
cancer, but such a tool might help to
estimate the risk–benefit ratio for her
individual case.

Michelle Greiver
Family Physician
North York, Ont.
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[Mitchell Gail responds:]

My colleagues and I have shown
how to compare the risks and

benefits of tamoxifen by combining 3
ingredients:1 the absolute risks of
breast cancer and other endpoints,
such as stroke, in the absence of ta-
moxifen; the effects of tamoxifen on
these background risks (from data in
Fisher and associates2); and weights for
comparing the various outcomes. We
used weights of 1.0 for life-threatening
outcomes (invasive breast cancer,
stroke, pulmonary embolism, hip frac-
ture and endometrial cancer), 0.5 for
severe outcomes (in situ breast cancer,
deep vein thrombosis) and 0 for other
events. We pointed out, however, that
a woman’s own preferred weights
could be used. Tables 10 to 12 in Gail
and colleagues1 indicate that the risks
of tamoxifen outweigh the benefits in
many women, especially older women
in whom the risks from stroke and en-
dometrial cancer are appreciable. In-
deed, Rockhill and collaborators3 esti-
mated that only 2.3% of women in the
Nurses’ Health Study would experi-
ence a net benefit, according to Tables
10 and 11 in our study.1 These obser-
vations reinforce the warnings out-
lined by Eric Wooltorton.4

Greiver suggests that the findings of

Gail and colleagues1 be incorporated
into a computer-based tool. Until such
a program, properly validated, is avail-
able, Tables 10 to 12 in that article pro-
vide useful indications of net risk or
benefit.1

Mitchell Gail
Division of Cancer Epidemiology 
and Genetics

National Cancer Institute 
Bethesda, Md.
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Getting the word out

In recent correspondence, Greg
Allen1 and Eric Wooltorton2 criti-

cized the method that Health Canada
used to communicate risks associated
with droperidol, in particular the choice
of addressees for the drug safety infor-
mation letter.3 Health Canada sent its
letter3 to chiefs of medical staff of all
Canadian hospitals, otolaryngologists,
retail pharmacies and other health asso-
ciations. The letter included a request
(printed in bold) that it be distributed
to health care professionals in each in-
stitution, which was an attempt to en-
sure that the letter would reach all
health care professionals who might be
prescribing or dispensing injectable
droperidol.

Health care professionals have a
shared responsibility to acquire, com-
municate and incorporate new informa-
tion to enable informed decision-
making by patients, and these aspects of
professional practice form part of
provincial and territorial standards of

professional practice. Nonetheless, con-
cerns about the failure of health care
professionals to read “Dear Healthcare
Professional” letters and to incorporate
new drug safety information into prac-
tice have been raised previously.4

Health Canada’s Marketed Health
Products Directorate agrees that physi-
cians and other health care profession-
als must learn of any new drug safety
information quickly. Recommendations
arising from a workshop on this topic
are posted at Health Canada’s Web
site.5 In addition, several strategies such
as toll-free telephone and fax lines for
reporting of adverse reactions and an
electronic mailing list have been imple-
mented to facilitate communication of
product-related risks between Health
Canada and health care providers.
(Readers may subscribe to various advi-
sory mailing lists at www.hc-sc.gc.ca
/hpb-dgps/therapeut/htmleng/adr.html).

Health Canada hopes that strength-
ening communication with health care
professionals will stimulate spontaneous
reporting of adverse reactions. Partner-
ships with stakeholders such as con-
sumers, health care professionals, acad-
emia, industry and government are also
important, as the responsibility for
communicating drug safety information
and incorporating new information into
practice crosses jurisdictional lines.

