
Parler de compétence éthique,
dans le cadre de la relation médecin–
patient, c’est s’inscrire dans un hori-
zon particulier, vécu au quotidien :
celui de la décision. La décision, en
matière de santé, eu égard à l’al-
liance thérapeutique, revêt un carac-
tère spécifique : son aspect dialogal.
L’univers éthique qui se crée est
celui du dilemme d’action au coeur
même de la souffrance et de l’appel à
l’aide du patient.

Décider d’un choix thérapeutique
n’est pas toujours facile. Le patient
malade est souvent souffrant. Ses ha-
biletés communicationnelles sont res-
treintes. Le médecin est limité dans
ses interventions par des contraintes
économiques, professionnelles, insti-
tutionnelles et légales. Toutes ces en-
traves à un dialogue humain, pour
être dépassées (subsumées par l’al-
liance thérapeutique), nécessitent de
la part du médecin l’acquisition d’une
compétence éthique.

Cette compétence éthique, elle
peut se forger en partie par une péda-
gogie appliquée. Au coeur même de
notre expérience d’étudiants en
médecine, nous avons l’occasion de
faire face à des dilemmes éthiques
particuliers, dilemmes relatifs à la re-
lation avec nos pairs, avec nos pro-
fesseurs et, dans les stages et les ex-
périences cliniques, avec des patients.
Ces dilemmes exigent que nous nous
ouvrions à l’appel d’aide, à l’écoute de
la souffrance de l’autre, à son accepta-
tion. Le dialogue s’institue souvent
dans un cadre limité (stress, horaires
de cours, hiérarchie institutionnelle
et manque de savoir médical).

Le développement d’une compé-
tence éthique pourrait bénéficier aux
étudiants en médecine. Une ap-
proche intégrée de l’éthique médicale
qui s’articulerait d’abord en une ap-
proche expérientielle et dialogique
pourrait permettre de développer
l’insight, la réflexion critique et les ha-
biletés communicationnelles. Une
approche en éthique médicale théo-
rique permettrait de mettre en per-

spective les nombreux problèmes
éthiques liés aux technosciences. Une
telle intégration permettrait aux étu-
diants d’acquérir une formation dy-
namique tant au niveau professionnel1

qu’au niveau éthique2.
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Responding to diversity

In the editorial “Medical curricula
for the next millennium: respond-

ing to diversity” (Can Med Assoc J
1997;156:1295-6), by Dr. Christiane
Kuntz, the most important question
is: “What could be more central than
dealing competently with the needs
of over 50% of the population?” This
statement recognizes, more than any,
the under-representation and exclu-
sion of women from medical research
and in medical teaching.

Once the topic of women’s health
has been accepted as core material
and undergraduate and postgraduate
curricula, I think it is important that
we return to the initial paragraph of
this editorial. Within it Kuntz men-
tions that physicians are expected to
provide competent care to patients of
either sex and of any sexual orienta-
tion, as well as people with disabili-
ties, members of minorities and those
who are economically disadvantaged.
To sensitize future practitioners to
the needs of all patients, it behooves
us to compare the balance between
the types of problems within the gen-

eral population and our present spec-
trum of medical teaching. To respond
to diversity, we may need an epidemi-
ologic study that compares the needs
of the general population with the ex-
isting medical school curriculum. I
have a bias in this regard, as most of
my practice involves the treatment of
disabled patients, who often describe
a general health care system unaware
of their needs.
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Choosing the rural route

Congratulations on the article
“Medical recruitment in rural

Canada: Marathon breaks the cycle”
(Can Med Assoc J 1997;156:1593-6),
by Michael OReilly. Dr. George
Macey, Iris Sullivan and Dr. Gordon
Hollway also deserve congratula-
tions for their persistent work on be-
half of Marathon’s medical services.

Recruitment of physicians to rural
and isolated communities has been a
long-term problem and has become
an even greater struggle because of
provincial policies that limit billing
numbers, licensing policies that re-
strict international medical graduates,
rigid training programs and the lack
of re-entry opportunities to allow
practising physicians to seek addi-
tional training. If provincial gov-
ernments and provincial medical as-
sociations are really serious about
addressing the issues of physician
supply in remote and rural communi-
ties, they will quickly recognize the
value of the system that the folks in
Marathon and their enthusiastic
physicians have put together. Sup-
portive colleagues, a reasonable in-
come, appropriate time for holiday
and study, and a call schedule of
something less than 1 in 4 provide a
good foundation for developing med-
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ical services for rural and isolated
communities.

