
themselves with the quality of the ev-
idence, but surely it is the proposers
who should be “up front” about this
aspect of their work. We believe that
one reason for a common lack of en-
thusiasm for CPGs is the feeling that
many of them may well be invalid.

Anthony S. Russell, MD
M.E. Suarez-Almazor, MD, PhD
Rheumatology/Clinical Immunology
University of Alberta
Edmonton, Alta.
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Factors in low birth weight

In the article “Recent trends in in-
fant mortality rates and propor-

tions of low-birth-weight live births
in Canada” (Can Med Assoc J 1997;
157[5]:535-41), based on a study of
Canadian data, Drs. K.S. Joseph and
Michael S. Kramer report an increase
in low-birth-weight live births in On-
tario and suggest that part of this
change may be attributable to errors
caused by truncation of weights re-
corded in pounds and ounces. How-
ever, they also note that this expla-
nation does not account for the in-
creases in each of the birth weight
categories when examined by 250-g
weight groups.

In his commentary “A warning
from the cradle? Because they may
signal a deterioration in the nation’s
health, trends in infant mortality and
low birth weight bear watching” (Can
Med Assoc J 1997;157[5]:549-51), Dr.
Graham Chance rightly points out
that the low-birth-weight live birth
rate is a sensitive indicator of popula-
tion health, and he calls for more
standardized reporting. To ensure ac-
curacy in reporting I would make a
plea for the use of electronic scales

that record birth weight in grams; the
conversion to pounds and ounces,
which all parents request, should be a
secondary consideration.

Nonetheless, my experience in
high-risk neonatal care in the Metro-
politan Toronto area for over 20
years leads me to believe that there
have been real increases in the inci-
dence of low-birth-weight live births
that have nothing to do with inaccu-
racies in reporting but that have ma-

jor implications for health care plan-
ners and others.

At Women’s College Hospital, one
of the tertiary perinatal facilities for
the Central–East Region of Ontario,
there has been a marked change in
the demographics of very low-birth-
weight infants (less than 1500 g at
birth). In contrast to a major data-
base to which we contribute data (the 
Vermont–Oxford project, which in-
volves more than 150 neonatal inten-
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sive care units worldwide) we have
seen a major shift toward infants
from families of non-European ori-
gin. At the same time, the proportion
of infants less than 1500 g at birth has
risen dramatically. The use of preg-
nancy induction technology for infer-
tility, which has been suggested as a
cause for at least part of the increase
in low-birth-weight live births, ap-
pears to be less of a factor in this pop-
ulation.

Information from Statistics Canada
shows that, whereas before 1961 over
95% of new immigrants to Canada
came from European countries, that
proportion was down to 26.5% by the
last period reported (from 1988
through the first 6 months of 1991).1

Moreover, according to the most re-
cent immigration data, more than half
of the 208 791 immigrants to Canada
in 1995–96 settled in Ontario,2 the
largest proportion of these in the

greater Metropolitan Toronto area.
Canada has an enviable record

throughout the world for its immi-
gration and refugee policy, a record
of which we all should be proud.
However, it would appear that in our
health care and social systems we are
not adequately identifying and ad-
dressing the needs of those groups
who would most benefit from inter-
ventions described by Chance.

I echo the call of the authors of
both articles for more accurate infor-
mation but also call on our political
decision-makers to acknowledge that
there are identifiable communities at
increased risk, particularly in our ur-
ban centres, and to develop commu-
nity-based approaches through the
current health care restructuring
process in Ontario to address this
very real issue. The benefits to the
future health of the mothers and ba-
bies of this province, quite apart

from the benefits to the taxpayers,
should be obvious.

Andrew T. Shennan, MB, ChB
Associate Professor
Departments of Paediatrics and of
Obstetrics and Gynaecology

University of Toronto
Chief
Department of Newborn

and Developmental Paediatrics
Women’s College Hospital
Toronto, Ont.
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[The authors respond:]

Dr. Shennan describes the experi-
ence at a tertiary perinatal facil-
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ity and argues that the proportion of
low-birth-weight babies in Toronto
has increased, inaccuracies in the re-
porting mechanism notwithstanding.
As we mentioned in our paper, the
truncation of birth weights does not
fully address other findings sugges-
tive of an increase in low-birth-
weight live births in Ontario. In fact,
correction of the erroneous birth
weights only halves the documented
increase between 1987 and 1994,
from 22% to 11%;1 the latter increase
remains highly significant statisti-
cally. Clearly, the truncation error is
only a partial explanation for the in-
crease. Nevertheless, our experience
with Ontario data leaves us uncertain
as to whether the increase is real or
artifactual.

