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access to potentially harmful licit and
illicit drugs.

Raju Hajela, MD, MPH
Major (retired)
President
Canadian Society of Addiction Medicine
Kingston, Ont.
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“Support groups” 
by another name

The excellent overview of the
principles of palliative care in

“Death: A rewarding experience?”
(CMAJ 1997;157[12]:1687-8), by
Drs. Tom A. Hutchinson and John
F. Seely, is much appreciated. I agree
that the attitude of physicians needs
to undergo a major paradigm shift if
we are to deal with some of the
weighty issues surrounding death.

I also have good news for
Hutchinson and Seely. Support
groups for people with chronic ill-
nesses other than alcoholism already
exist: they are called churches.

William D. Gutowski, MD
Chilliwack, BC

[One of the authors responds:]

We agree that churches are an
excellent source of support for

those with chronic illnesses. The
problem is that the specificity of the
beliefs required in various churches
may make it difficult for some people
to join. That is why we alluded to Al-
coholics Anonymous as a model,
since it and similar support groups
(such as Alanon and ACOA [Adult
Children of Alcoholics]) incorporate
spiritual belief in a “higher power”
without any dogma about what the
nature of that higher power might
be — each person chooses his or her

own. We believe that this approach
may be more effective and acceptable
in the secular age in which we live.

Tom A. Hutchinson, MB
Professor
Department of Medicine
McGill University
Montreal, Que.

The risk is in the transfusion,
not the donation

In the article “Plasma-collection
plant has to overcome tainted-

blood fallout in search for donors”
(CMAJ 1998;158[3]:380-1), Michael
OReilly wrote that “the odds of be-
coming infected with HIV following
blood donation are now 1 in 1 mil-
lion” [emphasis added].

The risk to which he refers is the
residual risk of a unit of blood being
positive for HIV if it is donated dur-
ing the period between infection and
detectability of the virus by current
screening assays. This is a potential
risk to the recipient, not the donor, and
is currently estimated at 1 in 913 000
in Canada.1 Blood donors face no risk
of infection through donation.

The perception persists that do-
nating blood may cause HIV infec-
tion, and this perception must be dis-
pelled as we attempt to regain donor
confidence and ensure an adequate
and safe blood supply. Because CMAJ
has published considerable literature
on the blood system in Canada, I be-
lieve it is imperative to clarify this
point and to avoid errors that could
perpetuate myths about the risks of
blood donation.

Graham Sher, MD
Medical Officer
Toronto Centre
Canadian Red Cross Society
Medical Director
Blood Transfusion Service
The Toronto Hospital and

Princess Margaret Hospital
Toronto, Ont.
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[The news and features editor
responds:]

Dr. Sher is correct. We should
have replaced the word “dona-

tion” with “transfusion,” which was
the meaning the author intended.

Patrick Sullivan
News and Features Editor
CMAJ

Letting the public know

Iread with interest the article
“Common bile duct injury during

laparoscopic cholecystectomy in On-
tario: Does ICD-9 coding indicate
true incidence?” (CMAJ 1998;158
[4]:481-5), by Dr. Bryce Taylor, and
the editorial “Administrative data-
bases: Fact or fiction?” (CMAJ
1998;158[4]:489-90), by Dr. W. John
S. Marshall. As a scientist who has
been engaged in health services re-
search for over a decade and who is
engaged to a journalist who has writ-
ten about laparoscopic surgery in the
popular press, I have a unique,
though perhaps not unbiased, per-
spective on the issues these authors
raise about research into quality of
care and the responsibilities of re-
searchers, peer reviewers, editors, the
media and the medical profession.

As both Taylor and Marshall point
out, researchers developed an ap-
proach to measure what they called
“bile duct injuries” that was first used
in 2 peer-reviewed studies1,2 and was
reported in a story published in the
Toronto Star.3 The newspaper story
was consistent with the peer-reviewed
publications in suggesting a poten-
tially serious quality-of-care issue, but
only the newspaper story identified
specific hospitals. That story, but not
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the peer-reviewed publications, gen-
erated a heated public response from
the medical profession.

