
I have some questions concerning
the recommendations on follow-up
surveillance. The incidence of en-
dometrial cancer is not increased if a
progestin is used in addition to the
estrogen, yet the incidence of post-
menopausal bleeding would be con-
siderably higher. The authors recom-
mend vaginal ultrasonography, then
uterine sampling if needed. Hospital-
based dilatation and curettage is ex-
pensive and involves the use of gen-
eral anesthetic. Office sampling is not
yet common in family practices. Is
the sensitivity and safety of this pro-
cedure great enough to justify its
wider use in primary care?

The Ontario Breast Screening
Program offers women screening
mammography every 2 years from
the age of 50. Surveillance recom-
mendations are for a mammogram
every 1 to 2 years, yet breast-cancer
rates are not increased during the
first 5 years of estrogen therapy.1

Should a woman 45 years of age be
counselled to undergo mammogra-
phy when hormone therapy is initi-
ated, or would it be reasonable to
wait until she is 50?

The author recommends that an-
nual pelvic examinations be arranged.
The recent guidelines for Papanico-
laou smears in Ontario recommend
that samples be taken yearly for 3
years, then every 2 years if results are
normal until age 69.2 If there is no
history of fibroids or endometriosis,
could the same guidelines be used for
Papanicolaou smears and pelvic ex-
aminations once hormone therapy is
initiated? There would be no in-
creased risk of cervical cancer, and
rapid growth of fibroids could be de-
tected at the 1-year follow-up. The
pelvic examination would be done
sooner if there was any abnormal
bleeding. Perhaps the reminders for
Papanicoloau smears could be in-
cluded in the letters sent by the
Breast Screening Program, since the
target populations dovetail.

With the increasing use of hor-

mone therapy, follow-up surveillance
and its associated costs are likely to
become more important. I would like
to be reassured that the guidelines are
based on sound evidence.

Michelle Greiver, MD
Willowdale, Ont.
Received via e-mail
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The consensus statements from
the Scientific Advisory Board of

the Canadian Osteoporosis Society
are, in general, a welcome update for
the primary care physician. However,
the rather sparse comments on the
management of steroid-induced os-
teoporosis were rather disappointing.
In “The use of bone density measure-
ment in the diagnosis and manage-
ment of osteoporosis” (Can Med Assoc
J 1996;155[suppl]:924-9), Dr.
William Sturtridge and colleagues
recommend that “if significant bone
loss has occurred, a bone density
measurement may aid in the decision
to intervene with calcium and vitamin
D supplementation.” Several studies
have now shown that significant bone
loss (in the order of 10% to 20%) oc-
curs within 6 to 12 months of starting
treatment with supraphysiologic
doses of glucocorticoids (greater than
10 mg) in approximately 60% of pa-
tients,1 and a portion of this loss is ir-
reversible. Therefore, it is appropri-
ate to recommend a bone density
assessment at baseline and appropri-
ate intervention if there is evidence of
osteopenia. Furthermore, there is lit-
tle evidence that either calcium or vi-
tamin D supplementation constitutes
effective prophylaxis against steroid-
induced osteoporosis.2 Although rec-
ommending supplementation is stan-
dard practice among many physicians
when steroid therapy is initiated, it is

arguably more cost-effective to initi-
ate bisphosphonate therapy in all 
patients receiving supraphysiologic
doses of steroids.3

A separate consensus statement on
steroid-induced osteoporosis would
have been more appropriate than this
article’s unnecessarily conservative
statements, which do not reflect cur-
rently available evidence or modern
standards of practice.

Walter P. Maksymowych, MD
Consultant Rheumatologist
Associate Professor of Medicine
University of Alberta
Edmonton, Alta.
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Keeping kids away 
from guns

Iapplaud Drs. Antoine Chapde-
laine and Pierre Maurice’s excel-

lent article “Firearms injury preven-
tion and gun control in Canada”
(Can Med Assoc J 1996;155:1285-9).
It is particularly timely because, in
late November 1996, federal Justice
Minister Allan Rock tabled proposed
regulations that will define impor-
tant areas of the law, such as the
screening of applicants for firearm
ownership and the requirements for
locking and storing firearms.1

Reducing access to firearms is par-
ticularly relevant to preventing in-
juries to children and adolescents.
Developmental characteristics of
children and adolescents make them
particularly vulnerable to the risks of
an improperly stored firearm. Young
children may have a poor under-
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standing of the severity and perma-
nence of injuries caused by firearms,
or may be so lost in fantasy play that
they forget any previous instruction
about the dangers of firearms. Ado-
lescents may be impulsive and have
feelings of invulnerability. They are
subject to peer pressure and may ex-
periment with drugs and alcohol.

