
Debating the patient’s “right
to know”

Iwrite further to the contributions by
Eike-Henner W. Kluge1 and C.

David Naylor2 on whether physicians’
practice profiles should be made avail-
able to the public.

Kluge’s proposal is much like Swiss
cheese — tantalizing but full of holes.
Even if we accept Kluge’s expansion of
the concept of informed consent — and
some recent lower court decisions sug-
gest he is on the right track — there is
no evidence in his article that the infor-
mation he proposes to provide to pa-
tients and (or) health care consumers is
relevant or helpful in selecting a com-
petent physician. Naylor does a good
job of pointing out the practical prob-
lems associated with Kluge’s suggestion
and of proposing how we might find
solutions.

The question that needs to be an-
swered is whether there is any connec-
tion between a physician’s involvement
in a legal action or a disciplinary pro-
ceeding and the competence of that
physician (not to mention the ability to
provide quality care in a compassionate
manner acceptable to patients). Al-
though licensing bodies can begin to
look at this question, there is only one
source that provides the link with legal
actions — the Canadian Medical Pro-
tective Association (CMPA).

The CMPA’s annual reports indi-
cate that it has a database of almost
20 000 legal actions involving Canadian
physicians. Several hundred disciplinary
matters and several thousand matters
regarding licensing body complaints are
also available for analysis. We must be-
gin to learn from this gold mine of bad
outcomes. To date, the efforts of the
CMPA’s own Education and Research
Department, although interesting, have
not begun to address even remotely the
questions raised by Kluge and Naylor.

Any such analysis must be done in a
fashion that meticulously respects confi-
dentiality. It is hard to imagine that con-
ditions could not be put in place that
would overcome the CMPA’s reticence
about allowing outside physicians access

to data. Indeed, it is very hard to imagine
that a research scientist of Naylor’s rep-
utation should not be allowed to exam-
ine the potential relationship between a
physician’s involvement in a legal action
or disciplinary matter or both, and the
competence of that physician through
analysis of the CMPA database.

For the CMPA to allow such a sci-
entific and confidential examination of
the database would be to provide some
of the basic building blocks that will en-
sure the provision of quality care to pa-
tients in Canada. Even as it continues
to provide physicians with legal defence
assistance, the CMPA can also play an
important role in helping to develop a
better understanding of the issues
raised by Kluge and Naylor.

Where is evidence-based medicole-
gal investigation when we really need it?

Robert Robson, MD CM
Independent Health Care Liability and 
Risk Management Consultant

Nepean, Ont.
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[Dr. Kluge responds:]

Ithank Robert Robson for likening
my proposal to Swiss cheese, which

is a classic that has stood the test of
time, the holes notwithstanding. If my
proposal attains similar status, I shall be
well pleased.

Jokes aside, his letter raises 2 inter-
esting and important points: that it is
up to the medical profession and “re-
search scientists” to decide what infor-
mation about physicians is appropriate
or useful for patients to know before
they select a doctor, and that the
CMPA is the appropriate agency to
provide such information.

Regarding the former, it strikes me as
odd that Robson, a risk-management
consultant, should have missed the point
of my ethical analysis and the signifi-
cance of the lesson provided in Reibl v.
Hughes1 and McInerney v. MacDonald.2 In

these cases the courts stated very clearly
that it is not up to the medical profession
to decide what should be revealed and
what may be withheld from a patient.
Arguing the very ethics of informed con-
sent that I sketched in my article, the
court stated that the standard of disclo-
sure should be what the objective, rea-
sonable person in the patient’s position
would want to know. Therefore, both
the ethics and case law make it very clear
that it is not up to the medical profession
(or research scientists) to decide what
should and what should not be revealed.
It also bears emphasizing that these deci-
sions were not “some recent lower court
decisions” but rulings by the Supreme
Court of Canada.

As for the second point, I think the
CMPA would be the last agency one
would turn to for the information Rob-
son mentions. The CMPA’s mandate is
to provide legal assistance to physicians,
so its perspective is litigious and physi-
cian oriented. How would this organiza-
tion address the ethics of patients’ de-
mands for information on physicians?
Further, the CMPA’s mandate is not to
do longitudinal follow-up studies of the
practice patterns of physicians who have
been subjected to legal or disciplinary
action. Consequently, the CMPA data-
base could not possibly yield the infor-
mation that Robson suggests is relevant.
Databases of the licensing authorities
could do this, a fact I did not mention in
my article because of space limitations.

