
are also some good Canadian studies.
A literature search for the past 2 years
in the MEDLINE database, with the
search terms “depression” and
“stroke” and “rehabilitation,” yielded
241 articles. Of these, some examined
patients’ access to effective services,4

and others showed clear correlations
between functional impairment and
depressive symptoms.5,6 Many pre-
sented in more detail the impact of de-
pression on recovery,7,8 and others
showed that depressive symptoms and
illness behaviour can assist in predict-
ing response to rehabilitation.9,10

There is clear evidence that active in-
terventions reduce the incidence of
depression among stroke survivors.8

This wealth of information indi-
cates that this topic deserves our at-
tention, especially given that we
Canadian physicians already know
how to treat depression. A single ref-
erence to the psychosocial impact of
stroke on caregivers in the CMAJ ed-
itorial1 seems inadequate to capture
the breadth and depth of this area.

Steve Simpson, PhD, MD
Scott Patten, MD, PhD
Division of Consultation-Liaison 
Psychiatry

Calgary Regional Health Authority
Calgary, Alta.
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Does the CMA’s privacy
code go too far? Or far
enough?

As an observational researcher, I
am disturbed by the CMA’s

Health Information Privacy Code1

and fear that it will unduly constrain
legitimate research. It appears that
the developers of the code failed to
distinguish 2 very different uses of
patient information. With the first, a
third party, such as an insurer, is in-
terested in the patient as an individ-
ual, and its use of medical informa-
tion could have a direct impact on the
social and economic life of that pa-
tient. With the second, a third-party
researcher is interested in the patient
as a member of the human species.
This observational researcher hopes
that the patient is representative of
other humans with similar character-
istics, such as age, blood pressure or
blood-sugar level, and hopes to gen-
eralize data from that individual to
the species. For most observational
research, individual identifiers are ir-
relevant and could be stripped from
the record after all relevant informa-
tion has been gathered. I firmly be-
lieve that the potential benefits to so-
ciety of observational research greatly
outweigh any hypothetical harm that
access to personal information might
entail.

I am currently trying to link an oc-
cupational cohort of some 21 000
people with records from the Ontario
Cancer Registry to search for associa-

tions with exposure to a putative car-
cinogen. Research of this kind has
been responsible for the identification
of most known human carcinogens.

Now, a member of the university
ethics board has asked me to obtain
individual consent from all 21 000
members of the cohort and to offer
each one the chance to have his or
her name removed. Tracing and
contacting each subject would be
prohibitively expensive, and allowing
individuals to withdraw would ren-
der the study results uninterpretable
because of the possibility that the
decision not to participate was cor-
related with the outcome of interest.

I urge the CMA to reconsider the
implications of its Health Informa-
tion Privacy Code and to recognize
the difference between these 2 uses
of patient information.

Murray M. Finkelstein, PhD, MD, CM
Ontario Ministry of Labour
Department of Family and Community 
Medicine

University of Toronto
Toronto, Ont.
Program in Occupational Health

and Environmental Medicine
Department of Family Medicine
McMaster University
Hamilton, Ont.
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Apatient of mine suffered soft-tis-
sue injury to her neck and back

in a motor-vehicle accident. She
signed the consent for release of
medical information at the Insurance
Corporation of British Columbia
(ICBC). When I received the request
for photocopies of clinical records
and a medicolegal letter outlining
her injuries and treatment, I called
her. When she realized that informa-
tion about her abortions was in-
cluded in her medical records, she
refused permission for me to forward
this information, despite having
signed the ICBC release. But when
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she arrived at the “examination for
discovery,” it became clear that the
ICBC lawyer had obtained the infor-
mation about the abortions through
another source (billing data from the
provincial medical plan). The lawyer
asked her about the procedures in
great detail, until she was in tears and
asked to be excused. She ended up
settling the claim for much less than
she or her lawyer had expected.

This experience was very trau-
matic for the woman. Clearly, she
had not been properly informed
about what the consent for release of
information meant. Unfortunately,
government billing information can
be used by insurance agencies for
“fishing expeditions” like this one,
whereby they try to discover irrele-
vant information. In this case, such

information proved beneficial to the
insurance company.

I’m worried that the CMA’s new
CMA’s Health Information Privacy
Code1 doesn’t go far enough. As
physicians, we must inform our pa-
tients what it means to release med-
ical information. The way consent is
obtained should be changed so that
patients understand that when they
grant it, information about any med-
ical consultation or procedure in-
volving any physician may be made
available. They also need to know
that they will not invalidate their in-
surance if they limit their consent to
information related to the accident
under investigation.

Ellen Wiebe, MD
Vancouver, BC
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[The CMA president-elect
responds:]

Dr. Finkelstein’s belief that the
CMA’s Health Information

Privacy Code is a disturbing docu-
ment is based at least in part on a
misunderstanding. The code does
not specify that individual consent is
required for all research or for the
type of research he discusses. In-
deed, it explicitly anticipates the use
of health information without con-
sent for research purposes under cer-
tain very strict conditions.

The code also states that, given
the importance of patient privacy and
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consent, all nonconsensual secondary
use of health information should be
scrutinized carefully. The code itself
does not undertake this; rather, it
outlines considerations (a “legislative
test”) relevant to such a review and
promotes them. The code also indi-
cates that a nonconsensual use
deemed justified in light of such a re-
view should be indicated in legisla-
tion, which makes it explicit and open
to public scrutiny. (Survey and
polling data show that the public is
very concerned about the use of their
health information without their con-
sent, even for research purposes.)
Given Finkelstein’s disagreement
with the member of the ethics panel
who requested that he seek consent
and his confidence that his research
should be permitted without consent,

he should agree with the importance
of such a review and welcome the op-
portunity to debate the issues and
clarify the rules.