Taylor undertook his study after
the newspaper story had been pub-
lished. As he acknowledges, his work
was not designed to estimate accu-
rately the number of bile duct injuries
in Ontario but rather to evaluate the
approach used in the earlier studies.1,2

He concluded that there had been
problems with that approach. His
systematic questioning of previous
research is a normal component of
scientific progress and debate. He did
not criticize the researchers who did
the original work, the reviewers and
editors who endorsed it, or the jour-
nalist who responded to the quality-
of-care issue they first identified.

Ultimately, Taylor, Marshall and
the journalist all agreed that public
accountability is important and that
there is a real need to give the public
accurate information on quality of
care. We need to understand that re-
searchers face a learning curve in de-
veloping ways to produce that infor-
mation. Furthermore, we should not
be surprised if journalists and the
public have a keen interest in re-
search on quality of care. Public ac-
countability means just that — letting
the public know. It means naming
names rather than hiding behind
anonymous data, and it means publi-
cizing existing peer-reviewed re-
search rather than waiting, perhaps
forever, until we find the perfect way
to measure quality of care.

Geoffrey M. Anderson, MD, PhD
Associate Professor
Department of Health Administration
Faculty of Medicine
University of Toronto
Toronto, Ont.
Received by email
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[Dr. Taylor responds:]

The popular press undoubtedly
played an important role in fo-

cusing on an apparently important is-
sue of quality of care. As events un-
folded, however, the newspaper story
was misdirected: the fault lay not in
the quality of care by Ontario’s gen-
eral surgeons, but in the coding sys-
tem for documenting complications.
The newspaper article was correct,
therefore, in recognizing a discrep-
ancy that should have been investi-
gated, and the scientific community
(general surgeons, CMAJ and the In-
stitute for Clinical Evaluative Sci-
ences [ICES] included) could learn
from that method of intense inves-
tigative reporting. However, we must
remember that although accountabil-
ity to the patient is of prime impor-
tance, the concern, fear and outright
paranoia that can be generated can, in
the end, be counterproductive. Ironi-
cally, we are now concerned that pa-
tients will present with life-threaten-
ing complications of their gallstone
disease that could have been avoided
if they had not ignored, on the basis
of the newspaper article, their sur-
geons’ advice to undergo elective
cholecystectomy. That reaction is not
surprising, given that phrases such as
“slashed bile ducts” were used repeat-
edly to characterize what turned out
to be, in over 90% of cases, coding
notations of events inconsequential to
patient outcome.

I support the pursuit of truth and
the naming of names; however, if
names are to be named it is all the
more important that the truth be es-
tablished first. The authors of the

original article stated that their find-
ing should be investigated further.1 If
such an investigation had been car-
ried out more quickly by the scien-
tific community, the truth would have
come to light and perhaps the recent
over-reaction avoided. We can only
hope that the scientific community, in
the speed with which it seeks the
truth, and the lay press, in its sense of
responsibility and methodology, will
both do better next time.

On the subject of responsibility, I
must commend Mr. John Hon-
derich, publisher of the Toronto Star.
After completing my independent
review, I was encouraged to submit
an article for publication in CMAJ
because of the potential value of my
conclusions to the scientific com-
munity in general and to medical
records departments in particular
for future assessments of computer-
ized data from the Canadian Insti-
tute for Health Information. While
the article was in peer review, the
Star quite legitimately wanted to
publish my findings to clear the air.
Such a premature account would
have made publication in CMAJ im-
possible. A personal plea to Mr.
Honderich received a sympathetic
and gracious response; he simply
wanted the truth to come out, and
he assured me that the Star would
withhold the story until after
CMAJ’s embargo date. That experi-
ence convinced me that the scien-
tific press and the popular press
have the same objectives after all.

