
ment (OECD).1 Although the OECD
and other international organizations
such as UNICEF publish international
comparisons using data they obtain from
Statistics Canada and other national
bodies, their estimates are sometimes er-
roneous.2 For instance, the OECD re-
ported the 1996 infant mortality rate in
Canada to be 6.0 per 1000 live births. In
fact, in 1996 the infant mortality rate in
Canada was 5.6 per 1000 live births,3

whereas that in the United States was
7.3 per 1000 live births.4 In 1997, infant
mortality rates in Canada and the
United States were 5.5 and 7.2 per 1000
live births respectively.5,6

International comparisons of infant
mortality are compromised by a lack of
standardization with regard to birth
registration practices. Studies have doc-
umented wide variation in the rate at
which extremely small babies at the
borderline of viability (e.g., < 500 g) are
registered in different countries.7,8 In
fact, recent secular trends and inter-
provincial comparisons of infant mor-
tality within Canada are also affected by
such differences in birth registration.9

As a potential solution, the World
Health Organization has recommended
that international comparisons of infant
mortality be restricted to live births in
which the newborn weighs 1000 g or
more.10 Such a restriction would elimi-
nate a substantial proportion of neona-
tal deaths from the infant mortality
counts of most industrialized countries,
however. This and other challenges in-
herent in birth-weight-specific compar-
isons mean that international infant
mortality rankings will continue to be
based on crude rates and will favour in-
dustrialized countries, which tend not
to register extremely small live births.

K.S. Joseph
Perinatal Epidemiology Research Unit
Department of Obstetrics & Gynecology
and Pediatrics

Dalhousie University
Halifax, NS
and
Associate Editor, CMAJ
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Youngest medical graduate

Itoo was only 22 years old when I grad-
uated from medical school1 in Scot-

land in 1966. After a 1-year rotating in-
ternship (this was before the start of
family medicine training programs), I
became a rural family physician in a
group practice when I was aged 23 years. 

Ann C. Macaulay
Department of Family Medicine
McGill University 
Montreal, Que.
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The last trial of a Nazi doctor 

We read with great interest the
news item on the last trial of a

Nazi doctor.1 The following question
arises in this connection: What is the
role of the political and medical com-
munity? Health professionals working
in situations of widespread human
rights abuses can face significant per-
sonal risks in carrying out their duties.

In the early 1980s in Central America
numerous health care workers were tar-
geted because of their professional ac-
tivities.2,3 In 1994 in Iraq, doctors were
required by law to amputate the ears
and brand the foreheads of deserters.
They were told that if they refused, they
would suffer the same fate. One doctor
was executed and many were impris-
oned for their refusal to exercise medi-
cine punitively.4 This example under-
lines the vulnerability of the individual
health care practitioner in the absence
of strong collective refusal to compro-
mise ethical and professional standards. 

Is Dr. Heinrich Gross really the last
physician of his “kind”? What about
physicians who have contributed or still
contribute to corporal punishment?
There should be more precise interna-
tional standards including but not lim-
ited to medical associations taking steps
against the participation of medical staff
in corporal punishment and in carrying
out the death penalty. 

Some steps have been taken by the
World Medical Association,5 but a
much more active commitment by pro-
fessional bodies to defend human rights
and oppose abuses is required, such as
the establishment of human rights rep-
resentatives in each national medical as-
sociation who would visit and report on
a regular basis to the World Medical
Association and the Amnesty Interna-
tional medical office.

Siroos Mirzaei 
Department of Nuclear Medicine
Wilhelminenspital
and
Hemayat (Organisation for the support of
survivors of torture and war) 

Vienna, Austria 
Peter Knoll
Department of Nuclear Medicine
Wilhelminenspital
Vienna, Austria
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A man for all centuries

The CMAJ editorial of 11 July 2000
misplaces Leonardo da Vinci, “the

17th-century artist and visionary”1 by
about a century: Kenneth Clark cites
him as living from 1452 to 1519.2

Fortunately, Leonardo’s statements

and your comments on them are rele-
vant without reference to dates.

Martin Davey
Physician
Toronto, Ont.

References
1. A treatise on water [editorial]. CMAJ 2000;

163(1):5. 
2. Clark K. Civilisation. New York: Harper and

Row; 1969.

[Editor’s note:]

Oops. The year 1513 was incor-
rectly transcribed as 1613 in a

draft of this editorial, advancing da
Vinci by a century. Thank you for ac-
knowledging that his words are timeless.

Correction

Arecently published commentary by
Michael J. Rieder contained an er-

ror. The fifth sentence in the second
paragraph should read as follows: “Ad-
verse effects include tachycardia, mus-
cle spasms and fatal hyperthermia asso-
ciated with rhabdomyolysis and renal
and cardiac toxicity, the risk of which
may be increased by the high environ-
mental and core temperature and vigor-
ous activity likely to occur at a rave
party.”
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HOLIDAY REVIEW 2000
CALL FOR PAPERS

Holiday reviews have become an annual tradition at CMAJ. Underneath their heavy parkas or layers of mosquito
repellent, Canadian physicians have shown that they have a thoughtful soul and a quirky sense of fun. 

MEDICINE IN CANADA. We encourage you to submit reflective essays on difficult decisions you’ve had to
make as a physician, adventures (big or small) in your professional life and defining moments in your 
career. We’re also looking for descriptions of medical events that could only happen in Canada.

CANADA IN MEDICINE. This year we hope to hear from Canadians who have practised medicine abroad.
Tell us about the unforeseen challenges and the unexpected joys of working far from home. How did your
experiences change your perception of what it means to be a Canadian physician?

YOU’VE GOT TO BE KIDDING. As in the past 2 years (click on Back Issues at www.cma.ca/cmaj and go to the 
December issues for 1998 and 1999) we plan to leaven the mix with some humour. Show us your inner child
— or better yet, the collective inner child of your clinic or hospital department. We’re looking for papers that
take a playful poke at sober scientific thought by postulating the preposterous and proving the unprovable.

Articles should be no more than 1200 words, preferably accompanied by illustrations. Submissions received
by Oct. 1, 2000, are more likely to be published.

Send submissions to:
Dr. John Hoey

CMAJ
1867 Alta Vista Dr.

Ottawa ON  K1G 3Y6