In the end, I believe that the court
findings in Reibl v. Hughes and McIner-
ney v. MacDonald — as well as in Malette
v. Shulman3 — speak for themselves.

Eike-Henner W. Kluge, PhD
University of Victoria
Victoria, BC
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[Dr. Naylor responds:]

Iwill address one issue that, from me-
dia accounts, has galvanized public

interest in seeking more publicity about
college disciplinary proceedings: venue-
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shopping by physicians who have lost
their licences in one province and suc-
cessfully seek licensure elsewhere. I do
not know how often this occurs, but the
solution is tougher and more consistent
self-regulation. This includes coopera-
tion among the colleges to keep sexu-
ally abusive, chronically impaired or in-
competent physicians out of practice in
every province unless there is unequiv-
ocal evidence that it is safe for them to
resume clinical work — with or without
ongoing conditions and supervision.

I understand that the Federation of
Medical Licensing Authorities of
Canada has initiated more systematic
sharing of information on discipline
and assessment proceedings, and it is
also testing a system of unique national
identifiers for all licensed physicians.1

As Robson argues, available research
suggests that successful malpractice suits
are neither specific nor sensitive mea-
sures of clinical competence. Discipli-
nary actions appear more specific but
are hopelessly insensitive to most of the
systematic quality problems in modern
medical care. Although I accordingly
question whether individual patients
will truly benefit from better access to
this information, informed consent is
not the only rationale for Kluge’s pro-
posal. In an essential-service sector
where the state has ceded substantial
self-regulatory privileges to providers,
the balance must inevitably be weighted
in favour of transparency — the public’s
“right to know.” With due attention to
practicalities and potential pitfalls,

Kluge’s proposal merits serious consid-
eration on the latter grounds alone.

C. David Naylor, MD
University of Toronto
Toronto, Ont.
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Fruitful discussions about
drug interactions

Iwas struck by the similarity of a re-
cent CMAJ editor’s preface on drug

interactions1 to a piece I wrote a couple
of years ago.2 To date the drug interac-
tions with grapefruit appear to include
inhibition of gut wall cytochrome P450
3A4 by naringin and dihydroxyberg-
amottin,3 as well as an interaction with
P-glycoprotein.4 In the case of
drug–drug interactions, there are
mechanisms for warning physicians,
pharmacists and patients. However, in
the case of grapefruit, special efforts are
required: grocers seldom take a drug
history when dispensing grapefruit.

In the Australian state of Victoria, it
has been required for some time that
pharmacists provide warnings when
dispensing some drugs with known
grapefruit interactions5; however, not
all drugs have been tested for the inter-
action.

A simple rule of thumb for anticipat-

ing grapefruit interaction with drugs is
that if erythromycin is a problem, then
grapefruit is a problem.

J. David Spence, MD
Siebens–Drake/Robarts Research 
Institute

London, Ont.
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Correction

Arecent article stated incorrectly
that Raheem Kherani of Edmon-

ton is president of the Canadian Feder-
ation of Medical Students.1 When the
article was written, that post was held
by Marc Zerey of McGill University
and Kherani was the federation’s west-
ern regional representative. We apolo-
gize for this error.
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Submitting letters

Letters may be submitted by mail, courier, email
or fax. They must be signed by all authors and
limited to 300 words in length. Letters that refer
to articles must be received within 2 months of
the publication of the article. CMAJ corresponds
only with the authors of accepted letters. Letters
are subject to editing and abridgement.

Note to email users

Email should be addressed to pubs@cma.ca and
should indicate “Letter to the editor of CMAJ” in
the subject line. A signed copy must be sent sub-
sequently to CMAJ by fax or regular mail. 
Accepted letters sent by email appear in the
Readers’ Forum of CMA Online (www.cma.ca)
promptly, as well as being published in a subse-
quent issue of the journal.


