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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.
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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.
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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.