Bryce Taylor, MD
Professor
Department of Surgery
Chairman, Division of General Surgery
University of Toronto
Toronto, Ont.
Received by email
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[Dr. Marshall responds:]

Dr. Anderson correctly con-
cludes that I endorse account-

ability for the provision of care if it
is based on accurate data. My plea
was to avoid careless use or labelling
of unvalidated data, since such prac-
tices bring the use of administrative
databases for accountability into
question. I agree that researchers,
like surgeons, have a learning curve,
but like surgeons they also have an
obligation to minimize the damage
they do during that learning
process. I believe that in this in-
stance the researchers minimized
the damage by not identifying hos-
pital sites when the data they had
were unvalidated. Unfortunately,
the same could not be said of the
press.

W. John S. Marshall, MB, ChB
Associate Dean
Faculty of Health Sciences
Queen’s University
Chief of Staff
Kingston General Hospital
Kingston, Ont.

Rural medicine: real action
needed

Ifound that the paper “Alberta’s
Rural Physician Action Plan

[RPAP]: an integrated approach to
education recruitment and retention”
(CMAJ 1998;158[3]:351-5), by Dr.
Douglas R. Wilson and colleagues,
was one-sided, lacked outcome mea-
sures and might have left readers with
the impression that this program has
been successful. At least 3 problems
were either glossed over or left un-
mentioned.

The article makes a passing refer-
ence to the independent review of
RPAP’s effectiveness1 but fails to
mention the reviewers’ strong criti-
cism of the program mix. Although
rural Canada needs infrastructure to
support training for anesthesia, ce-

sarean section and general surgical
procedures, these areas have not been
emphasized by the training programs.
Even though there is no significant
need for full-time emergency physi-
cians in rural Canada, much of the
training has been in this area. The re-
viewers pointed out that most of the
physicians who received this training
under the plan subsequently left to
work in urban emergency depart-
ments.

The paper also failed to mention
that the plan itself may consider the
measures described inadequate.
Why else would Alberta be going to
Africa to recruit 25 to 40 doctors
this year?2 These doctors are to be
ghettoized in rural Alberta through
restricted licensure — until they can
prove they are competent!

The most damning criticism of
RPAP is that from January 1994 to
January 1998 the number of rural
GP/FPs in Alberta dropped from
442 to 292 (Lynda Buske, Canadian
Medical Association: personal com-
munication, 1998).

Training doctors for rural prac-
tice is an important part of any so-
lution. However, when no attempt
is made to make rural medicine at-
tractive, even the best physicians
with rural training may eventually
set up shop in the city. A truly inte-
grated action plan would also offer
significant retention incentives to
overcome the opportunity costs of
doing necessary but low-volume
work in obstetrics, emergency
medicine or other areas.

Peter Hutten-Czapski, MD
Chief of Staff
Temiskaming Hospital
New Liskeard, Ont.
Received by email
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After reading this article, I find it
difficult to see how such a well-

conceived, integrated approach
could fail to succeed. Still, 7 years af-
ter RPAP was launched, objective
evidence of its success is lacking.

Current events indicate that the
plan is a failure or, at best, inade-
quate. This year it is to receive an
extra $1 million, which will be spent
on the urgent recruitment of 40
physicians from other provinces and
overseas.1 In the 2 years since the
evaluation mentioned in the article,
the number of rural physicians in
the province has declined substan-
tially.2 The decline suggests that Al-
berta is not doing any better than
provinces without “plans” that are
undergoing similar health care re-
structuring.

This article leaves the impression
that RPAP is bringing the problem of
rural physician recruitment under
control, and it is unfortunate that it
appeared in the midst of the AMA’s
negotiations with Alberta Health.
The province’s rural physicians had
hoped that the problems of rural re-
cruitment and retention would be
dealt with adequately during those
negotiations.

David P. O’Neil, MD
Trochu, Alta.
Received by email
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[The authors reply:]

Our paper was intended to de-
scribe the development and

characteristics of RPAP and to pre-
sent some early indicators of success.
One problem in preparing a paper
for publication is the gap between
completion of the manuscript and
publication; many events can occur
during that period. Our opinion that
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