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Physician, know thy limits

Ienjoyed the first article by Donald Re-
delmeier and colleagues on problems

for clinical judgement.1 I was particularly
interested to note that overconfidence
ranks high as a source of clinical errors (3
of the 9 causes of fallibility relate to over-
confidence, if one considers unquestion-
ing self-approval and unawareness of lim-
its of judgement as aspects of
overconfidence). I suspect that a key rea-
son for this lies not in physicians’ lack of
knowledge of cognitive psychology but in
the fact that hubris is actively encouraged
and rewarded during medical training.

As someone who went to medical
school after several other careers, I was
often appalled by the way arrogance and
overconfidence were encouraged during
medical training. Indeed, during clinical
training I was frequently criticized for
expressing uncertainty and humility to
patients or teachers. It struck me as
ironic that awareness of the limits of
one’s knowledge or data is encouraged
in graduate school (I have a PhD in bi-
ology), where the degree of uncertainty
is far less than in clinical practice. Per-
haps the level of certainty in profes-
sional discourse is inversely propor-
tional to a profession’s scientific rigour?

Will Rogers is reputed to have said,
“The problem is not what you don’t
know but what you know that ain’t so.”
I believe that medical educators should
take this to heart and reform their ap-
proach accordingly.

Rachelle Sender
Family physician
Hamilton, Ont.
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In their introductory article on prob-
lems for clinical judgement, Donald

Redelmeier and colleagues stated that
“examples of clinical judgement range
from the monumental (such as whether
to discontinue life-support for a patient

on dialysis) to the banal (such as
whether to discontinue a telephone call
when on hold with nephrology).”1 The
authors’ example of a situation requiring
monumental clinical judgement is un-
clear. If a patient is competent, he or
she should make the decision to stop
treatment. If the patient is not compe-
tent, then family members should de-
cide. Physicians may, of course, need to
determine if life-support is in fact only
prolonging the dying process. I suspect
it is this decision that the authors felt re-
quires monumental clinical judgement.

Stephen Workman
Assistant Professor
Division of General Internal Medicine
Dalhousie University
Halifax, NS
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Do women treated for breast
cancer at teaching hospitals
really fare better?

Breast cancer is a disease that is no-
toriously heterogeneous. Virtually

every week a new factor is identified to
help predict which patients will have a
superior chance of survival. Ruhee
Chaudhry and colleagues provide an-
other: whether the surgery is per-
formed at a teaching or nonteaching
institution.1 Although this is an inter-
esting factor to consider, their study is
potentially damaging to community
hospitals, particularly when the major-
ity of breast cancer surgeries in Ontario
are performed in nonteaching hospitals.

Tumour grading was not done in al-
most half of the cases in the community
hospitals, whereas estrogen receptor sta-
tus was not known in 21% of the teach-
ing hospital cases. These differences in
tumour characteristics, along with differ-
ences in Her-2/neu oncogene status,
would likely account for the differences in

survival outcomes. The factors the au-
thors suggested to try to explain the dif-
ferences, including the use of multidisci-
plinary teams, closer follow-up and
improved supportive care, are important
in management, but they have never been
shown to make any difference to survival.

Robert E. Myers
Medical oncologist
Credit Valley Hospital
Mississauga, Ont. 
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Ruhee Chaudhry and colleagues sug-
gest that treatment at teaching hos-

pitals rather than community hospitals
may be advantageous for women with
small breast tumours.1 I suggest that the
reason women treated at teaching cen-
tres live longer than those treated at
community hospitals has more to do
with differences in the patient popula-
tions than with differences in the quality
of treatment at the 2 types of hospitals. 

T.J. Muckle
General pathologist
Vineland, Ont.
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In many jurisdictions there is increas-
ing pressure on oncology services to

specialize. Ruhee Chaudhry and col-
leagues provide evidence that survival
following breast cancer treatments is bet-
ter when care is provided at teaching
hospitals rather than at community hos-
pitals.1 This is not supported by Golledge
and colleagues, who found that special-
ization of breast cancer treatments, not
the teaching status of the treating institu-
tion, affected outcomes.2 From 1990 to
1992, care of breast cancer patients in a
community hospital in England was
managed by all 5 local surgeons. From
1993 onward, care of breast cancer pa-
tients was concentrated in the hands of 2
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of those surgeons. Disease-free survival
improved and the local recurrence rate
decreased following specialization of ser-
vices. The results were attributed to an
increase in axillary dissection and more
frequent use of tamoxifen and
chemotherapy. Gillis and Hole reported
similar post-specialization results in the
west of Scotland.3 Although the teaching
status of the treating hospitals was not re-
ported in this study, it is likely that spe-
cialization occurred in both teaching and
nonteaching hospitals, given the demo-
graphics of this region. 