There is more to the formula for
developing a good retention pro-
gram, but Marathon has the basics
right. Let’s make sure they get the
support to keep it that way.

Peter Newbery, MDiv, MD
Director
United Church Health Services
Hazelton, BC

We were certainly proud to have
been featured on the cover of

the June 1 issue of CMAJ and to pro-
vide evidence that all is not doom and
gloom when it comes to rural recruit-
ment. OReilly’s article did a good job
of outlining the recent events in
Marathon. We feel, however, that
one aspect that did not receive the at-
tention it deserved was the central
role of our group’s philosophy toward
recruitment and retention.

Early in the recruitment phase,
our group met to devise a philosophy
that was instrumental in cementing
the recruitment. It incorporated
group practice, consensus-based deci-
sion-making, emphasis on quality of
patient care and lifestyle, use of alter-
native health care providers, a com-
mitment to continuing education,
and sustainability. We realized that
sustainability might not always mean
that our group consisted of the same
faces, but would mean that it would
continue to share the same philoso-
phy. Ironically, we included the con-
cept of ease of exit as a means to sus-
tainability. Our reasoning was that, in
a group that allowed physicians to
leave to pursue other life goals, those
physicians would be likely to assist in
recruiting their replacements.

We are not satisfied with our cur-
rent arrangement. We still hope to ne-
gotiate a fair means to free ourselves
from fee-for-service payment (we have
not already negotiated an alternative
payment plan, as the article implied).
We are recruiting an additional 1 or 2

family physicians because our waiting
lists are still too long and our work-
loads still threaten our commitment to
a fulfilling northern lifestyle.

Incidentally, Dr. Rupa Patel is a
graduate of the Queen’s Rural Fam-
ily Medicine Program and not the
Northwestern Ontario Medical Pro-
gram, as stated in the article.

We feel that herculean recruiting
efforts and serendipity in finding the
right individuals are insufficient to
address the problems of recruitment
and retention. Only by combining
these with a sustainable group philos-
ophy will rural communities have a
realistic chance of finding a solution.

Gordon Hollway, MD
Ruby Klassen, MD
Steve Klassen, MD
Sarah Newbery, MD
Eliseo Orrantia, MD
Rupa Patel, MD
Mike Sylvester, MD
Marathon, Ont.

Making career choices
easier

Iempathize with the difficulties Dr.
Chris Feindel faces in choosing fu-

ture residents (“Know your residency
applicants well” [letter], Can Med As-
soc J 1997;156:977-8). However, if
students who have not spent elective
time in a program are excluded from
consideration (or “placed at a disad-
vantage,” as Feindel phrased it), qual-
ified candidates will be overlooked.

Students face financial constraints
and limited amounts of elective time.
Because career choices must be made
at an early stage, students must ex-
plore as many avenues as possible. It
is shortsighted and unreasonable to
believe all interested students will
spend elective time with a given pro-
gram. The wise director realizes that
the student with exposure to several
areas will make a better informed
choice. Students will apply to many
programs in several specialty areas —

to believe otherwise is naïve. The
competing programs to which a stu-
dent applies are none of the program
director’s business.

Where does the solution lie? Stu-
dents must not be expected to dis-
close dealings with rival programs.
The interviewer’s sensitivity and
common sense will prevent students
from being placed in awkward posi-
tions that evoke either deceit or
damning silence. To ease pressure on
students, the flexibility to change
programs midstream and a common
postgraduate year 1 must be built
into our present system. This will re-
duce uncertainty and the pressure to
choose a specialty prematurely.

David Omahen, BSc
Class of ’99
University of Ottawa
Ottawa, Ont.

Error corrected, conclusions
the same

In the article “Recent trends in in-
fant mortality rates and propor-

tions of low-birth-weight live births
in Canada” (Can Med Assoc J
1997;157:535-41), Drs. K.S. Joseph
and Michael S. Kramer identify a
possible error in the birth weight data
from Ontario for 1993 and 1994.
The error was traced to improper
keying (data capture) of a small num-
ber of records. For birth weights re-
ported in pounds and ounces, the sec-
ond digit of the ounces was omitted,
e.g., 5 pounds 10 ounces became 5
pounds 1 ounce.

Since we were made aware of this
problem, the data have been rekeyed
to correct the error for 1993 and
1994. As well, 1995 data are now
available. Finally, to validate the vital
statistics data, they were compared
with birth weight data from hospital
discharge abstracts, which are avail-
able up to 1994. The same statistical
tests used by Joseph and Kramer
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