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Letters

[The authors respond:]

Since we believe in the redemp-
tion of ignorance and the for-

giveness of sinners, we feel com-
pelled to reply to Mr. Ellis’s diatribe.
Neither of us has ever received a
penny from the tobacco industry. In-
deed, one of us (W.K.M.) has been at
the receiving end of abusive and vitu-
perative letters from the United
Mine Workers of America, the To-
bacco Institute and sundry other
anonymous sources following publi-
cation of a paper in JAMA. That ar-
ticle showed that the chief cause of
respiratory disability in US coal min-
ers was cigarette smoking.1

Ellis’s self-righteousness ill be-
comes him. The US legal profession
does not have a reputation for gen-
erosity or for providing free legal
advice. True, it has a contingency
fee arrangement that has been 
described this way: “If I lose, my
lawyer gets nothing; if I win, I get
nothing.”

In any case, it should have been
evident from our letter that we de-
spise the tobacco industry. The last
paragraph of the letter began with
the following statement: “We loathe
and detest tobacco companies for
their evasion, lies and attempts to
trick adolescents and others into tak-
ing up smoking.” Hardly an attempt
to curry favour with the tobacco in-
dustry!

Finally, we both read the medical
literature. Because of our background
and training, we may be in a better
position than Ellis to judge its validity.

Dildar Ahmad, MD
W. Keith Morgan, MD
Chest Diseases Unit
London Health Sciences Centre
London, Ont.
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Finding the right words

For those of us who have experi-
enced the scene described by

Catharine Dewar,1 her poem paints a
picture that is accurate, sympathetic,
tender and, in the final lines, so hum-
ble and true. For what, indeed, are
the right words, the best words, the
kindest words to say to the survivor
when someone dies? After 50 years in
medical practice, I have not found the
answer either.

Gordon Murray, MD
Truro, NS
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Two solitudes

The editorials on the nature of evi-
dence in medicine1–3 present

timely comment on the divergent views
being urged upon harassed practition-
ers of medicine, those who treat the
Mrs. Joneses of this world. I have been
privileged to spend the nearly 40 years
since I completed my undergraduate
medical degree in various academic 
environments, where opportunities for
“keeping up” have been optimal. 
My sympathy for those working in
clinical practice has only increased.

As the clamour surrounding evi-
dence-based medicine has grown, in-
timate knowledge of human biology
has exploded. But increasingly these
have become two solitudes. Evi-
dence-based medicine provides more
clinical trials that might illuminate
decision-making for Mrs. Jones,
while basic biology tells us more that
is of unknown clinical relevance
about Mrs. Jones herself.

While I read with interest Richard
Horton’s description of Toulmin’s
work, I found the presentation unsatis-
factory. First, there was no mention of
Rev. Bayes, whose theorem formaliz-
ing decision-making in terms of prior

and posterior probabilities contributes
powerfully to clinical decision-making.
Second, Horton gives us the example
of “a 56-year-old man with retroster-
nal pain,” but there is no such patient.
There is only Mr. Jones, age 56 years,
a medical history with details relevant
to the presenting retrosternal pain,
and a functional inquiry to illuminate
the patient’s present health. Within 10
minutes, a canny physician subcon-
sciously using combinations of Bayes’
and Toulmin’s logic, along with other
heuristics, will have myocardial infarc-
tion in mind, and on that will base im-
mediate management and further test-
ing. Horton does not do justice to the
studies of clinical decision-making al-
ready available.

My second comment concerns
medical education. Academic medi-
cine has accepted evidence-based
medicine into clinical teaching at the
undergraduate level but has failed to
help current graduates to incorporate
the concepts of basic biology into
clinical problem-solving. The Gen-
eral Professional Education of the
Physician report4 urged a reduction
in the amount of detailed fact taught
in basic science classes and urged in-
stead that students be taught “broad
concepts.” There has certainly been a
reduction in the time devoted to the
basic sciences, and it seems likely that
less detail is being taught. But I know
of little evidence that broad concepts
have been identified, let alone that
they are being taught. Further, I
know of no evidence to indicate that
students in undergraduate medical
programs are learning their basic sci-
ence so that they will be better able to
make decisions regarding Mrs. Jones.

