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Flu vaccination in Alberta
long-term care facilities

Iwish to take issue with Margaret
Russell’s results and her interpreta-

tion of her findings concerning staff
vaccination rates for influenza in long-
term care facilities in Alberta.1 This is
not a fair or accurate representation of
the situation within the Calgary region
over the past 2 seasons. I am perplexed
as to why such a study should be re-
ported at this time in CMAJ.

The average staff vaccination rate
within all Calgary long-term care facili-
ties has improved from 44% during
the 1998–1999 season (the period stud-
ied by Russell) to 75% during the
2000–2001 season. Our long-term care
facilities comprise a heterogeneous mix
of 27 public, private and voluntary in-
stitutions.

The average staff vaccination rate at
25 long-term care facilities was 63% in
1999–2000. The average influenza vac-
cination rate for residents of long-term
care facilities was 93% in 2000–2001
and 94% in 1999–2000. Much of this
improvement was due to the introduc-
tion and adoption of a comprehensive
standardized approach to the manage-
ment of influenza and institutional out-
breaks in the Calgary region since
1998. Recognition by attending physi-
cians and nurses of influenza outbreaks
in the community and seasonal mortal-
ity trends in long-term care facilities
was facilitated directly by regionaliza-
tion of health care services.

To state that “staff vaccination rates
in Alberta long-term care facilities are
unacceptably low” without qualifying
the period of study is unhelpful. It may
not be possible to improve significantly
on our average resident vaccination
rates but we expect continued improve-
ment in staff vaccination rates. We are
also targeting health care workers who
are in contact with senior citizens living
outside of long-term care facilities, such
as in lodges and supported living envi-

ronments. As a postscript, our surveil-
lance for influenza failed to detect a sin-
gle outbreak of influenza A within any
long-term care facility in this region
during the past season.

Paddy Quail
Division Chief
Continuing Care
Calgary Health Region
Calgary, Alta.
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[The author responds:]

Paddy Quail expresses concern that
the period of the study was not

provided; however, this was clearly
stated in the article.1 He is also con-
cerned that the data presented for Al-
berta are not a fair representation of the
current situation in Calgary. The paper
described the situation for the entire
province at the time of the study, and
the aggregated Alberta data included
information provided by Calgary long-
term care facilities for the period
1998–1999. A summary of the study

findings and recommendations was sent
to every medical officer of health in Al-
berta immediately after the study was
completed.

I congratulate the Calgary Health
Region on the excellent progress made
in vaccinating the staff of Calgary long-
term care facilities since that time.

Margaret Russell
Associate Professor
Department of Community Health
Sciences

Faculty of Medicine
University of Calgary
Calgary, Alta. 
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Too many serpents spoil
the symbol

Gert Brieger’s review of Gerald
Hart’s Asclepius: the God of Medi-

cine was most interesting and rightly
pointed out that Asklepios’ staff with
the single serpent (the karykeion) is the
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symbol of medicine. I wish there had
been mention of the fact that the
winged 2-serpent wand or caduceus be-
longs to Hermes, the messenger of the
gods. It is frequently used wrongly as a
symbol of medicine in pharmaceutical
advertisements. The staff of Asklepios
was put on a new Canadian quarter a
year ago and in the newspapers it was
erroneously called the caduceus, which
illustrates the confusion on the subject.

H.J. Scott
Cardiovascularthoracic Surgeon (retired)
Montreal, Que.

Reference
1. Brieger GH. Popular mythology. CMAJ 2001;

164(10):1471-2.

Hereditary nonpolyposis
colon cancer

Iam concerned that the recommen-
dation statement from the Canadian

Task Force on Preventive Health Care
on colorectal cancer screening1 did not
mention the need to screen people
with hereditary nonpolyposis colon
cancer for other types of cancer. In
some kindreds with hereditary non-
polyposis colon cancer, extracolonic
malignancies including endometrial,
bladder, stomach and other cancers
have been reported.2 It is important to
mention that other surveillance mea-
sures in addition to colonoscopy
should be considered for people at risk
of developing hereditary nonpolyposis
colon cancer;2 the article leaves the
false impression that a colonoscopy is
the only screening modality required in
such kindreds. 

Edmond G. Lemire
Medical Geneticist
Royal University Hospital 
Saskatoon, Sask.
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[One of the authors responds:]

We appreciate Edmond Lemire’s
comments and agree that people

with hereditary nonpolyposis colon can-
cer have an increased risk of extracolonic
malignancies. However, the recently
published recommendations from the
Canadian Task Force on Preventive
Health Care1 were limited to screening
for colorectal cancer in people at average
and high risk. Thus, screening for other
types of cancer, even in people with
hereditary nonpolyposis colon cancer,
was beyond the scope of this review.

Robin S. McLeod
Professor of Surgery
University of Toronto
Toronto, Ont.
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Don’t forget anserine bursitis

The article by Jack Taunton and
Michael Wilkinson on anterior

knee pain1 covered most conditions seen
at sports medicine clinics but omitted
one frequently misdiagnosed condition,
anserine bursitis, which is rare in athletes.

It is easily recognized in overweight,
middle-aged or elderly women with an-
terior knee pain and well-localized ten-
derness, sometimes with puffiness,
about 5 cm below the knee joint on the
medial portion of the anterior tibia.2

Osteoarthritis of the knee is often pre-
sent and distracts from consideration of
anserine bursitis. Local injection of cor-
ticosteroids gives good relief with con-
firmation of the diagnosis.3

Harold H. Fireman
Rheumatologist
Ottawa, Ont.
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[One of the authors responds:]

Harold Fireman makes a good point
regarding pes anserine bursitis in

his letter concerning our article.1 We
see this condition in hurdlers, steeple-
chasers and people who run downhill. If
it persists you need to consider a trac-
tion stress fracture at the site and order
a bone scan. If the bone scan is very hot
then you will need a CT scan, as I have
seen a few of these go to a completed
fracture. For the true bursitis, local in-
jection certainly can be effective and I
have had good results with topical 10%
diclofenac. The patient needs to work
on hamstring stretching and quadri-
ceps–hamstring strengthening.

Jack E. Taunton
Professor and Director
Allan McGavin Sports Medicine Centre
University of British Columbia
Vancouver, BC
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Longer waits for breast
cancer surgery in Quebec
could be good news

Nancy Mayo and colleagues suggest
that the waiting time between di-

agnosis and first surgery for breast can-
cer increased in Quebec between 1992
and 1998.1 Although this may be due to
the recent reform of health services, an
alternative or complementary explana-
tion is that more women are being di-
agnosed following screening by mam-
mography.

With more screening, the propor-
tion of tumours detected early, when
they are small and nonpalpable, should
increase. The investigation of such
cases often requires several procedures,
and the referral process is likely to be
associated with delays that would not be


