
Why are Quebec’s doctors
leaving?

The Canadian Institute for Health
Information (CIHI) recently re-

ported that Quebec shows a net loss in
the interprovincial migration of physi-
cians,1 and this poor performance is
compounded by the departure of physi-
cians to other countries. In all, 653 doc-
tors have left Quebec in the past 5
years. Their average age was 40.8 years,
so they were at the peak of their pro-
ductivity. Why are they leaving?

The migration of significant num-
bers of skilled professionals is one of
the signs of a society’s total or partial
inability to allow those professionals to
grow and thrive. While the causes of
such an exodus may vary, the message
that must be drawn is harsh: such
movement almost invariably implies
that this society is relatively less capable
of supporting — in logistical, techno-
logical, scientific or financial terms —
the activities of this special workforce.

We believe that physicians belong to
this special workforce and that their ex-
odus is highly significant. The debate
surrounding physicians’ migratory
trends is highly charged, but beyond
sensationalism and scoring political
points we need to take a serious look at
the issue because even though the statis-
tics appear to suggest a slight improve-
ment, the exodus from Quebec is real.

Beyond mere figures, there is a
“qualitative” exodus because highly
skilled physicians with special expertise
depart, leaving behind hospitals inca-
pable of providing extra-specialized
care, surplus work for colleagues who
remain and a weakened teaching base.

That 653 skilled medical profession-
als should leave Quebec in 5 years is
scandalous. So what can we do to end
the scandal? Medical practice in Que-
bec has to be made more attractive. Co-
ercive measures concerning physician
employment must be eliminated. We
have to take a fresh look at how our sys-
tem is managed and find new ways to
fund it, while still maintaining the prin-
ciples embedded in the Canada Health
Act. Health care and the biomedical

sciences have to aim for excellence. If
we do that, then perhaps we will be able
to offer our physicians a more attractive
environment.
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Canker sore remedies: 
baking soda

It is with great pleasure that I look
forward to reading your Holiday Re-

view each year! I was especially inter-
ested in the home remedy on canker
sores submitted by Jane Mettham.1 For
as long as I can remember, I have used
baking soda on canker sores. It is used
in a similar fashion as described for
alum powder and is a common house-
hold product. Similarly, it hurts like
heck but it seems to work. A quick
search of PubMed revealed a reference
for using baking soda mouthwashes in
the treatment of oral ulcerations.2
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Fredericton, NB
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Adverse drug reaction
reporting controversy

Volumes have been written on the
limitations of spontaneous report-

ing systems as means of identifying and
evaluating drug-induced disease. How-
ever, when CMAJ’s editors commented
that “when serious drug interactions are
discovered, physicians, pharmacists and
patients appear to remain unaware of

them”1 and that in spite of 4 Dear
Health Professional advisories and arti-
cles in 3 issues of the Canadian Adverse
Drug Reaction Newsletter (published in
CMAJ), a young woman died from tak-
ing cisapride2 — they shot the messen-
ger. Some of the remedies proposed in
the editorial for postmarking surveil-
lance in Canada have merit, but other
comments are simply regurgitations of
past sentiments that fail to appreciate
how our current system works.

No evidence exists that mandatory
adverse drug reaction reporting for
physicians provides any better data than
what is available presently. In fact,
those who have worked in this field for
some time suggest that a reporting sys-
tem be based on direct communication
between clinicians and professionals at
the monitoring centres.3 Countries with
mandatory reporting for physicians
provide no better “signals” from ad-
verse drug reaction data than those
without mandatory reporting. The in-
tention of the Canadian Adverse Drug
Reaction Monitoring Programme
(CADRMP) Regional Centres is to
provide the close link with practitioners
necessary for encouraging reporting as
well as providing feedback regarding
the reports that are received.

More is not necessarily better. Al-
though Canada has a respectable re-
porting rate compared to other coun-
tries with well-recognized regulatory
programs (176 per 1 000 000 popula-
tion, in the range of 56-429),4 the qual-
ity of reports is of more concern. A re-
cent study by Liu and colleagues5 shows
that among 97 cases of fatal adverse
drug reactions, 70% did not include in-
formation on medical history, and 42%
did not have adequate information to
assess time of onset of the adverse drug
reaction. These are perennial problems
with adverse drug reaction reporting
that are not solved by simply increasing
the number of reports provided by
practitioners.

In the first reorganization of the
CADRMP between 1990 and 1995, ef-
fective aspects of pharmacovigilance
programs in various countries were in-
corporated: regional reporting centres,
an expert advisory committee and the
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