
burning occurs. Second, some sun-
screens do reduce the risk of other
forms of UVR-related skin damage.
Solid data concerning the ability of
sunscreens to reduce certain forms of
UVR-related damage — specifically
carcinogenesis — are lacking, but
there is a strong theoretical basis for
the use of sunscreens to reduce the
combined risks of carcinogenesis and
photo-aging in humans.

The advice to delay exposure to
the sun until 15 to 30 minutes after
application of sunscreen is long out-
dated. The original sun protection
factor (SPF) standards were estab-
lished on the basis of a 20-minute de-
lay after application, but the investi-
gators later stated that their theo-
retical reasons for the delay were 
invalid and that sunscreens achieve
full SPF value immediately. By per-
petuating the myth of delayed activa-
tion we may unnecessarily be reduc-
ing compliance with sunscreen use.

In contrast to what was stated in
the article, most sunscreens now on
the market do not need to be reap-
plied every 2 hours, keeping their po-
tency for 4 or even 6 hours after ap-
plication, unless there is heavy
sweating, significant friction or expo-
sure to water. The admonition to
reapply these expensive compounds
every 2 hours may push their cost and
convenience beyond the reach of the
average consumer.

The statement that physical barri-
ers are preferred over chemical barri-
ers for infants is confusing. If the au-
thors are referring to the distinction
in sunscreen ingredients between
UVR-absorbing chemicals, called
“chemical blockers,” and UVR-
reflecting chemicals, called “physical
blockers,” there are no compelling
data to suggest that the latter are any
safer than the former. If the state-
ment is intended to suggest that bar-
riers such as shade, clothing, parasols
or hats are preferable to sunscreen, it
should instead be intuitively obvious
that the most effective protection is

obtained from using both methods si-
multaneously. For example, at the
beach only the combination of a hat
plus sunscreen can provide adequate
protection against direct UVR expo-
sure from the sun, ultraviolet scatter
from the sky and reflection from the
sand.

The corrections noted here may
improve the utility of this article for
busy clinicians, as well as compliance
among their patients.

Brian W. Gregory, BSc, MD
Director, Undergraduate Dermatology

Program
University of British Columbia
Vancouver, BC

[One of the authors responds:]

Our article was based on a con-
sensus statement arising from a

symposium;1 the expert panel for that
symposium included 4 dermatolo-
gists.

At the request of the CMAJ edi-
tors, we included some information
from the Sun Awareness Program of
the Canadian Dermatology Associa-
tion (CDA) on issues that were not
addressed in detail by the symposium.
This material included the statement
about sunscreens preventing sunburn
but not other UVR damage, as well
as the advice to delay exposure until
15 to 30 minutes after sunscreen ap-
plication and to reapply every 2
hours. The source, cited in our arti-
cle, was the CDA’s 1997 publication
Sun Facts.2

The cost of more frequent appli-
cation is certainly a possible deterrent
to the use of sunscreens, but that
needs to be weighed against the dan-
gers of giving a false sense of safety if
sunscreens are applied in insufficient
quantities for true effectiveness. The
symposium report suggested that the
public “should be informed that cur-
rent SPF labelling on sunscreens may
overstate effectiveness because indi-
viduals often use sunscreen more

sparingly than the applications used
in the determining of SPF values.”1

Finally, clarification is also in order
concerning the recommendation that
physical barriers are preferable to
chemical ones for infants. The in-
tended meaning of the word “physi-
cal” was the common one (i.e., shade,
clothing and hats), not the one that
might be used by a chemist. We
agree with Dr. Gregory’s comment
that physical barriers and sunscreen
are best used in combination, and
that point is reflected in our state-
ment that sunscreens are only 1 com-
ponent of effective sun protection.

