
xenophobic overtones as its use was
linked to Mexican farm workers in the
United States.2 Use of currently legal
drugs such as alcohol and tobacco
clearly has more devastating public
health consequences in Canada than
use of all illegal drugs combined. 

Just as prohibition of alcohol saw
prices and crime rates driven up by
criminalization, so do current drug
policies encourage profiteering and
other criminal activity. In 1988 it was
estimated that laundered drug money
amounted to tax-free sums of over 
$100 billion per year, more than the
gross national products of 150 of the
170 nations of the world.3 The United
Nations reported that by 1993, $500
billion or 13% of all international trade
was in illegal drugs, compared with
$360 billion in petroleum products.4

One approach to this problem at the
national level is exemplified by the
Dutch policy of normalization, which
places a low priority on possession of
drugs for personal use and includes low-
threshold methadone programs in all
cities with 100 or more heroin users.5

These social policies are reflected in
rough estimates that 20% of heroin
users in the Netherlands are injectors,
compared with 50% in the United
S t a t e s .6 In Canada, pragmatic applica-
tion of drug laws has meant a decreased

emphasis in many jurisdictions on pros-
ecuting users in the interest of devoting
law enforcement and judicial resources
to the pursuit of drug traffickers. Some
police departments have defined the
quantities of each illicit drug that they
consider to constitute evidence of traf-
ficking. Understandably, these depart-
ments advocate national consensus on
this issue to avoid movement of drugs
and migration of drug users.

Brock and Gurekas appear to con-
fuse drug decriminalization with legal-
ization. Although there is a diversity of
opinion about the merits of each ap-
proach, there is general consensus that,
in either case, constraints similar to
those for alcohol and tobacco should
apply to other drugs. These include
bans on advertising, channelling of rev-
enues from taxes or the proceeds of
crime toward primary prevention, pros-
ecution of those selling or giving drugs
to minors, conspicuous warnings about
health consequences, and sanctions for
driving a car or operating heavy ma-
chinery under the influence of drugs.

Increasing recognition of the harms
associated with current drug laws and
their application has led to public de-
bate about how best to reform them. It
is high time that in addressing drug law
reform we consider all mind-
altering drugs used in Canada, both cur-

rently legal and currently illegal, rather
than accepting that alcohol and tobacco
should retain their legal status whereas
other drugs should remain prohibited
and their users marginalized as pariahs.

Catherine Hankins
Montreal Regional Public Health

Department and McGill University
Montreal, Que.
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Anticoagulation therapy for
patients with atrial fibrillation

Stuart Connolly posed the following
question in a C M A J c o m m e n t a r y :

Why are so many patients with atrial
fibrillation not receiving anticoagulation
t h e r a p y ?1 I offer a different perspective
from his on this issue: Warfarin is not
so much underused as poorly used. It is
often given to patients who benefit min-
imally, while those patients who would
benefit most are not treated.

Anticoagulation reduces stroke for
all patients with atrial fibrillation,2 b u t
the magnitude of benefit (that is, the
absolute risk reduction) is small for
many patients with atrial fibrillation
who have relatively low inherent risks
of stroke. Many younger patients with
atrial fibrillation have low (less than 2%
per year) or moderate (3–5% per year)
rates of stroke, and the number-
needed-to-treat with warfarin for 1 year
to prevent 1 stroke is between 30 and
100 for such patients; the number-
needed-to-treat figures are doubled for
prevention of strokes leaving even min-
imal residual disability.3 Patients over
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age 75 with atrial fibrillation are more
likely to be at high risk4 but less likely
to receive anticoagulation.5 , 6 I r o n i c a l l y ,
younger patients with fewer comorbidi-
ties are more attractive candidates for
anticoagulation, yet, on average, accrue
less benefit when the absolute risk re-
duction is considered.