Shennan further proposes in-
creased immigration from non-Euro-
pean countries as a likely cause of the
increase. We agree that this is a plausi-
ble explanation, although it and com-
peting hypotheses need to be carefully
examined. Whereas a few of the po-
tential explanations for the increase in
low-birth-weight live births could be
tested with existing data, obtaining ac-
curate and comprehensive answers to
such questions necessitates an im-
proved system of perinatal surveil-
lance, such as that currently being set
up by the Laboratory Centre for Dis-
ease Control, the provinces and terri-
tories, and other concerned parties.

K.S. Joseph, MD, PhD
Consultant Epidemiologist
Bureau of Reproductive and Child Health
Laboratory Centre for Disease Control
Ottawa, Ont.
Michael S. Kramer, MD
Professor
Department of Pediatrics and

Epidemiology and Biostatistics
Faculty of Medicine
McGill University
Montreal, Que.
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Licence plates for drugs

In response to my earlier recom-
mendations on drug ergonomics

in the letter “Drug packaging” (Can
Med Assoc J 1997;156[6]:764-5), Dr.
Noel A. Rosen made some impor-
tant comments about drug labelling
problems in his letter “Action long
overdue on drug labelling” (Can Med
Assoc J 1997;156[10]:1383-4): “Per-
haps the most useful recommenda-
tion is to include the generic name,
perhaps in abbreviated form, as well
as the strength, on each tablet or
capsule.” I write to further comment
on this concept, which I sometimes
lightly call “licence plates for drugs.”

I recently examined a variety of
solid and liquid dosage forms to de-
termine how much information could
be printed on tablets, ampules and the
like. For some very small products,
such as nitroglycerin and lorazepam
tablets, labelling of this type appears
impractical. However, many products
apparently allow for a special labelling
code (the “licence plate”).

Consider first a 4-character code
to identify products. If each character
could be 1 of 36 letters or digits,
there would be 1 679 616 possibili-
ties. If, to save space, a smaller 3-
character code were used instead,
46 656 combinations would still be
possible. Even a 2-character code, for
very small tablets, would generate
1296 different combinations. Larger
numbers of unique codes could be
achieved by allowing special typo-
graphic characters, such as & and *.

Next, suppose that some agency
were to be given responsibility for
managing the system. The agency
would accept code requests by email
from manufacturers and maintain a
computer system linked to the Inter-
net to provide drug information.
Physicians and other caregivers could
go to a special Web site, where they
would use the unique code to obtain
information about the drug, such as
generic and brand names, route of

administration, concentration and
strength, and warnings, notes and
precautions, perhaps even a photo-
graph of the product.

I invite stakeholders to consider
the advantages and disadvantages of
such a system. Given that more and
more health care providers are using
the World Wide Web, this would
appear to be a potentially invaluable
service that could be used worldwide
to get quick information on regis-
tered products.

D. John Doyle, MD, PhD
Department of Anesthesia
The Toronto Hospital
Toronto, Ont.

The best solutions may be
the simplest

On a trip through Africa it struck
me that a simple but effective

device is in wide use there but has yet
to be “discovered” by our North
American designers. This singular
item, a foolproof ventilator for out-
door privies, consisted of a black
stovepipe placed on the sunny side of
the facility. Outdoor privies are still
quite common in parklands and back-
woods areas of Canada, yet almost all
seem to ignore this ecologically
friendly and noteworthy advance.

A patient of mine recently demon-
strated great ingenuity in self-treating
numerous strawberry nevi on his
trunk. I had told him that the lesions
weren’t worth treating because they
weren’t symptomatic, were hidden by
clothing and had no potential for ma-
lignancy or complications. I told him
they would be best left alone. That
didn’t stop him from trying a simple,
self-devised therapy. Using a magni-
fying glass, he focused sunlight on
each nevus, burning it lightly. I don’t
know if he was being extra stoic, but
he insisted that it hadn’t been painful.
He showed me the end result 6 weeks
after the “treatment” ended. Almost
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