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leagues provide no documentation
about their accounting methodology or
the cost centres included in their deter-
mination of provincial costs.

Does the BC provincial accounting
include the expenses related to capital
acquisition, maintenance, depreciation
and the monetary time value of debt?
Does it include salaries related to pay-
roll preparation and recruitment of vol-
unteers and costs related to fax and
telephone communication? Does it in-
clude unfunded pension liability? Some
government screening staff will eventu-
ally draw an indexed pension for a pe-
riod longer than their employment.

Another serious problem appears to
be the improper comparison of mass
screening mammography within the
SMPBC against the screening and
much more comprehensive diagnostic
mammography performed in clinics;
the 2 are significantly different exami-
nations. This is suggested by the
markedly superior detection rate within
the clinics compared with the detection
rate within the provincial program. The
SMPBC, which undertook 65% of the
examinations (167 221 examinations)
identified only 21% (505) of all cancers.
The other 79% of cancers were appar-
ently detected or evaluated during the
88 860 examinations (the other 35% of
examinations) undertaken by the clin-
ics. Using this determination, the cost
per cancer found is $15 211 through
the SMPBC and just $3445 through
the private radiology clinics.

I urge the authors to provide de-
tailed financial statements that are open
to independent audit before making the
claim that the SMPBC is more cost-
effective than clinic radiology services.
Considering the apparently erroneous
comparison of government screening
with private clinic screening and diag-
nostic facilities, they may wish to with-
draw their conclusion.

M.N. Levant, MD
Radiology Consultants Associated
Calgary, Alta.
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[One of the authors responds:]

We entirely agree with Dr.
Thurber that the ability to pro-

vide high-quality, low-cost screening
mammography for women in BC is a
collaborative effort of many partners
including the radiologists who read the
mammograms and manage many of the
screening centres, the centre staff, vol-
unteers and the Ministry of Health. In
particular, we value the close coopera-
tive relationship we have enjoyed with
BC radiologists since the inception of
the SMPBC in 1988.

The purpose of our analysis was to ex-
amine the impact of the SMPBC on the
use of, and health system expenditures
for, bilateral mammography. Although
some capital depreciation in public facili-
ties does not appear in the SMPBC bud-
get because the Ministry of Health di-
rectly funds it, the SMPBC does pay for
heat, light, cleaning, tube replacement
and administrative costs, among other
items, in the public facilities.

Screens are interpreted in daily
batches, the number depending on each
centre’s volume. Feedback from several
senior radiologists confirms that 50 to
100 screens can be read per hour. Outside
films are obtained only when a potentially
benign abnormality is identified and com-
parison with previous films might avoid
calling the screen result abnormal. This is
done for a minority of clients.

To answer Dr. Levant, expenses 
attributable to the SMPBC include
promotion and recruitment activities,
payroll, a professional reading fee, in-
formation system support, costs to mail
results to women and their physicians,
capital depreciation and leasehold im-
provements in private centres, travel
and accommodation for mobile service
staff and central services including ad-
ministration, quality control, Canadian
Association of Radiologists accredita-
tion and outcome evaluation. The
SMPBC costs were taken directly from
previously published, independently au-
dited financial statements (SMPBC an-
nual reports, 1991–1997).

Dr. Levant seems to have missed the
point of screening mammography. In
1995, 52.8% of newly diagnosed breast
cancers in BC were found by the

woman herself, 10.6% by physicians
and 36.6% by screening mammograms
either through the SMPBC or diagnos-
tic offices (unpublished data). His sim-
plistic calculation of the partial costs for
diagnostic mammography to investigate
symptomatic cancers is not at all com-
parable to the cost per screen-detected
case of developing and providing a 
population-based breast screening pro-
gram for asymptomatic women. If data
were collected systematically within the
diagnostic sector, it would be possible
to est imate the cost efficiency of
screening outside organized programs.

Dr. Ivo A. Olivotto, MD
Medical leader
Screening Mammography Program of 

British Columbia
Vancouver, BC

E u t h a n a s i a ’s never an answe r

The first-prize Logie essay by
Daniel Gorman1 very nicely out-

lined some of the ethical and manage-
ment dilemmas facing modern medi-
cine, especially the issue of palliative
care in the ICU setting. However, Gor-
man has placed great emphasis on the
difference between active and passive
euthanasia, a difference that can be
considered simply semantic or even ir-
relevant when palliative care is prac-
tised properly.

I am a surgeon and intensive care
physician. I have been in the difficult
situation of withholding or withdraw-
ing care to allow death on numerous
occasions. This is an extremely difficult
process for everyone, but when curative
or supportive medical care fails, be-
comes futile or contravenes the individ-
ual’s autonomy, then good medical care
mandates consideration to withhold or
withdraw care that merely prolongs the
dying process.

This does not relinquish the duty of
care but, rather, changes it to provide a
peaceful, pain-free and dignified death.

Such palliative care requires the
health care team to support and prepare
the individual for the impending death.
Properly administered medications and
other therapies can be used to relieve
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suffering, even if such therapies may
shorten life. This satisfies society’s laws
and morality and is consistent with eth-
ical medical care.

