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Letters CMAJ

Fever in our First Nations

In a CMAJ practice article, Bagnall and 
colleagues describe acute rheumatic 
fever in a member of Canada’s 
immigrant population.1 The same article 
correctly identifies Canada’s First 
Nations as a population at risk for this 
disease. Social determinants of health are 
contributory: poverty, inadequate 
housing and systemic neglect. The Sioux 
Lookout Acute Rheumatic Working 
Group recently identified eight cases of 
acute rheumatic fever in First Nations 
youth, including two young children for 
whom the disease was fatal.

We are at a crossroads in how we per-
ceive and respond to the inequities pres-
ent for First Nations communities in 
Canada. Deaths from acute rheumatic fe-
ver are preventable. Inadequate housing 
and overcrowding play a direct role in 
the incidence of acute rheumatic fever, a 
disease unheard of in the rest of Canada.

The social and health care needs of 
First Nations are apparent to the Truth 
and Reconciliation Commission of 
Canada,2 the United Nations,3 the 
Auditor General4 and the Senate.5 We 
suggest it is also of keen interest to 
Canadian physicians and their patients, 
who may be experiencing vast health 
and social inequities first hand.
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Making needles less prickly

We read with great interest the article 
by Curtis and colleagues, in which the 
authors conclude that current evidence 
does not support investing in ultra-
sound or near-infrared imaging for rou-
tine intravenous (IV) catheterization in 
children.1 We contend that such a broad 
conclusion is not warranted based on 
the design of the study.

Ultrasound has a role in placing the 
difficult IV. A recent meta-analysis2 
concluded that in patients with difficult 
peripheral venous access, using a 
direct, real-time, ultrasound-guided 

approach increased success rates of 
peripheral IV insertion when compared 
with the standard approach, but had no 
effect on the time or number of punc-
tures to successful cannulation. In their 
discussion, Curtis and colleagues1 
touch on whether the nurses were 
trained well enough, but then describe 
the training as “comprehensive.”

For ultrasound-guided IV insertion, 
appropriate choice of vein for the tech-
nique being used, probe manipulation, 
and target site and needle visualization 
are all important skills. For freehand 
use of ultrasound-guided IV placement 
in adults, 17 (interquartile range 15–
27.5) attempts are required to develop a 
satisfactory rate of placement when us-
ing adult phantom models.3

Based on the data presented, we can-
not conclude that the nurses were 
trained to a satisfactory standard as 
there was no assessment of success 
rates achieved on phantoms. An alterna-
tive approach is practice of a technique 
on patients that is supervised by recog-
nized experts. This did not occur either.

No description of maintenance of 
skill using the technologies over the 
time of the study was described. It is 
concerning that only 17 nurses per-
formed cannulation seven or more 
times for the study. In effect, over the 
25-month period of the study, they may 
only have used the ancillary devices at 
most on two or three occasions. The 
majority of the 83 nurses used the tech-
nology less frequently than that. We 
doubt that this rate is sufficient to main-
tain a satisfactory skill level.

Based on their study design, we 
believe a more correct conclusion 
would have been: for routine IV place-
ment in a setting where nurses perform 
IV cannulation infrequently, the addi-
tion of near-infrared and ultrasound 
technologies, when implemented with-
out confirmation of skill acquisition and 
no facility for maintenance of skill, does 
not result in higher success rates of IV 
placement. We believe if investment in 
such technology is to be clinically suc-
cessful, it must be accompanied by 
investment in training so that staff are m
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