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that our current success in preventing
heart attacks and strokes comes from
treating on the basis of office blood
pressure readings.

There are now blood pressure test-
ing machines in many drugstores, and
many patients also take their own read-
ings at home with equipment we rec-
ommend. In virtually every case, the
systolic numbers are at least 20 mm Hg
lower than what I find at the office.

I advise patients that the office read-
ings, taken in a more stressful situation
than most ambulatory settings, demand
attention. This may be contrary to cur-
rent teaching that physicians should
base treatment on the lower levels of
blood pressure, but life is a compro-
mise. So we may split the difference,
shaving a few mm Hg from the top
readings. This leaves everybody happy.

David Rapoport, MD
Toronto, Ont.
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Foreign graduates deserve
better

The acute shortage of physicians we
face is due not only to govern-

ment shortsightedness but also to
parochialism within the medical profes-
sion. For instance, specialists with many
years’ experience in another province
and possessing Royal College certifica-
tion are not, as a rule, considered fit to
practise in Ontario. Are Ontarians
more delicate than others or are we
more equal than others?

Forty years ago the Malayan Medical
Association used excuses such as main-
tenance of the standard of care to keep
people out of practice. My medical de-
gree from Taiwan was a useless piece of
paper back in 1959. I was forced to
teach high school at a time when the
physician–population ratio in my own
country was 1 in 10 000. My hometown
and its 30 000 people did not have a sin-
gle practising doctor, yet my wife and I

had no opportunity to return to practice
because of our foreign qualifications —
a plight faced by many foreign medical
graduates in Ontario today.

The concern that foreign-trained
physicians are inferior is prevalent. To
limit foreign medical graduates to a mi-
nuscule number of training positions is
in itself a form of institutionalized dis-
crimination.

I would like to present a cohort’s ex-
perience to illustrate a point. Seventy-
two students entered the premed class
at the National Taiwan University in
1952, and eventually 26 of them com-
pleted postgraduate training in North
America. One graduate became profes-
sor and chief of the Department of Mi-
crobiology at Uniformed Services Uni-
versity of Health Sciences in
Washington, DC, while another is the
chair of cardiovascular surgery at
McGill University. Two others became
professors at George Washington Uni-
versity in Washington, and another is a
professor at the University of Missouri.
Only 6 of us ended up doing general
practice in North America — everyone
else is a board-certified specialist.

If we had arrived in Canada today,
we would be consigned to a life of
servitude washing bottles and dissecting
rats in laboratories. I think the experi-
ence of this cohort is proof that foreign
medical graduates deserve a fair chance
to serve the public. 

Ah Yin Eng, MB, DPH
Pembroke, Ont.

Ticklish distinctions

The CMAJ case report of concur-
rent babseiosis and Lyme disease

in Ontario by Claudia C. dos Santos
and Kevin C. Kain1 contains some in-
correct information.

First, the authors state that “205
cases of Lyme disease were reported in
this country between 1984 and 1994.”
In fact, the “205 cases” were in On-
tario, not all of Canada.2

Second, they state that Ixodes scapu-

laris and I. pacificus ticks “have been
identified in about 250 locations in
Canada.” The “250 locations” refer to
the distribution of the blacklegged tick,
I. scapularis, not I. pacificus. In the origi-
nal reference2, there is no mention of
the western blacklegged tick, I. pacificus.
This tick has only been documented in
British Columbia.

Third, Long Point peninsula is not
in Point Pelee National Park. These 2
locations are approximately 200 km
apart — a 3-hour car drive.

Finally, the common name of I. scapu-
laris is blacklegged tick, not deer tick.3

John D. Scott, BSc(Agr)
President
Lyme Disease Association of Ontario
Fergus, Ont.
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[The authors respond:]

We thank John Scott for identify-
ing a typographical error in this

report: the sentence that mentions
Long Point peninsula should have read
“… Long Point peninsula and [not in]
Point Pelee National Park.”

We did not claim that there were ex-
actly, or only, 250 locations where ei-
ther I. scapularis or I. pacificus has been
found, nor is this relevant. The point is
simply that although ticks capable of
transmitting Borrelia burgdorferi or
Babesia spp. or both have been found in
a number of locations in the country,
they are only established in a few.