The teaching status of the initial
treating hospital is unlikely to serve as a
useful proxy for surgical specialization
and use of adjuvant therapies. Breast
cancer management is a multidiscipli-
nary process; whether the initial
surgery is done in Ottawa or Owen
Sound is probably not relevant.

Philip Barron
Surgeon
Ottawa Hospital — Civic Campus
Ottawa, Ont.
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The Jan. 23, 2001, issue of CMAJ
made a real attempt to bring to-

gether several articles on breast cancer,
a topic of considerable importance.
However, I found the paper by Ruhee
Chaudhry and colleagues to be seri-
ously flawed.1

In this retrospective study, the
women seen in community hospitals
were markedly different from those
seen in teaching hospitals. This could
result in lead-time bias in favour of
teaching hospital patients. There is in-
deed some evidence of this in the paper,
as the tumours of women presenting to
teaching hospitals tended to be smaller
and less malignant tumours (ductal car-
cinoma in situ) than those of women
presenting to community hospitals.

Thus, they would have had better out-
comes irrespective of location. 

In addition, the authors failed to de-
scribe the manner in which breast can-
cer was detected. There is a better out-
come for breast cancer detected
through screening mammography than
for breast cancer detected clinically. 

Lastly, we don’t know the propor-
tions of women who had auxillary node
dissections in each group. This proce-
dure is used less often in community
hospitals than in teaching hospitals, and
thus there may be a greater potential
for misclassification of the stage of dis-
ease in the community setting. Do the
authors have any information on this
important variable? 

Peter Willard
General surgeon
Welland County General Hospital 
Welland, Ont.
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Iam concerned by the conclusion
reached by Ruhee Chaudhry and col-

leagues that patients who underwent
surgery for breast cancer tumours
smaller than 20 mm in diameter experi-
enced better survival if they were initially
seen in teaching hospitals rather than
community hospitals.1 I could not help
but detect a degree of bias in this study
against physicians in nonteaching hospi-
tals. Statements such as “teaching status
may affect patient outcomes directly be-
cause of better knowledge and skills” im-
ply that surgeons in teaching hospitals
are superior to those in community hos-
pitals; this has no foundation in fact.

I agree with the authors that differ-
ences in patient outcomes between the 2
types of hospital need to be analyzed. If
there is a factor that differentiates pa-
tient survival in the nonteaching versus
teaching centres, it needs to be detected
and addressed. If differences in outcome
are “artifact[s] of misclassification,” this
study needs to be expanded to confirm
or refute this point. In the meantime,
however, let us not fall into the trap of
publishing articles such as this that are

biased and will have a limited role in
improving health care for Canadians. 

Robert J. Fingerote 
Gastroenterologist
Queensway-Carleton Hospital
Ottawa, Ont.
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Oncology is a difficult enough spe-
cialty to practise at the best of

times; it has now become even more
challenging as a result of the article by
Ruhee Chaudhry and colleagues.1 I
can’t believe this type of research was
published, let alone placed as the lead
article in CMAJ.

The teaching centre cases tended to
have more favourable characteristics
(smaller tumours, more favourable tu-
mour grades and greater proportions of
estrogen-receptor-positive tumours)
than the community hospital cases. It
should be noted that in fact more
women were treated with adjuvant sys-
temic therapy in the community hospi-
tals than in the teaching hospitals (38%
v. 30%). It is distressing that the authors
draw conclusions with such far-reaching
clinical implications from this study.

Brian P. Higgins
Oncologist
Credit Valley Hospital
Mississauga, Ont.
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[The authors respond:]

The purpose of our study was to de-
scribe the relationship between set-

tings for initial treatment and outcomes
from breast cancer on the basis of avail-
able data.1 In our paper we acknowl-
edged the limitations of these data. Nev-
ertheless, we believe that it is important
to publish such results to promote dis-
cussion. Improvement and accountabil-
ity in our health care system are contin-
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