
drawal practices in a situation that should
not have been initiated and supported in
the first place. The publication of an arti-
cle such as this one, upholstered with a
sufficiency of the elegant though irrele-
vant algebra that so delights editors, may
still do some good if it leads to action
against bad medical practice and waste. Is
nobody minding the shop?

Myre Sim
Psychiatrist (retired)
Victoria, BC
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Icommend Lucie Baillargeon and col-
leagues1 for conducting their impor-

tant and challenging study on discon-
tinuation of benzodiazepine therapy in
elderly patients. However, I have con-
cerns about the control group, as de-
scribed in the report. The physicians of
patients whose benzodiazepines were
gradually withdrawn in the control
group “were not permitted to give ad-
vice on nonpharmacological treatments
of insomnia.”1 Given the effectiveness
of such interventions for chronic in-
somnia in older people,2,3 it is not sur-
prising that cognitive–behavioural ther-
apy combined with drug tapering was
found to be superior to benzodiazepine
withdrawal alone. What this study does
not establish is whether cognitive–
behavioural therapy is better than stan-
dard care, which would include, at a
minimum, advice on sleep hygiene.2

Shabbir M.H. Alibhai
University Health Network
Toronto, Ont.
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Cat naps

Sheldon Singh and associates1 con-
clude that their patient’s symptoms

of presyncope “may have been due to
the weight of her cat on her right
carotid sinus.” However, they report
that multiple pauses of 3–4 seconds’ du-
ration, associated with vomiting and
syncope, were observed while the pa-
tient was in the emergency department,
without the cat.1

Hypersensitive carotid sinus syn-
drome (as diagnosed in this patient) and
severe sick sinus syndrome commonly
occur together. The superiority of
dual-chamber, atrially based pacing of
these patients has been demonstrated 
in VVI (ventricular demand pacing) 
to DDD (fully automatic pacing)
crossover studies.2 In addition, the
British Pacing and Electrophysiology
Group has recommended selecting a
pacing mode with as many features of
normal sinus rhythm as possible,3 and
Moller and colleagues4 demonstrated
that prescribing relatively contraindi-
cated3 products for older patients repre-
sented a false economy.

In the case reported by Singh and
associates,1 a single-lead (ventricular)
pacemaker was inserted. Thus, the pa-
tient would be wise to keep the cat off
her neck in future because she has been
given an inferior device, activation of
which can sometimes be severely va-
sodepressive in patients with retrograde
conduction. The statement by Singh
and colleagues1 that “cardiac pacing is
… not [helpful] for those [patients] with
vasodepressor response” relates primar-
ily to use of ventricular pacing; in con-
trast, many patients with severe hy-
potensive syndromes can be rendered
more or less asymptomatic if they are
given a device with high-rate, dual-

chamber pacing response to the associ-
ated sudden drops in heart rate.5

G. Frank O. Tyers
Department of Surgery
University of British Columbia
Vancouver, BC
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Sustainability of health care
in Canada

Morris Barer and colleagues1 set
out to “ascertain whether there

is more than just rhetoric” behind
claims that the Canadian health care
system is unsustainable. Although their
interpretation does not specifically
confront this stated objective, they im-
ply that the system is sustainable. I do
not believe their data support this con-
clusion.

The authors’ statement that “the
combined effects of population growth,
aging and general inflation . . . were vir-
tually identical to the overall increase in
physician expenditures”1 is misleading.
Physician fees declined by 9.4% in real
terms during the years studied,1 and fees
were the only inflation-sensitive mea-
sure of the study. The increase in ex-
penditures was therefore not an “effect”
of inflation; rather, the effects of in-
creased utilization were compensated
for by the decline in real value of physi-
cian fees. Putting aside the important is-
sue of whether this situation is equi-
table, it clearly is not sustainable:
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physician fees cannot decline in real
terms indefinitely.

More important, the authors’ data
do not penetrate the effects of financial
restraint on quality of care, a fact that
they themselves point out.1 But this is-
sue is the very crux of the perceived
health care crisis. What happened to
waiting lists for referrals, surgery and
diagnostic tests? How were health out-
comes affected? Is it appropriate to as-
sume that age- and population-adjusted
fee expenditures should remain the same
(in real dollars) over this time period?
Moreover, physician fees account for
only 24% of health care spending in
British Columbia;2 if there is a funding
crisis, physician fees are only a small
part of a larger problem.