Scott is incorrect that blacklegged
tick is the only commonly used name
for I. scapularis. The term deer tick re-
mains in common use in the medical
literature and lay press (in fact, the
Centers for Disease Control refer to
them as deer ticks in their public infor-



mation handouts on Lyme disease).
More importantly, Scott’s comments

in no way change the conclusion or im-
plications of this case. In fact, since this
case was submitted for publication, we
have identified and treated 3 more cases
of babesiosis in residents of Ontario.

Claudia C. dos Santos, MD
Kevin C. Kain, MD
Toronto Hospital and University of 
Toronto

Toronto, Ont.

Controversial cancer care

Ihave to hand it to Bill O’Neill, a real
entrepreneur (or good samaritan?),

for finding a hiatus in the delivery of
health care and taking advantage of it.1

Some time ago, he managed to con-
vince a reporter of the Ottawa Citizen to
report extensively on his activities, but
that he was able to induce Barbara Sib-
bald, an editor of CMAJ, to write a 3-
page commercial about the so-called
Canadian Cancer Research Group is
highly disturbing. Interviews with on-
cologists as quoted by Sibbald would
lead the reader to believe that O’Neill’s
activities are accepted by at least some
physicians.

I express shame and indignation that
my own medical journal is willing to
sacrifice space to publish such an insult
to our beloved profession.

George Tolnai, MD
Ottawa, Ont.
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[The editor-in-chief responds:]

We believe the report was bal-
anced. Interviews with Robert

Buckman, an oncologist, Mike McBur-
ney, a research scientist with the Ot-
tawa Regional Cancer Centre, and
Robert Phillips of the National Cancer
Institute of Canada provide testimony

that counters the claims made by
O’Neill. Some of our patients with can-
cer do visit this and similar clinics.
Knowing more about what these clinics
are doing — and think they are doing —
should help physicians manage the clini-
cal care of their patients with cancer.

John Hoey, MD

Keeping clinics open

In their commendable efforts to keep
the x-ray clinic in Richmond, On-

tario, open,1 Drs. Lucy and Rod Rabb
have come up against the hard reality
facing most community-based radiolo-
gists in the province. The Ontario
Health Insurance Plan’s facility fees,
which are meant to cover the operating
costs of a radiology clinic, are insuffi-
cient for this purpose unless the clinic is
operating at full capacity. As are the
Rabbs, many radiologists in Ontario
have been subsidizing these costs from
their professional fees for years.2 This
situation has led to the closure of many
small x-ray offices across Ontario and
the concentration of operations in
larger referral centres where economies
of scale can be found.

Ian Hammond, MD
Department of Radiology
Ottawa Hospital
Ottawa, Ont.
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Drug information handouts

Arecent CMAJ editor’s preface1 dis-
cussed drug reactions and interac-

tions and outlined the need for infor-
mation to be given to the patient. You
specifically commented on the impor-
tance of the information given to pa-
tients by their pharmacist.

Throughout the years I have been
grateful to pharmacists who keep my
patients (and me) out of trouble by
double-checking drug doses and in-
structing the patient about important
drug interactions. However, in recent
years there has been an increasing ten-
dency for drugstores to hand out
printed sheets that cover every possible
side effect of a drug. This scares many
patients and frequently leads to non-
compliance, anxiety and confusion.

As a dermatologist, I have found the
information on these printed sheets to
be a problem for patients suffering
from acute or recent-onset dermatitis. I
have instructed the patients to use the
strong steroid frequently and consis-
tently, but the instruction sheet has
warned them of side effects and told
them to use it sparingly. This advice is
incorrect, because in some cases it is
necessary to use potent doses to achieve
a therapeutic effect. Side effects can de-
velop from long-term use of topical
steroids but they are not, practically
speaking, a problem over the short
term when the drugs are used under
close supervision. My prescription pads
now state the following at the bottom:
“No instruction sheets for topicals or
Kenalog please.” I prefer to fully in-
form patients in the office about the
medication they are prescribed.

Information about drugs is impor-
tant to patients but I believe that the
printed drug handout sheets lack per-
spective and are presently doing more
harm to patients than good.

Robert N. Richards, MD
Toronto, Ont.
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Toying with titles

Your article “Vinyl toys, medical de-
vices get clean bill of health” notes

that the American Council of Science
and Health (ACSH) offers reassurance
about the safety of phthalates in these
items.1 The article identifies the leader
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