The medical practitioner is awash
in a sea of information and desper-
ately needs help. The evidence-based
medicine movement has made an im-
portant contribution to clinical deci-
sion-making but alone it is incom-
plete. Academic medicine must work
much harder to unite the two soli-
tudes. Clinical decision-making is at



least as difficult as calculus, but it
must be learned rigorously from the
moment of entry into medical school;
neither basic science nor the data
from clinical trials should be pre-
sented in isolation from clinical prob-
lems nor separately from a rigorous
decision-making process.

George D. Sweeney, MD
Faculty of Health Sciences
McMaster University
Hamilton, Ont.
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[Frank Davidoff replies:]

Dr. Sweeney has put his finger on
an important “missing link” in

the great chain of medical evidence:
the lack of adequate teaching. For al-
though a few controlled studies1 have
demonstrated the effectiveness of
teaching rigorous approaches to clini-
cal reasoning (including Bayesian
analysis), the science of clinical deci-
sion-making still receives far less
recognition in medical school and
postgraduate curricula than it de-
serves. Unfortunately, enthusiasm for
such teaching is dampened by the dif-
ficulty of applying our current formal
decision analytic techniques at the
bedside (an experienced consulting
service at Tufts-New England Med-
ical Center in Boston found that
most full decision analyses of individ-
ual clinical decisions required about 2
weeks of effort by a clinical fellow
[personal observation]). It may be
more realistic to think of decision sci-
ence as an imaging technique for vi-
sualizing medical reasoning2 and em-
ploy it as we do other basic sciences

such as anatomy, rather than as a clin-
ical science such as surgery.

Our lack of understanding of the
role that basic biological knowledge
actually plays, and the role it should
play, in clinical work is little short of
scandalous. The small number of
studies that have examined this ques-
tion empirically have concluded that
the use of basic biological knowledge
by experienced clinicians is minimal
and indirect.3 Sweeney is therefore
quite justified, I believe, in question-
ing whether basic science, at least as
we now teach it, is a necessary part of
medical education.3

Frank Davidoff, MD
Editor
Annals of Internal Medicine
Philadelphia, Pa.
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Med students as emotional
chameleons

Everybody knows about the long
hours, late nights and gruelling

obstacles that medical students en-
dure, but few outside the profession
are aware of the emotional challenges
that accompany the medical school
experience.

A few months after completing a
seminar aimed at teaching the impor-
tance of empathy, listening skills and
understanding a patient’s social con-
text, I watched a pathologist dissect a
person who had recently died. After
feeling this patient’s warm heart in
my hands and thinking about what
his life might have been like, I asked,

“Did he have a family?” The re-
sponse consisted of a furled brow and
a mocking glance. Several months
later, during a family medicine rota-
tion, I was criticized for not showing
enough sympathy toward a teenage
girl who had recently begun taking
oral contraceptives and was com-
plaining about weight gain.

These early experiences marked
the beginning of my confusion about
which patients, in which specialties, I
was expected to care about. During
my general surgery rotation, I was
told to spend less than 10 minutes as-
sessing an alcoholic street person
who had been stabbed by a prostitute.
A month later, in psychiatry, I was ex-
pected to explore the psychodrama,
including childhood abuse, sexual
fantasies and feelings of anger and
abandonment, of a depressed middle-
aged man, in no less than 60 minutes.

I became increasingly unsure of
when I could express my true com-
passion, when I would have to manu-
facture concern, when I was expected
to offer psychological support and
when I would be ridiculed for being
too caring. But the exhaustion, the
daily (and nightly) tasks of each rota-
tion and the need to plan for my fu-
ture prevented me from addressing
these issues during medical school.
Only in retrospect do I realize how I,
like so many eager medical students
under constant surveillance, had
shuffled through medical school from
one rotation to the next, feeling like
an emotional chameleon.

Experiencing a variety of rotations
is a fascinating part of medical
school. But each specialty has distinct
and unspoken expectations regarding
the extent to which its practitioners
should engage in patients’ emotional
lives, and trying to modify one’s very
human responses to match a spe-
cialty’s subtle customs can be an odd
and stressful experience. I entered a
residency program in psychiatry be-
cause I enjoy dealing with patients’
psychosocial issues. I hope that open
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