Those decrying underuse of war-
farin often imply that anticoagulation
therapy is underused because physicians
lack the knowledge or commitment to
prevent stroke, yet it is often the pa-
tients themselves who choose not to re-
ceive anticoagulation.7 P a t i e n t -
perceived thresholds of benefit for
choosing anticoagulation vary widely;
often those with stroke risks in the
moderate range elect not to receive an-
ticoagulation after the benefits and risks
are explained to them.7 Further study of
the preferences of informed patients
and of the influence of different educa-
tional methods is sorely needed.8

I contend that the 50% frequency of
coagulation use among patients with
atrial fibrillation reported in recent
studies does not represent gross under-
use for many populations of patients
with atrial fibrillation9 (I acknowledge
that patients at high risk may make up a
larger proportion of the patients in
clinical practice than of the participants
in clinical trials1 0). Rather, anticoagula-
tion is too often given to those who
benefit least rather than most. Addi-
tional studies of the the reliability of
risk stratification schemes when applied
in clinical practice1 1 and of patient per-
ceptions of minimal thresholds of bene-
fit are needed to foster the optimal use
of this highly efficacious therapy to pre-
vent stroke.

Robert G. Hart
Department of Medicine
Division of Neurology
University of Texas Health Science

Center
San Antonio, Tex.

References
1 . Connolly SJ. Preventing stroke in atrial fibrillation:

Why are so many eligible patients not receiving
anticoagulant therapy? C M A J 1 9 9 9 ; 1 6 1 ( 5 ) : 5 3 3 - 4 .

2. Atrial Fibrillation Investigators. Risk factors for
stroke and efficacy of antithrombotic therapy in
atrial fibrillation. Arch Intern Med 1 9 9 4 ; 1 5 4 :

1449-57.
3. Hart RG, Benavente O, McBride R, Pearce LA.

Antithrombotic therapy to prevent stroke in pa-
tients with atrial fibrillation. A meta-analysis.
Ann Intern Med1999;131:492-501.

4. Hart RG, Pearce LA, McBride R, Rothbart RM,
Asinger RW. Factors associated with ischemic
stroke during aspiring therapy in atrial fibrilla-
tion. Stroke1999;30:1223-9.

5. Perez I, Melboun A, Kalra L. Aprpopriateness of
antithrombotic measures for stroke prevention
in atrial fibrillation. Heart 1999;82:570-4.

6. Go A, Hylek EM, Borowsky LH, Phillips KA,
Selby JV, Singer DE. Warfarin use among am-
bulatory patients with nonvalvular atrial fibrila-
tion. Ann Intern Med1999;131:927-34.

7. Howitt A, Armstrong D. Implementing evidence
based medicine in general practice: audit and
qualitative study of antithrombotic treatment for
atrial fibrillation. BMJ 1999;318:1324-7.

8. Man-Son-Hing M, Laupacis A, O’Connor AM,
Biggs J, Drake E, Yetisir E, et al. A patient deci-
sion aid regarding antithrombotic therapy for
stroke prevention in atrial fibrillation. J A M A
1999;282:737-43.

9. Pearce LA, Hart RG, Halperin JL. Assessment
of three schemes for stratifying stroke risk in pa-
tients with nonvalvular atrial fibrillation. Am J
Med 2000;109(1):45-51. 

10. Caro JJ, Flegel KM, Orejuela ME, Kelley HE,
Speckman JL, Migliaccio-Walle K. Anticoagu-
lant prophylaxis against stroke in atrial fibrilla-
tion: effectiveness in actual practice. C M A J
1999;161(5):493-7.

11. Feinberg WM, Kronmal RA, Newman AB,

Kraut MA, Bovill EG, Cooper L, et al. Stroke
and atrial fibrillation in a population-based co-
hort. J Gen Intern Med 1999;14:56-9.

C o r r e c t i o n s

Dr. Joseph Fyfe of Sudbury, Ont.,
was predeceased by his wife,

Joanna. Incorrect information appeared
in a recent death notice.1
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Because of an editing error, a recent
article contained an incorrect name

for the organization responsible for am-
ateur hockey in Canada.1 The correct
name is the Canadian Amateur Hockey
A s s o c i a t i o n .
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