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Top 5 recent articles read online at cfp.ca

1. �Clinical Review: Pregnancy-related cardiovascular risk indicators. Primary care approach to postpartum management and 
prevention of future disease (December 2019)

2. Commentary: Cervical cancer screening for young women. First do no harm (January 2020)
3. Geriatric Gems: Cognitive screening of older patients (January 2020)
4. Praxis: Update on medical abortion (January 2020)
5. Stories in Family Medicine: What they teach us (January 2020)

Climate change in common
I would like to draw attention to another challenge 

that both Brazilian and Canadian family physicians 
will have to face in upcoming years, one that was not 
addressed in the article by Ponka et al in the December 
issue of Canadian Family Physician1: climate change. 
This is timely given Dr Roger Ladouceur’s recent call 
for involvement by family physicians.2 Both countries 
have large areas with vast natural areas inhabited by 
Indigenous populations whose ways of life and local 
environment are threatened.3,4 In addressing health 
inequity, we need to act to address climate change, and 
it stands to affect Indigenous populations heavily. As 
health care is being increasingly recognized as a con-
tributor to greenhouse gas emissions, telemedicine and 
electronic consultations to bolster care in rural areas 
are important low-emission alternatives to traveling in 
person to attend consultations, or to traveling consul-
tants.1,5 We should also count on our family physicians 
to advocate for action against the disease that is climate 
change. The Besrour Centre could be an effective com-
munication tool to share interventions against climate 
change across continents. The Besrour Centre could 
also put pressure on 2 large governments that need to 
do more for their people and their people’s health.

—Adrian Stacy MBSc MD CCFP

London, Ont
Competing interests
None declared

References
1.	 Ponka D, Pinto LF, Whalen-Browne M, Meuser A, Prado JC Jr, Michaelides O, et al. 

Contrasting current challenges from the Brazilian and Canadian national health 
systems. The Besrour Papers: a series on the state of family medicine in Canada 
and Brazil. Can Fam Physician 2019;65:890-6.

2.	 Ladouceur R. Our fight against climate change. Can Fam Physician 2019;65:766 (Eng), 
767 (Fr). 

3.	 Schnitter R, Berry P. The climate change, food security and human health nexus in 
Canada: a framework to protect population health. Int J Environ Res Public Health 
2019;16(14):E2531. 

4.	 Brake J. Inuit express solidarity with Indigenous peoples in Amazon as Brazil fires 
rage. APTN News 2019 Aug 31. Available from: https://aptnnews.ca/2019/08/31/
inuit-express-solidarity-with-indigenous-peoples-in-amazon-as-brazil-fires-rage. 
Accessed 2019 Dec 25.

5.	 Ponka D, Pinto LF, Michaelides O, Rouleau K. Challenges facing efforts to strengthen 
primary health care. The Besrour Papers: a series on the state of family medicine in 
Canada and Brazil. Can Fam Physician 2018;64:795-6 (Eng), e471-2 (Fr).

Balancing breast cancer  
screening limitations
We thank Bell et al1 for their article in the November 

issue of Canadian Family Physician. This informative 
article captures key considerations for developing 

quality indicators or performance measures for primary 
care to support quality improvement initiatives.

The authors reference the mammogram screening 
indicator definition featured in the “MyPractice: Primary 
Care report technical appendix”2 by Health Quality 
Ontario (now part of Ontario Health):

The Health Quality Ontario “MyPractice: Primary Care 
report technical appendix,” version 4, provides an 
example of a performance measure for screening 
with mammography. This was defined as the “per-
centage of screen eligible female patients aged 52 to 
69 years who had a mammogram within the past two 
years.” However, for most screening maneuvers there 
is a narrow trade-off between the potential for benefit 
and the potential for harm.1

Ontario Health, the government agency responsible for 
ensuring Ontarians receive high-quality health care serv
ices where and when they need them, agrees that ben-
efits of mammograms for breast cancer screening in this 
age group might not always outweigh potential harms. 
Moreover, we fully acknowledge the critical roles that 
patient values, preferences, and choice play in clinical 
care. Ontario Health uses administrative databases to gen-
erate the MyPractice: Primary Care reports to minimize the 
burden of new data collection, understanding these data-
bases do not capture patient choice, preferences, or values.

To balance this limitation and reflect the importance 
of shared decision making for breast cancer screening,3 
the MyPractice: Primary Care report explicitly states the 
importance of discussing care options with patients: 

We recognize that the current recommendation is 
to have an active discussion with women about the 
benefits and limitations of breast screening. Some 
women who are eligible to be screened choose not to. 
Thus, the data need to be interpreted in that context.4

Our MyPractice: Primary Care physician sample 
report can be found at https://hqontario.ca/quality-
improvement/practice-reports/primary-care; page 13 
specifically discusses breast cancer screening.

—David M. Kaplan MD MSc CCFP FCFP

—Jonathan M.C. Lam
—Sharon M. Gushue

Toronto, Ont
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Correct math shows no improvement 
on clinical judgment
I have a problem with the math in Table 1 of the article 

“Chest pain investigation in patients at low or inter-
mediate risk. What is the best first-line test to rule out 
coronary artery disease?” which appeared in the January 
issue of Canadian Family Physician.1 First, pretest prob-
ability is not actually specified, but let us do the calcula-
tions using 10% as low risk and 50% as intermediate risk. 
I will also take the midpoint of the reported ranges of 
sensitivity and specificity for the purposes of illustration.