Christopher Turner
Acting Director General
Marketed Health Products Directorate
Duc Vu
Manager
Marketed Pharmaceuticals and Medical 
Devices Division

Health Canada
Ottawa, Ont.
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A pain in the back 

Erica Weir rightly emphasized the
importance of a good clinical as-

sessment (history and physical examina-
tion) in her recent review of back pain
in children.1 She went on to list poten-
tially helpful investigations and stated
that “Testing for rheumatoid factor . . .
may be helpful if a rheumatologic dis-
order is suspected.” However, a positive
result on such a test would be an ex-
tremely nonspecific finding in this set-
ting and would be unlikely to add any
useful diagnostic information. The role
of laboratory investigations in diagnos-
ing rheumatic disease was reviewed re-
cently in CMAJ.2

Michael Puttick
Rheumatologist
Kelowna, BC
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Hiphuggers’ tingly thighs

Pressure on a sensory nerve can
cause pain and paresthesia in the

nerve’s area of distribution. Entrap-
ment of the median nerve in the carpal
tunnel is the commonest example of
this problem, but other nerves can be
affected. The lateral femoral cutaneous
nerve can be compressed as it passes
under the inguinal ligament, which re-
sults in pain and paresthesia in the lat-
eral aspect of the thigh, a condition
commonly known as meralgia pares-
thetica.1

I recently saw 3 mildly obese young
women between the ages of 22 and 35,
who had worn tight “low-rise” trousers
(also called hiphuggers) over the previ-
ous 6 to 8 months. All presented with
symptoms of tingling or a burning sen-

sation on the lateral aspect of the thigh
(bilateral in one case). The results of a
physical examination were unremark-
able, except for mild local tenderness at
the anterior superior iliac spine in 2 pa-
tients. These 2 patients also had Tinel’s
sign, whereby a reproducible tingling
sensation was elicited when the lateral
femoral cutaneous nerve was stimulated
by finger-tapping close to the anterior
superior iliac spine. One of the women
was concerned about multiple sclerosis
and requested MRI but was reassured
by my explanation of the origin of her
symptoms. In all 3 patients, the symp-
toms resolved after 4 to 6 weeks of
avoiding hiphuggers and wearing loose-
fitting dresses. 

Meralgia paresthetica has been de-
scribed in association with various gar-
ments and accessories (such as wallets2

and tight jeans3) causing compression of
the lateral femoral cutaneous nerve.
Now that hiphuggers are back in fash-
ion, physicians can expect to see more
patients with tingly thighs. Simple ob-
servation of the patient’s mode of dress
may give a clue to the diagnosis and
prevent unnecessary investigations.

Malvinder S. Parmar
Medical Director, Medical Program
Timmins & District Hospital
Timmins, Ont.
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Corrections

Two errors occurred in the Nov. 26
Public Health piece on syphilis.1

The surname of the second author,
David Fisman, was incorrectly spelled
as “Fishman.” In Table 1, the major
sign for late latent stage syphilis should
have read “Asymptomatic ≥ 1 yr.” 
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In the Nov. 26 commentary entitled
“The editing life,”1 an error occured

on the third line from the bottom of
the article. The due date for submission
of applications should read Dec. 16 and
not Dec. 31.
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In a recent Pulse column,1 the x-axis
of the figure was mislabelled. The la-

bels Surgical speciality and Lab special-
ity are reversed. The chart also indi-
cates that 46.3% of physicians from the
Class of 1994 chose family medicine.
The correct number, 43%, appeared in
the text.
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Arecent letter to the editor1 stated
that 2 cardiologists quoted in a

medical newsletter used identical com-
ments to describe their conclusions
about the same drug. The publisher of
the newsletter has informed us that the
duplication appeared as a result of a
clerical and printing error, which was
subsequently corrected on the newslet-
ter’s Web site. CMAJ has since re-
moved the comments in question from
its own Web site.
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In the Nov. 26 article on hyper-
triglyceridemia,1 an error occurred

on page 1264. The fourth sentence un-
der the “Management” heading reads
“… follow a low-fat diet (fat intake less
than 10% of total dietary energy intake
per day).” This should read “… follow a
low-fat diet (fat intake less than 10% of
total dietary energy intake per day in-
cases of severe hypertriglyceridemia).”
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