Christina J. Mills, MD
Cancer Bureau
Laboratory Centre for Disease Control
Ottawa, Ont.
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Signing up with ADD

Children and adolescents in
whom attention deficit disorder

(ADD) has been diagnosed1 and who
have been managed medically, psy-
chologically and behaviourally2,3 dur-
ing their school years are restricted in
their choice of careers, particularly in
the armed forces.4

To be fair to these applicants, all
aspects of their medical condition
should be considered. This would in-
volve a detailed investigation of the
medical history and consultation with
the applicant’s physician, as well as
aptitude and psychological testing.
Such a comprehensive review might
offer these applicants a better chance
of a military career.

The causes, neuroanatomy, physi-
ology and neurobiology of ADD are
well understood.5–7 Family studies,8
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long-term outcome studies, prognos-
tic indicators and information about
concomitant conditions have been
thoroughly reviewed. All of these fac-
tors should be taken into considera-
tion in deciding an applicant’s suit-
ability for the armed forces.

A few significant points to con-
sider:
• ADD is not diagnosed only in in-

dividuals under 12 years of age. It
is a life-long disorder, the manifes-
tations of which change with age.

• Treatment of ADD in the form of
medication, counselling and struc-
tured programs allows many af-
fected individuals to do well.

• There is a genetic predisposition
to the development of ADD, and
the disorder is 4 times more com-
mon in males than in females.9

• Continuation of treatment such
as pharmacotherapy and psy-
chotherapy would help these indi-
viduals function efficiently within
the armed forces.

Sujatha M. Lena, MD
Pediatrician/Adolescent Health
Clinic for Adolescents
Smyth Medical Centre
Ottawa, Ont.
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Cervical cancer screening

The article “Review of the
screening history of Alberta

women with invasive cervical cancer”
(Can Med Assoc J 1997;157[5]:513-9),
by Dr. Gavin C.E. Stuart and associ-
ates, is a useful addition to the now-
extensive literature on this subject.
However, Stuart states that “[n]one of
the previous Canadian studies in-
cluded a detailed cytology review.”

A recent paper from the British
Columbia Cancer Agency,1 not refer-
enced in the article by Stuart and as-
sociates, reviewed the demographic
characteristics and screening histories
in 437 cases of invasive cervical can-
cer seen in British Columbia over the
4-year period from 1985 through
1988. Our results were similar to
those of Stuart and associates and
provide further evidence, if such were
required, of the need for implement-
ing the recommendations of the Na-
tional Workshop on Cervical Cancer
Screening.2

George H. Anderson, MB, BS
Director of Cytology (retired)
British Columbia Cancer Agency
Clinical Professor Emeritus
Pathology and Laboratory Medicine
University of British Columbia
Vancouver, BC
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Bias in the CMAJ?

Areview of the articles relating to
ethical issues published by

CMAJ over the last year indicates a
definite bias against pro-life advo-
cates. For example, the following
statements appeared in articles with
blatant bias:
• “The term ‘maternal’ suggests the

existence of parental obligation to-
ward the fetus, whereas the woman
is yet to become a mother to the fetus
she is carrying”1 (italics in original).

• “To encourage physicians to per-
form abortions . . . consideration
should be given to providing fi-
nancial compensation to cover
staffing, supplies and equipment.”2

• “. . . the neurologist’s decision [to
stop IV and intubation] was both
humane and correct. . . .”3

There are other examples. It is a
general journalistic principle that
people are named according to how
they name themselves. Groups who
endeavour to protect unborn children
are and call themselves “pro-life.”

The media can create false impres-
sions, which can determine attitudes,
which may change behaviour. It ap-
pears from reading the CMAJ that
there is nothing to be said for the
pro-life stance, yet there exist reason-
able observations and cogent argu-
ments that lead to conclusions differ-
ent from those usually expressed in
the CMAJ. These are never heard,
and because they are not heard, it is
assumed that they do not exist.

I would like to see evidence, if not
in the past then in the future, that the
journal is both in policy and in prac-
tice unbiased on major ethical issues.

Philip G. Ney, MD, MA
Victoria, BC
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