
cific procoagulants, whose concentra-
tion and effects are more prominent
close to their site of origin. Both mecha-
nisms have been demonstrated in pa-
tients with adenocarcinoma of the pan-
creas.2 However, reports of thrombosis
in patients with mesothelioma are much
rarer than in patients with adenocarci-
noma of the pancreas or lung, for exam-
ple, which suggests that the first mecha-
nism is the more likely in the case we
described;1 the chest CT shown in our
report is consistent with this hypothesis.
The surgery report did not allude to the
state of the veins, and, unfortunately,3

an autopsy was not authorized. As for
our description of Virchow’s triad, use
of the word “epithelial” was a typo-
graphic error, and the text should have
referred to “endothelial damage” (on
page 465, third column).

The case reported by Mehlika Isil-
dak and associates is an additional vivid
reminder that cancer-associated throm-
bosis can affect veins at almost any site;
it also emphasizes the greater risk with
more advanced disease.1 However,
thrombotic complications in mesothe-
lioma remain an unusual occurrence in
both early4 and advanced disease. Inter-
leukin 6 (IL-6) may indeed be produced
by mesothelioma and other tumours.5 It
affects not only the number of platelets
but, more important, their function.
Platelets responding to IL-6 have in-
creased sensitivity to activation by
thrombin and increased procoagulant
activity, which may be further en-
hanced by the elevated levels of fibrino-
gen and plasminogen activator inhibitor
(which suppresses fibrinolysis) caused
by IL-6 and other inflammatory media-
tors.6 The exact relevance of these ob-
servations to thromboembolism in vivo
remains unproven.

Ami Schattner
Hebrew University
Hadassah Medical School
Jerusalem, Israel
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Kickbacks and self-referral

Sujit Choudhry and associates1 raise
some excellent points in their dis-

cussion of the unethical nature of
physician kickbacks and physician self-
referral. An additional related behav-
iour is on the horizon for physicians in
many provinces.

Electronic medical records and
clinical management systems are now
being promoted by federal and provin-
cial authorities as a valuable compo-
nent of care. One of the many func-
tions currently being touted as
desirable in a clinical management sys-
tem is direct communication between
the prescribing doctor and the pa-
tient’s pharmacy for both new and re-
peat prescriptions. 

For the vast majority of prescribing
physicians and pharmacists, the ability
to send a prescription to a pharmacy “at
the touch of a button” will be a wel-
come relief from repetitive, illegible,
hand-written prescriptions. For a few
doctors and pharmacists, this function
will represent an opportunity for hid-
den financial gain (through a kickback).

Time could be well spent asking
questions about direct connections be-
tween a prescribing physician and a
pharmacy. Provincial regulating au-
thorities for both pharmacists and
physicians should examine the risks and
benefits of this functionality. They
should also determine what reporting
and control mechanisms are needed to

minimize the temptation of a destruc-
tive conflict of interest.

George Southey
Lead Physician
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Health Network

Oakville, Ont.
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Sujit Choudhry and colleagues1 are
to be congratulated for raising the

troubling issues of physician kickbacks
and self-referrals.1 The Medical Reform
Group, of which I am a member, agrees
that these practices are ethically dubi-
ous and ought to be much more closely
regulated. 

One simple way to limit kickbacks
and self-referrals would be to ban in-
vestor-owned independent health facili-
ties from operating within the publicly
funded health care system. Kickbacks
and self-referrals exist chiefly to in-
crease profit. Disallow profit, and these
practices would probably wither away. 

There is another reason to consider
banning investor-owned independent
health facilities: quality. In the United
States at least, investor-owned hos-
pitals2 and dialysis centres3 are associ-
ated with higher mortality rates than
private, nonprofit facilities. Similarly, in
a study comparing for-profit and non-
profit health maintenance organizations
in the United States, the nonprofit or-
ganizations outperformed the for-profit
ones on all of the 14 quality-of-care in-
dicators that were assessed.4 In the
Canadian context, for-profit indepen-
dent health facilities are most common
in the diagnostic services (e.g., labora-
tory testing and imaging) and rehabili-
tation (e.g., physiotherapy) sectors.
Given the US data (there are none
from Canada), there is no reason to as-
sume that the services they provide are
as good as those provided by nonprofit
operators. 
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