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Letters
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Physician, regulate thyself!

We could not agree more with a
CMAJ editorial1 that suggests

confidence in physicians is at the core
of what we do. We also agree that
strong licensing and regulatory bodies
are needed.

Long before the Shipman case came
to light in the United Kingdom, med-
ical regulatory authorities in Canada
began making significant progress to-
ward transparency and increased public
accountability. There are now more
public representatives on the councils
of the regulatory authorities, and most
disciplinary hearings are open to the
public and the media. 

Furthermore, the medical regula-
tory authorities recognize that a physi-
cian’s performance may decline over
time, and that the quality and safety of
any individual physician’s practice need
regular review. Thus, the top priority
for the Federation of Medical Regula-
tory Authorities of Canada is revalida-
tion of licensure. 

Medical regulatory authorities
around the world are examining the
recommendations in the fifth report of
the Shipman Inquiry2 with a view to
doing everything possible to prevent a
similar occurrence in their own juris-
dictions. Although our organizations
must learn from this sad and appalling
case, it is an extreme example of failure
in a multicomponent system and should
not be viewed as representative of the
system as a whole. 

Bob Burns
At the time of writing:
President 
Federation of Medical Regulatory
Authorities of Canada 

Ottawa, Ont.
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The CMAJ editorial on physician
self-regulation1 is an opportunity

for us to scrutinize our own systems in
an international context. 

The editorial is correct in emphasiz-
ing that self-regulation is but one ingre-
dient in what should be a closely inte-
grated system of quality management.2

However, it would be incorrect to con-
clude that clinical governance in the
United Kingdom has been a failure. 

Dame Janet Smith concentrated on
the role of the General Medical Council
(GMC) in her fifth report on the Ship-
man Inquiry;3 as a result, implementa-
tion of the GMC’s revalidation scheme,
due in April 2005, was postponed.4 She
was concerned about the balance of pro-
fessional and public interests, specifi-
cally that revalidation as planned would
not achieve an adequate evaluation of
fitness to practise. This is now likely to
become a responsibility of the National
Health Service, tied to appraisal.5

The UK Department of Health has
implemented sweeping reforms in gov-
ernance, finalized in February 2005.6

Governance is now based on modern
management and human resources the-
ory and empirical psychological re-
search. This and the GMC reforms
were part of a radical response to past
crises and emphasize prevention rather
than blame. The success of these
changes must ultimately be measured
in improvements in the quality of care. 

In Canada the move toward ap-
praisal in several provinces is welcome,
as is a national perspective through the
Federation of Medical Regulatory Au-
thorities of Canada.7

The Shipman case should be seen in
the context of a series of tragedies and an
evolving understanding of how things go
wrong in health care. In the past we have
handled these events poorly, and reac-
tively rather than proactively. We
should look eagerly at lessons learned in
other jurisdictions to see how they might
be applied in our own system.

Despite the admonitions in Dame
Janet’s report, physicians, patients and
society ultimately have the same goals,
and concentrating on what we have in

common is most likely to succeed in the
long run. This is the basis of what has
come to be known as “professionalism.”8

Michael Goodyear
Faculty of Medicine
Dalhousie University
Halifax, NS
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Patients beware

As reported by Laura Eggertson,1

some health care professionals
foresee the need to ameliorate the drug
approval mechanism in the United
States and Canada. From the patient’s
point of view, there is also a need for a
more comprehensive and transparent
approach within the medical commu-
nity to informing patients about the po-
tential risks of newly released drugs. 

The evidence used in Health



Canada’s drug approval process may be
based on clinical trials or “real world”
trials (or both),2 but under the current
policy, patients receiving a prescription
for a new drug will be unaware of the
full scope of the evidence. If it consists
solely of data from randomized clinical
trials, then patients ought to be in-
formed that there may be limitations in
detecting unmeasured or rare adverse
outcomes that might appear later in a
real world setting, in observational
studies or in additional clinical trials.3

The proposal by Eike-Henner
Kluge that newly released drugs be
given conditional licences until the out-
comes of phase IV studies are known1

would ensure that health care profes-
sionals inform patients that the pre-
scribed drug is still under review by
Health Canada. Patients who decide to
take the new drug (after being informed
of the benefit–risk balance, the alterna-
tive options and their effectiveness,
costs and uncertainties) should then be
monitored for adverse effects and any
such adverse outcomes reported to ap-
propriately designated authorities. 

From an ethical point of view, there
are similarities between patients who
participate in randomized controlled
studies and those who participate in
real world trials, since in both types of
studies, drug efficacy and safety are still
under review. Therefore, it seems to
me that the ethical guidelines currently
applied for the first group should also
be applied to consumers of medications
prescribed under conditional licences.4

Joseph Erban
Member, Clinical Ethics Committee
Sir Mortimer B. Davis – Jewish General 
Hospital

Montréal, Que.
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Psychological aftermath 
of abortion

William Fisher and associates,1 in
their article on women under-

going repeat induced abortion, state,
“Evidence also does not indicate that
women seeking repeat abortion are psy-
chologically maladjusted.” 

Although this statement is not directly
connected to the main study reported by
Fisher and associates, we feel that it
might mislead readers about psychologi-
cal problems after abortion. Consider the
following material from the literature: 
• A recent study sponsored by the

College of Physicians and Surgeons
of Ontario compared 41 000 women
who had undergone induced abor-
tion with a similar number who had
not undergone abortion2 and found
5 times more hospital admissions for
psychiatric problems among the
women who had had abortions.
This short-term study was con-
ducted at 3 months after the abor-
tions and did not address long-term
effects or problems among women
who were not admitted to hospital
after abortion.

• In a study reported in this journal in
2003, Reardon and colleagues3

found a significantly higher risk of
psychiatric admissions among
lower-income women who had un-
dergone induced abortions.

• In the course of our own research,
we have found numerous reports of
significant problems among women
who have had an abortion. For ex-
ample, a study from Finland4 showed
a 6-fold greater incidence of suicide
among women who had had an in-
duced abortion than among women
with normal pregnancies. In fact,
many of over 70 scientific articles

that we reviewed for a recent publi-
cation5 reported various degrees of
psychological problems after abor-
tion. 

• Increasing numbers of postabortion
counselling services are being de-
veloped in North America and
around the world. The largest in
the United States is Project Rachel,
which has many chapters, including
several in Canada.6 Thousands of
women are being helped by these
services, sometimes long after the
abortion, but there are undoubtedly
many more who do not go for help. 

• The Healing Choice postabortion
counselling service, which is pro-
choice, estimates that at least 10%
of women who have undergone an
abortion need counselling for psy-
chological problems associated with
the procedure.7

On the basis of this evidence we can
conclude that many women suffer
problems after abortion. Given that fol-
low-up after abortions is often lacking
or short-term only, further research is
needed in this area. Even if just 10% of
women who have had an abortion are
experiencing these problems, this rep-
resents a substantial public health issue,
considering that each year more than
100 000 abortions are performed in
Canada.8

L.L. deVeber
Professor Emeritus
University of Western Ontario
London, Ont.
Ian Gentles
Professor of History
York University
Toronto, Ont.
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