Finkelstein is correct to distinguish
between the use of health information
for observational research and for
purposes in which decisions about in-
dividual patients may be made. How-
ever, even though the former may be
relatively benign compared with the
latter, it still raises questions. The
trend today is toward data linkages
and the proliferation of databases. It is
not clear how much patients, or their
physicians for that matter, know about
what happens to their health informa-
tion in an increasingly computerized
world and how they would feel about
it if they did know.

The code is complicated enough

as it is, and rather than trying to settle
the issues, it promotes explicit dia-
logue about them. The CMA hopes
that this dialogue will engage not just
researchers and health care profes-
sionals but also ordinary patients and
the public in general.

I found Dr. Wiebe’s story disturb-
ing, and it is precisely the kind of is-
sue she raises that prompted the
CMA to develop its privacy code.
There is a considerable gap between
the existing practices and rules for
health information and the principles
the new code espouses. Stating our
principles is one thing, but imple-
menting them is another. The CMA
recognizes that a lot of work has to be
done to implement the code, and the
all-important first step is to create
awareness. Our work receives a huge
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boost when doctors such as Wiebe
bring questionable practices to the at-
tention of physicians and the public.

Hugh Scully, MD
President-Elect
Canadian Medical Association
Ottawa, Ont.

The myth of freedom from
conflict of interest

The article by Trudo Lemmens
and Peter Singer on conflict of

interest1 raises several important is-
sues. However, rules governing con-
flict have created a slippery slope that
has the potential to do harm. One of
the most obvious examples is the at-
tempt to separate the clinical re-
searcher from the clinician, an ap-
proach that is counterintuitive to
good patient care and continuity of
care. Conflict guidelines have also
created the false impression that a
state of freedom from conflict could
exist. However, such a state is impos-
sible because of the nature of the
physician–patient relationship,
whereby physicians are paid for their
services and decide for every patient
the services to be offered.

My greatest concern, though, is
the new fad of evidence-based review,
which claims to be above conflict.
Surely, if cost savings were not forth-
coming, the drugs and procedures
under review would cease to be
funded by the governments that sup-
port health care. Yet it seems that as
each new drug is taken along its evi-
dence-based path, decisions are un-
derpinned by the mandate to reduce
costs and thereby secure future fund-
ing from the government sponsor.

The relationship among physi-
cians, patients, industry and govern-
ment is conflicted. Unless we admit
this, we will be providing meaning-
less solutions to conflicts that are ob-
vious or of media interest only, while
failing to address the real issues.

We should define all potential
conflicts, support disclosure and be
very careful about regulating the
path of individual professional con-
science. In the end, the physician
still has the personal responsibility
to just do the right thing.

Stephen L. Sacks, MD
President and CEO
Viridae Clinical Sciences, Inc.
Vancouver, BC
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[One of the authors responds:]

Iagree with Dr. Sacks that conflicts
of interest are an inherent part of

medical practice. Indeed, we should
not pretend that conflict-of-interest
rules can create situations that are de-
void of conflict. They also should not
create unnecessary barriers between
clinical care and research. However, I
cannot see why conflict rules “have
created a slippery slope,” for example,
by separating “the clinical researcher
from the clinician.”

Conflict-of-interest rules should
help us to identify, for example, situa-
tions in which financial interests and
research interests risk affecting clini-
cal care. They should also provide an
appropriate framework to deal with
these existing tensions. The recent
controversy surrounding Dr. Nancy
Olivieri and Toronto’s Hospital for
Sick Children revealed that a lack of
appropriate procedures to deal with
conflicting interests can be counter-
productive to both clinical care and
research.1,2 Reliance on individual
conscience and mere disclosure of a
conflict is clearly insufficient and lays
too heavy a burden on physicians.
Good conflict-of-interest guidelines
help us to prevent situations that we
know create serious risk of irremedia-
ble conflicts, and they give us a struc-

ture to deal with conflicts when they
do arise. They also help physicians
and the public to identify situations in
which patient care and scientific in-
tegrity can be threatened, and they
allow these groups to seek external
support for tackling such issues. The
increasing dependence on industry
funding augments the potential for
conflicts of interest and suggests the
need for appropriate control.

As Sacks rightly points out, gov-
ernment interests can create similar
tensions that are perhaps even more
difficult to address. Finding an ap-
propriate and transparent way to
discuss and deal with conflicts in
general should be high on the prior-
ity list of both physicians and gov-
ernment if we want to preserve pub-
lic trust in medical research and
clinical care.

Trudo Lemmens, LicIur, LLM 
(Bioethics)

Assistant Professor
Department of Psychiatry

and Faculty of Law
Bioethicist
Centre for Addiction and Mental Health

and University of Toronto Joint Centre 
for Bioethics

Toronto, Ont.
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Rehabilitation and stroke

Iwas initially pleased to see the sup-
plement to the Sept. 22 issue of

CMAJ,1 which was devoted to the im-
portant subject of stroke and the evo-
lution of its management. However,
given that most people who have had
a stroke of moderate or greater sever-
ity face a lifetime of altered functional
abilities and difficulty in fulfilling
their roles in society, I was surprised
that the important subject of rehabili-
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