What price freedom?

r. Andrew A. Horn’s letter “Dr.

McCrae’s expensive war me-
dals” (CMAT 1998;158[10]:1271)
expresses a deplorable lack of aware-
ness and sensitivity to the contribu-
tions and sacrifices made by 2 genera-
tions of Canadians in World Wars I
and II. We owe these people a great
debt for the peace and freedom we
now enjoy. European war cemeteries
contain the graves of more than
100 000 Canadian military personnel.
The list of the dead contains the
names of many of our professional
colleagues, including that of Dr. John
McCirae.

Medals are awarded by a nation
to its service personnel for service in
particular campaigns and for hero-
ism beyond the call of duty. I find it
sad that instead of the Canadian
government or one of our medical
associations, it was a private citizen
who bought McCrae’s medals to en-
sure that they would stay in Canada.

David B. Clark, MD
Barrie, Ont.

Can we alleviate
unnecessary stress?

he article “Undergraduate and
postgraduate medical education
in Canada” (CMA7 1998;158[8]:1047-
50), by Drs. Jean D. Gray and John
Reudy, is informative but documents
in a near-casual and certainly inade-
quate fashion recent fundamental and,
from my perspective, detrimental
changes to postgraduate education:
¢ the requirement that medical stu-
dents decide at an early stage
whether they wish to become
family physicians or specialists
* the near impossibility of switching
from one stream to the other (par-

ticularly for family physicians who

may wish to become specialists)
¢ the change in licensure such that

most specialists now write their

Royal College of Physicians and

Surgeons of Canada examinations

near the end of the final year of

training.

I disagree with the observation that
“[t]his relative inflexibility [in terms of
changes to a chosen career path] has
resulted in small numbers of unhappy
and stressed residents. . ..” My im-
pression is that 7zzany medical students
and residents are under stress because
of this inflexible, rigid, even nonsensi-
cal system. The leaders of our profes-
sion have a responsibility to advocate
changes that better permit young
physicians to achieve their goals and
to complete their training without

this type of stress.

William S. Crysdale, MD
Hospital for Sick Children
University of Toronto
Toronto, Ont.

Relieving suffering

was much impressed by Dr. Eliza-

beth J. Latimer’s article “Ethical
care at the end of life” (CMAJ
1998;158[13]:1741-7) and her em-
phasis on the importance of ade-
quate pain relief, even if this requires
increasing the dose of morphine,
which might lead to the patient’s
death (the so-called “double effect”).

Dr. Latimer repeatedly stresses the
importance of patient autonomy,
which brings me to the case of the
competent dying patient who wishes
to be spared the last few days or
weeks of suffering and asks for the
doctor’s help in getting his or her
wish. How can such an often-
repeated request for a last compas-
sionate and merciful act be ignored
by a physician who respects the pa-
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tient’s autonomy? If it is ignored,
surely the dying, not the living, will
be prolonged. We do not permit ani-
mals to “suffer to the end,” so why
insist on it with people?

Should it not be permissible to as-
sist with the dying of those who suf-
fer from a fatal illness, who have no
hope of a reasonable lifestyle in the
future and who say “enough is
enough”?

Rudolph W. Dunn, MD
South Surrey, BC

[The author responds:]

Iread Dr. Dunn’s letter with con-
siderable dismay. My purpose was
to describe in some detail what “eth-
ical care at the end of life” actually
means in clinical situations and to
outline the positive, effective and
proactive role that physicians must
take in the relief of suffering. My in-
tention was to describe what is ethi-
cal practice and what can be effective
in helping patients and their fami-
lies. If all seriously ill and dying pa-
tients, regardless of their disease,
were to receive the type of care pre-
sented in my article, the present bur-
den of suffering in our country and
elsewhere would be greatly reduced.
Contrary to persistent popular
belief, dying patients who are cared
for attentively rarely request eu-
thanasia or assistance with suicide,
or, if they do, the desire for early
death can be closely associated with
treatable depression.' Surely it is our
professional and moral responsibility
to diagnose and treat the depression,
provide a supportive relationship
and affirm the worth of the patient.
Debates about this subject have
taken far too much of the stage in
recent years in Canada — at our
professional meetings and in the
popular press. A special Senate com-
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mittee made recommendations that
did not support changes to the law
but rather urged that the develop-
ment of accessible, effective services
in palliative care be made the num-
ber one priority for health care in
Canada.” We can only imagine how
much further ahead we would be in
our care of seriously ill and dying
patients if the energy that has been
devoted to the debate about eu-
thanasia and assisted suicide had
been directed instead to establishing
such services.

Excellence in palliative care, not
euthanasia and suicide, should be the
focus of our resources, energy and
skills.” Our major ethical concern
should be to address the issue of why
we continue to tolerate continuing
pain and suffering when we know
what is required to relieve them. In-
deed, on this point, I agree with
Dunn: we should not insist on “suf-
fering to the end.” Rather we should

insist on the relief of suffering —
both physical and emotional —
throughout the course of illness, so
that the end, when it comes, is pain-
less and peaceful.

There is much to be done. Let’s
not waste any more time.

Elizabeth J. Latimer, MD

Professor

Department of Family Medicine

McMaster University

Consultant Physician in Palliative Care
and Pain Management

Hamilton Health Sciences Corporation

Hamilton, Ont.

References

1. Chochinov HM, Wilson KG, Enns M,
Mowchum N, Lander S, Levitt M, et al.
Desire for death in the terminally ill. Am 7
Psychiatry 1995;152(8):1185-91.

2. Special Senate Committee on Euthanasia
and Assisted Suicide. Of life and death. Ot-
tawa: Minister of Supply and Services;
1995.

3. Latimer EJ. Euthanasia and assisted sui-
cide: the wrong issues in the care of dying
people. Can Fam Physician 1997;43;189-91.

Plastics deserve praise, not
criticism

It was disappointing to see a re-
spected professional journal con-
tributing to the scientific mythology
surrounding so-called endocrine dis-
rupters in Barbara Sibbald’s article
“US guidelines on way, but agree-
ment on health impact of endocrine
disrupters still lacking” (CMAJ]
1998;159[3]:261-2). In particular, the
uncritical acceptance of an activist
group’s anti-plastic propaganda was
surely a disservice to readers who ex-
pect the journal’s articles to be based
on sound research.

Such research shows that there is
no evidence in the scientific literature
of any adverse health effects, hor-
monal or otherwise, from the plastic
products that were listed as present-
ing possible health risks. Indeed, the
use of plastics in medical settings has
contributed notably to reducing the