A sustainable system must both
control costs and provide appropriate
health care. Barer and colleagues es-
tablish that the government of British
Columbia controlled costs, but they do
not establish that it did so in a sustain-
able manner.

Mark Fruitman
Radiologist
St. Joseph’s Health Centre
Toronto, Ont.
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[Three of the authors respond:]

We strongly support Mark Fruit-
man’s point that “[a] sustainable

system must both control costs and
provide appropriate health care.” Our
purpose1 was to identify the key com-
ponents in physician billings as a means
of isolating both what was and what
was not happening. The observation of
major changes in the patterns of con-
tact between patients and general prac-
titioners is, we think, quite new: we
found that GPs are increasingly shar-

ing their patients, yet the net impact on
costs is minimal. It appears that neither
patients nor physicians are abusing the
system or, if they are, that abuse has
not been increasing. This situation
might raise concerns about continuity
of care, but such concerns take us be-
yond these data.

In contrast, the care of elderly pa-
tients after they pass the GP “gate-
keeper” and enter the specialty system
is much more expensive. As Fruitman
points out, our data cannot say whether
these dramatic increases in cost are ap-
propriate. But if one is truly concerned
about both the appropriateness and the
cost of care, these sectors and this pa-
tient group would seem obvious places
for further scrutiny.

Fruitman suggests that our conclu-
sion regarding sustainability had its ba-
sis in costs for physicians, whose real
fees declined over the period in ques-
tion. But even if fees had increased at
the rate of inflation, the average annual
increase in expenditures would have
been 6.8% rather than 5.8%, hardly
enough difference to support claims of
“unsustainability.” Furthermore, this
calculation presumes that the change in
(age-specific) utilization per capita
would have been the same, irrespective
of the change in real fees. It seems con-
ceivable that faster growth in fees
would instead have been associated
with slower growth in utilization — the
fact that the increase in use almost pre-
cisely offset the decline in fees may be
more than coincidence. In any case,
physician fees in British Columbia have
been the highest, or among the highest,
in the country for decades. 

Morris L. Barer
Robert G. Evans
Kimberlyn McGrail
Centre for Health Services and Policy
Research

University of British Columbia
Vancouver, BC
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Reducing adverse events

Further to the landmark work of
Alan Forster and coauthors1 at the

Ottawa Hospital–Civic Campus in
identifying levels of adverse events at
discharge and revealing the extent of
the gap in continuity of care, particu-
larly drug management, I wish to
point out measures that have been
taken in this region to diminish the
problem. 

In 1995 a group of Ottawa-area
health care professionals — hospital
and community pharmacists, physi-
cians and a nurse — gathered to pro-
mote solutions to the gaps in seamless
care.2 We recommended 2 major inno-
vations: pocket drug profiles to be
used by community pharmacists for
patients receiving long-term medica-
tion, as well as formal discharge com-
munications from the hospital to the
family physician and the community
pharmacist. The latter recommenda-
tion was instituted the next year at the
Ottawa General Hospital (now the 
Ottawa Hospital–General Campus) in
a form called “Prescription and Dis-
charge Notes,” which provided com-
plete information on discontinued
medications, medication incidents and
recommendations for ongoing care. A
pilot project was instituted on a surgi-
cal floor, and a chart review followed.
The review indicated that on average
half of each patient’s medications were
changed before discharge and that po-
tentially 61% of the discharge forms
reported drug-related problems, only
half of which were resolved before dis-
charge.3 A later study on a medical
floor showed an even greater number
of changes and potential drug-related
problems.4

This form has now been updated
and its use extended to the Civic Cam-
pus and to other institutions. A further
study showed that use of the form on
the medical ward of a Montreal hospital
increased the accuracy of patient pro-
files maintained by community phar-
macists.5 It would be interesting to de-
termine if this form makes a difference
in the negative outcomes that Forster
and coauthors1 so clearly identified.
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