Chapdelaine and Maurice make an
elegant argument for the effectiveness
of the licensure, registration and safe-
storage provisions of the new law in
reducing unauthorized or inappropri-
ate use of firearms. This decreased
availability and accessibility of firearms
is likely to reduce related mortality,
particularly in younger people, who
are greatly affected by measures that
reduce the availability of firearms.2,3

Katherine A. Leonard, MD
Medical Director
Teen Clinic
North York General Hospital
North York, Ont.

References
1. Guide to proposed firearms regulations. Ot-

tawa: Department of Justice Canada; 1996.
2. Carrington PJ, Moyer S. Gun availability

and suicide in Canada: testing the dis-
placement hypothesis. Stud Crime Crime
Prev 1994;3:168-78.

3. Sloan JH, Rivera RP, Reay DT, et al.
Firearms regulations and rates of suicide: a
comparison to two metropolitan areas. 
N Engl J Med 1990;322:369-73.

Psychotherapy 
and chronic illness

Iwas moved by Dr. R. Peter
Uhlmann’s story, “Learning to let

go: one physician’s experience with
cancer” (Can Med Assoc J 1997;156:
1029-31). He reminded us of “a real
deficiency of Western medicine: it
can treat my cancer, but it can’t heal
me.” What is missing?

It is now well established that psy-
chologic therapy can alleviate distress
and improve quality of life in patients
with cancer and heart disease. Such
treatment even appears to prolong
survival.1–3 Despite this, less than 10%
of patients receive such therapy. It
seems that professionals may endorse
such treatment but seldom recom-
mend it.4 Only 1 of the patients I
have seen for chronic illness was re-
ferred by a physician!

Perhaps such “low-tech,” medica-
tion-free treatment is simply too
unglamorous; to what extent do
physicians fulfil themselves by offer-
ing tangibles such as tests? There is
also an information gap. Most col-
leagues incorrectly believe that psy-
chotherapy consists mainly of listen-
ing and offering advice, and there
also seems to be a widely held notion
that the depression and anxiety 

experienced by some patients with
chronic physical illness are as refrac-
tory to treatment as the precipitating
disease. I find the opposite to be true:
these symptoms often lift much more
quickly in ill patients. There is every
reason to believe that patients with
any chronic illness would similarly
benefit.

In light of the efficacy and safety
of such treatment, it has been sug-
gested that we deem it “adjuvant
therapy”4 and consider it routinely.
It is time to advocate this as vigor-
ously as we do cholesterol manage-
ment.

Julie Righter, MD
Toronto, Ont.
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Submitting letters

Letters must be submitted by mail, courier or e-mail, not by fax. They
must be signed by all authors and limited to 300 words in length. 
Letters that refer to articles must be received within 2 months of the
publication of the article. CMAJ corresponds only with the authors of
accepted letters. Letters are subject to editing and abridgement.

Note to e-mail users

E-mail should be addressed to pubs@cma.ca and should indicate
“Letter to the editor of CMAJ” in the subject line. A signed copy must
be sent subsequently to CMAJ by fax or regular mail. Accepted letters
sent by e-mail appear in the Readers’ Forum of CMA Online immedi-
ately, as well as being published in a subsequent issue of the journal.

Pour écrire à la rédaction

Prière de faire parvenir vos lettres par la poste, par messager ou par
courrier électronique, et non par télécopieur. Chaque lettre doit
porter la signature de tous ses auteurs et avoir au maximum 300
mots. Les lettres se rapportant à un article doivent nous parvenir dans
les 2 mois de la publication de l’article en question. Le JAMC ne 
correspond qu’avec les auteurs des lettres acceptées pour publication.
Les lettres acceptées seront révisées et pourront être raccourcies.

Aux usagers du courrier électronique

Les messages électroniques doivent être envoyés à l’adresse
pubs@cma.ca. Veuillez écrire «Lettre à la rédaction du JAMC» à 
la ligne «Subject». Il faut envoyer ensuite, par télécopieur ou par la
poste, une lettre signée pour confirmer le message électronique. 
Une fois une lettre reçue par courrier électronique acceptée pour
publication, elle paraîtra dans la chronique «Tribune des lecteurs du
JAMC» d’AMC En direct tout de suite, ainsi que dans un numéro
prochain du journal.


