:]

Dr. Birkett notes that we did not
report age-specific smoking re-

sults. The analysis we reported is the
initial step in a study funded by the
National Health Research and De-
velopment Program in which we are
studying the impact of a number of
factors on cigarette smoking; these
factors include tobacco taxes, age, ed-
ucation, income and family composi-
tion. Given the potential correlation
among sociodemographic variables,
we were reluctant to report age-
specific results at this stage.

The survey indicates a difference
of 0.25 percentage points in smoking
uptake immediately after the 1994 tax
rollbacks between adults (20 years of
age and older) living in provinces
with tax cuts and those living in
provinces without tax cuts (1.77% v.
1.52%). In contrast, the difference in
smoking uptake among youth (those
15 to 19) between provinces with and
without tax cuts is 1.53 percentage
points (5.62% v. 4.09%). Thus, the
fact that this survey does not contain
information on even younger Can-
adians may underestimate the overall
impact of the tax cuts on smoking be-
haviour. However, we prefer to re-
serve judgement on this issue until we
have had the opportunity to conduct
an in-depth multivariate analysis.

Birkett is also concerned that re-
peated surveying of subjects may have
caused them to be more reluctant to
admit that they had started smoking
in later rounds of the survey, leading
to further underestimates of smoking
behaviour. We know of no studies
that identify such behaviour. In addi-
tion, this behaviour would have had
to occur at systematically different
rates in provinces with tax cuts and in
those without tax cuts to bias our esti-
mates. Birkett’s claim that people
who had started smoking in an earlier

round would not be counted as new
smokers if they quit and then started
again during the survey is incorrect.

Although we found a decrease in
smoking prevalence in all provinces
during the survey, it was never our in-
tention to understate the negative
health implications of the 1994 to-
bacco tax rollback. Our results imply
that the tobacco tax cuts slowed de-
clines in Canadian smoking preva-
lence substantially. We also noted the
importance of analysing the impact of
these cuts on youth. As an initial ex-
amination of this issue, the descrip-
tive statistics noted above certainly
support Birkett’s argument for more
aggressive legislative actions to pre-
vent children from starting to smoke.

Vivian H. Hamilton, PhD
Carey Levinton, MSc
Yvan St-Pierre, MSc
Centre for the Analysis of Cost-Effective 
Care

Division of Clinical Epidemiology
Montreal General Hospital
Montreal, Que.
Franque Grimard, PhD
Department of Economics
McGill University
Montreal, Que.

CMPA fees

Patrick Sullivan’s recent article
(“Dubin calls on CMPA to elimi-

nate fee differentials, adopt flat fee
for all physicians,” Can Med Assoc J
1997;156:685-7) made me recall the
“old days,” when the Ontario Med-
ical Association tariff and economics
committees distributed the allocated
percentage of fee increases to the dif-
ferent specialties. A portion of these
increases was reserved to compensate
specialties facing higher Canadian
Medical Protective Association
(CMPA) fees.

This meant that Ontario physi-
cians were subsidizing the increased
CMPA fees of certain specialties by
having a smaller percentage allocated
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