The following 2 × 2 tables are generated, the first 
using a pretest likelihood of 10% and the second using 
50%; both use an N of 1000 (Tables 1 and 2).

Table 1. Pretest likelihood of 10% (low risk): Sensitivity of 
85%, specificity of 50%, positive predictive value of 16% 
(85/535), negative predictive value of 97% (450/465).

TEST RESULT

DISEASE

TOTALPRESENT ABSENT

Positive 85 450 535

Negative 15 450 465

Total 100 900 1000

Table 2. Pretest likelihood of 50% (intermediate risk): 
Sensitivity of 85%, specificity of 50%, positive predictive 
value of 63% (425/675), negative predictive value of 
77% (250/325).

TEST RESULT

DISEASE

TOTALPRESENT ABSENT

Positive 425 250 675

Negative 75 250 325

Total 500 500 1000

In neither case are the predictive values reported in 
Table 1 in the original article (positive predictive value 
[PPV] of 44% to 64% and negative predictive value [NPV] 
of 95% to 100%) accurate and in neither case is this test 
alone a good enough clinical tool.

In the first case of low pretest likelihood, we have 
little confidence in either the PPV or NPV, and the test 
improves very little on our clinical judgment. The PPV 
is only 16%. We go from 10% certain the patient has 

coronary artery disease (CAD) to 16% certain. The NPV 
is 97%, which is only an absolute 7% better than the pre-
test likelihood based on clinical judgment! We go from 
90% certain to 97% certain the patient does not have 
CAD. This illustrates the fallacy of testing when pretest 
probabilities are low.

In the second case, where the clinical judgment is equiv-
alent to a coin toss, the PPV is 63% and the NPV is 77%. We 
go from 50% sure the patient has CAD to 63% sure, and 
50% sure the patient does not have CAD to 77% sure.

I would assert that a second test is needed in both 
the positive and negative groups. The positives need to 
be tested with a test of high specificity, and the nega-
tives need to be tested with a test of greater sensitivity, 
which is why the patient in the clinical vignette pro-
ceeded ultimately to angiography.

I suspect but I cannot prove that our clinical judg-
ments are more refined than we believe. As general-
ists, we look at the whole picture, the nature of the 
concern along with family history, lifestyle risk factors—
diet, smoking, exercise—blood pressure, lipid levels, and 
medications. In general practice, the low-probability 
cases are weeded out on clinical grounds alone, leaving 
the intermediate- and high-probability cases for referral. 
Emergency physicians have a different dilemma and I 
will leave it to them to comment further. Either way, the 
search for absolute certainty is a fool’s errand and we 
need to know how to manage uncertainty in conversa-
tion with our patients.

—Bob Bernstein MD CCFP FCFP(LM)
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Thiamine in the management  
of alcohol use disorders
Thiamine supplementation was not included as a 

recommendation in the 2019 “Office management 
of alcohol withdrawal” onsert that arrived with the 
November 2019 issue of Canadian Family Physician,1 
despite the fact that individuals with alcohol use disorder 
are often nutritionally depleted.2 Thiamine supplementa-
tion reduces the risk of developing Wernicke syndrome, 
Korsakoff syndrome, and beriberi.3 Physicians working 
with patients with alcohol use disorders should have a 
high index of suspicion for Wernicke syndrome, particu-
larly if the patient shows evidence of ophthalmoplegia, 
ataxia, or confusion.4 

Although more research is needed on the dose, dura-
tion, and route of thiamine administration, there is grow-
ing agreement that patients with Wernicke syndrome, 
or who are at a high risk of developing Wernicke syn-
drome, should be managed with parenteral thiamine.5 
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Moreover, oral thiamine supplementation might pre-
vent or improve thiamine-deficient states.6 Although 
past studies showed reduced gastrointestinal absorption 
of oral compared with intramuscular thiamine,7-9 the 
benefits of oral supplementation in preventing thiamine 
deficiency might outweigh the low risk. 

The 2017 update of the National Institute for Health 
and Clinical Excellence evidence-based guidelines rec-
ommends prescribing prophylactic oral thiamine to 
individuals with alcohol dependence.10 Similarly, the 
British Association for Psychopharmacology suggests 
giving oral thiamine to individuals with alcohol depen-
dence who might not be eating healthy diets.5 Further, 
an article on outpatient management of alcohol with-
drawal recommended routine prescriptions of thiamine 
at 100 mg daily and folic acid at 1 mg daily.11 

In the management of patients with alcohol depen-
dence, physicians should have a high index of sus-
picion for thiamine-deficient states, especially 
Wernicke-Korsakoff syndrome. Given the potential benefit 
of preventing thiamine deficiency, oral thiamine supple-
mentation is a consideration in the office management of 
alcohol use disorders and alcohol withdrawal. 

—Shima Shakory
Toronto, Ont
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Response

I thank Ms Shakory for a concise and evidence-based 
review of the role of thiamine in the management of 

alcohol use disorders in response to the “Office man-
agement of alcohol withdrawal” document.1 While thia-
mine is routinely administered in acute care settings, 
Ms Shakory correctly points out that thiamine supple-
mentation also has a role in primary care settings. Oral 
supplementation of 100 mg per day is recommended for 
at least 1 month after parenteral supplementation in an 
emergency or inpatient setting.2 While evidence-based 
guidelines are lacking, long-term oral supplementa-
tion (50 to 100 mg) should be considered for 2 high-risk 
groups: those who are chronically malnourished and 
those with chronic liver failure.

—Meldon Kahan MD CCFP FRCPC
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