
cians were somewhere in between. In
related studies, psychiatrists were found
to be significantly more feminist than
their other medical colleagues.4 , 5

It is important to address this ideo-
logical gap in the training of health care
professionals. Many of my patients
teach me that I still have far to go in
breaking free from patriarchy. For
other patients, collaboration in care is
an unfamiliar concept, and I must edu-
cate them that such collaboration will
produce better outcomes.

Christel A. Woodward’s editorial6 i n
the same issue suggests that the changes
in medical students’ attitudes reflect the
changes we see in society itself. The
challenge for physicians is to deal with a
diversity of attitudes and beliefs among
our patients and our colleagues as we
work with them to ensure a relationship
that promotes the greatest health gains.

S.H. McNevin, MD
Kingston, Ont.
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[One of the authors responds:]

Dr. McNevin addresses the ques-
tion of whether physicians hold

more stereotypical views of the role of
women than do other health care pro-
fessionals, or the public. I share his in-
terest in the question, and his belief
that medical education must address di-
versity and minimize patriarchy. Our
s t u d y1 did not, however, attempt to an-
swer this question. Instead, we exam-
ined the association between medical
education and changes in stereotypical
thinking, willingness to control deci-
sion-making of female patients and
conceptualization of women as other or

abnormal because they were women.
We did not compare beliefs with those
of any external group, nor did we at-
tempt to state absolutely whether stu-
dents were, for example, feminist or pa-
triarchal. Only relative changes among
the students themselves, over time,
were described.

Portions of the sex role ideology
scale were extracted and used in our
questionnaire, as were questions from
several other validated and nonvali-
dated survey instruments (these are
cited in our article, as is Kalin and
Tilby’s scale). As researchers, a major
challenge we faced was finding a survey
that would address all aspects of our
study and elicit truthful rather than so-
cially desirable responses. Pilot testing
was invaluable in helping us to create
the questionnaire we ultimately used.

McNevin’s willingness to learn from
and work with patients, rather than
control them, exemplifies attitudes I
believe are positively transforming the
pedagogy and practice of medicine.

Susan P. Phillips, MD
Department of Family Medicine
Queen’s University
Kingston, Ont.
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Educating med students
about alternative thera p i e s

Iread with interest the recent Re-
search Letter on complementary and

alternative medicine (CAM) in Cana-
dian medical schools.1 History taking is
fundamental in undergraduate and
postgraduate teaching, but students
should also be taught to ask patients
about their use of CAM.2 Only 39.8%
and 38.7% of alternative therapies be-
ing used by patients were being dis-
closed to physicians according to sur-
veys conducted in 19903 and 1997.4

Despite some claims that CAM
preparations are harmless, these prod-
ucts have been documented to cause al-
l e r g i c5 , 6 and other adverse drug reactions

C o r r e s p o n d a n c e
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and interactions.7 Asking patients about
their use of these products is of para-
mount importance in determining ac-
tual or potential drug allergies or other
reactions. I wonder if the 16 Canadian
medical schools have specific instruction
on this type of history taking.

The evidence-based approach to
CAM education is not mentioned in your
Research Letter. In a recent survey at a
Canadian medical school, 65% of first-
year students wanted a course in CAM.
The authors recommended that evi-
dence-based but nonjudgmental educa-
tion on CAM be a required component
of undergraduate medical education.8

H.C. George Wong, MD
Division of Allergy and Immunology
Department of Medicine
University of British Columbia
Vancouver, BC
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Blood money

Iwas astonished to read that the
Canadian Blood Service will spend

$20 million annually for genome ampli-
fication testing to allow the detection of
an additional 5–7 cases of hepatitis C
among blood donors each year and an

additional case of HIV infection every
2–3 years.1 The costs seem high when
considered against the gains; this is ex-
actly what cost-effectiveness analyses
are about. It is not at all clear whether
the long-term impact of their strategy
was assessed. The government, through
the Canadian Blood Service, may have
unwittingly established a benchmark, in
a Canadian context, for what consti-
tutes a medically cost-effective inter-
vention. After all, they seem willing to
spend $2.9–4.0 million per p o t e n t i a l c a s e
of hepatitis C and $40–60 million per
p o t e n t i a l case of HIV infection identi-
fied. These are orders of magnitude
higher than previously published rec-
o m m e n d a t i o n s .2

The money spent by the Canadian
Blood Service does not seem to be tech-
nically, productively or allocatively effi-
c i e n t .3 It is not so much that $20 million
is being spent annually for so little gain,
it is the lost opportunity of not being
able to fund other, perhaps more worth-
while, initiatives given the competing
claims for limited funding. How many
lives might be saved if $20 million were

applied annually to the waiting list for
coronary artery bypass surgery?

Perhaps it is time to establish an
agency to appraise medical technologies
(drugs and devices) for consideration of
additional funding to hospitals.4 At pre-
sent, the cost of most new advances
must somehow materialize from within
the global, and shrinking, budget of in-
dividual hospitals. This may explain
some aspects of variations in practice
patterns through implicit rationing, and
the government is able to avoid both
costs and blame. It is high time for evi-
dence-based budgeting, at both the
macro and micro levels.

David Massel, MD
London, Ont.
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CMAJ index
L’index du JAMC

The index for volume 160 (January–June 1999) of C M A J will be mailed with
an upcoming issue to paid subscribers and to CMA members who have re-
quested it from the CMA Member Service Centre. Others may order single
copies for $15 (within Canada; add 7% GST/15% HST as applicable) or
US$15 (outside Canada).

Les abonnés en règle et les membres qui en ont fait la demande auprès du Centre
des services aux membres recevront l’index du volume 160 (janvier à juin 1999)
du J A M C en même temps qu’un prochain numéro. Pour les personnes in-
téressées à commander l’index, il en coûte 15 $ (au Canada; ajouter la TPS de
7 % ou la TVH de 15 %, selon le cas) ou 15 $US (à l’extérieur du Canada).

To request the index, contact:
Pour commander l’index, veuillez communiquer avec le

CMA Member Service Centre / 
Centre des services aux membres de l’AMC
1867, prom. Alta Vista Dr.
Ottawa ON  K1G 3Y6
tel/tél. 800 663-7336 
or/ou 613 731-8610 x2307
fax 613 236-8864
c m a m s c @ c m a . c a