This is in stark contrast to euthana-
sia, which is a deliberate act to end life.
Relief of suffering does not enter into
the definition and may or may not be a
goal. The distinction between good
palliative care and euthanasia (active or
passive) or physician-assisted suicide is
clear and important, not just semantics.
Considerate palliative care respects the
guiding philosophies of patient care and
medical ethics, above all by protecting
individual autonomy and dignity while
doing no harm. The aim is to allow the
inevitable. Most important, good pallia-
tive care makes euthanasia and assisted
suicide unnecessary.

Palliative care is hard to do well. So-
ciety has allowed a mechanism to evolve
that works extremely well when applied
correctly. The cases mentioned by Gor-
man do not cry out for euthanasia or
legislative and medical change, but they
do demonstrate what can happen when
people do not do their jobs properly.
These cases show the importance of
continued medical education, awareness
and proper training. As Gorman sug-
gests, euthanasia can have “adverse social
consequences” and would put the pro-
fession and society on a slippery slope.

Peter Lovrics, MD
Hamilton, Ont.
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To screen: perchance to tre a t

The strong impression one gets
from reading the article by Pierre

I. Karakiewicz and Armen G. Aprikian
in the C M A J prostate cancer series1 i s
that serum prostate-specific antigen
(PSA) screening is beneficial. Their ini-
tial teaching point reads “Early detec-
tion of prostate cancer is of utmost im-
portance, given that localized disease
represents the only curable stage.”
Does the evidence support this view, or
is it a manifestation of wishful thinking?

On the basis of the authors’ own words,
I would submit it is the latter.
Karakiewicz and Aprikian admit that
there is no direct evidence that treat-
ment of prostate cancer is effective, but
they also state that “definitive studies t o
p r o v ethat early detection and treatment
lower the mortality rate have been initi-
ated” (emphasis mine). Surely the stud-
ies referred to were designed to deter-
mine whether or notearly detection and
treatment lower mortality.

At present no one knows whether
PSA screening for prostate cancer is
beneficial. This should have been the
initial teaching point in the article.

Kenneth G. Marshall, MD
London, Ont.
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Rooted in the country life

In their study of the effect of rural
background and clinical rural rota-

tions on subsequent practice location,
Mark Easterbrook and colleagues failed
to address a factor that is intuitively im-
portant in determining whether physi-
cians choose to practise in a rural area:
influence of the physician’s spouse.1

Practice location has been shown to be
determined in part by the spouse’s pref-
e r e n c e s .2 – 5 A 1985 study showed that, in
addition to physician background (in-
cluding the size of the community
where the physician grew up and the
size of the physician’s high school grad-
uating class), the background of the
physician’s spouse was a significant fac-
tor affecting recruitment and retention
of physicians in rural practice.2 R u r a l
communities appear to appeal to
spouses who are from rural communi-
ties themselves and who find job oppor-
tunities in the area.2 , 5

I am a rural physician, and my wife
is from a rural area. We have been very
happy living in small communities in
Canada. Future studies should take
spousal factors into account to deter-
mine what rural communities can do to

become more attractive to prospective
physicians and their spouses.

Adam Poradzisz, MD
Edmonton, Alta. 

References
1. Easterbrook M, Godwin M, Wilson R, Hodgetts

G, Brown G, Pong R, et al. Rural background
and clinical rural rotations during medical train-
ing: effect on practice location. C M A J 1 9 9 9 ;
160(8):1159-63.

2. Leonardson G, Lapierre R, Hollingsworth D.
Factors predictive of physician location. J Med
Educ1985;60(1):37-43. 

3. Woodward CA, Ferrier BM. Career develop-
ment of McMaster University medical graduates
and its implications for Canadian medical man-
power. CMAJ 1982;127(6):477-80.

4. Riley K, Myers W, Schneeweiss R. Recruiting
physicians to rural practice. Suggestions for suc-
cess. West J Med1991;155(5):500-4.

5. Anderson EA, Bergeron D, Crouse BJ. Recruit-
ment of family physicians in rural practice. Minn
Med1994;77(7):29-32.

[One of the authors responds:]

I thank Dr. Poradzisz for his com-
ments on our article.1 We looked at

the relative effects of a physician’s ex-
posure to rural communities, compar-
ing the effect of having grown up in a
rural community with the effect of ex-
posure to rural communities during
training. We found that prior residence
in a rural community was a stronger
predictor of practice location. As Dr.
Poradzisz points out, the origins of the
spouse have also been shown to be an
important factor. Since we also had
these data we looked at the effect of
having a spouse from a rural commu-
nity (10 000 or fewer people) and found
that it was an independent predictor of
a physician deciding to practise in a
rural community (crude odds ratio 31,
95% confidence interval 1.5–6.4, p =
0.003). This does not change our re-
sults, but rather it strengthens the find-
ing that rural background influences
rural practice decisions.

Marshall Godwin, MSc, MD
Department of Family Medicine
Queen’s University
Kingston, Ont.
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