able to use the technique with sufficient
frequency to maintain their skills.

David R.R. Lardner MD, Adam O.
Spencer MSc MD

Alberta Children’s Hospital, University of
Calgary, Calgary, Alta.
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The authors respond
We thank Lardner and Spencer for their
response to our article.

Our conclusion regarding invest-
ment in ultrasound and near-infrared
imaging for routine IV placement was
in reference to our setting and other
similar settings, specifically. In our set-
ting, IV placement is a core nursing
skill. Nurses in our emergency depart-
ment place the IVs. As such, they are
viewed as experts in starting pediatric
IVs. Extrapolating from our enrolment
data, we estimate that 70 IVs are started
by nurses each week in the pediatric
section of our department. Thus, our
nurses are experienced at IV place-
ment. Our data support this; across all
arms (which showed no difference in
first-attempt success rate), the range
was 65.9%-74.7% success on first at-
tempt.!

Our emergency department (adult
and pediatric) has a pool of roughly
200 nurses who work regularly. Out of
this pool, 83 nurses were keen to par-
ticipate and underwent training. We
estimated that only those nurses who
felt that the research was important
and the technologies might offer bene-
fit, and who were comfortable with the
technological procedures would con-
sent to participate. We were satisfied
with this approach and assessed that
our training package was sensible and
similar to other studies.”> Because we
agree that training and skill mainte-
nance with ultrasound is complex, we

discussed this quandary in the paper in
some detail.

Our trial was pragmatic in the sense
coined by Schwartz and Lellouch.? The
study design was sound. It was a well-
designed randomized controlled trial,
adherent to the CONSORT standards
of reporting.*

We stand by the results of our study.
We are not saying that ultrasound is of
no value when performed by experi-
enced clinicians. However, the question
does remain: How do we provide the
best first-time success to all children
who require the placement of an IV line
in an emergency setting? Given the
training we provided, the results were
no better than the usual method.

Sarah J. Curtis MD MSc, William R.
Craig MDCM MSc

Department of Pediatrics, University of
Alberta, Edmonton, Alta.
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Many hands lighten
the obesity load

Fletcher and Patrick! make an excellent
case for population-level measures to
curb obesity rates, but fail to highlight
opportunities for improvement in pri-
mary care and medical education.?3

In the average family practice, about
4.4 hours per day would be required to
provide only A-level preventive screen-
ing to adults over 25 years of age.* It is
not surprising then that only 23% of
obese individuals have a documented
care plan.’

Innovative tools exist to make obe-
sity prevention quicker, easier and
more effective. Simply adding a signed
prescription with clear instructions can

increase patient adherence to exercise
and diet advice.®

Modifications to physician education
are also required. Most medical curricula
in Canada do not offer formal education
in obesity prevention.! Canadian medical
graduates report dissatisfaction with cur-
rent nutrition education and their ability
to provide nutrition counselling to
patients.” To that end, an enhanced medi-
cal education curriculum is being devel-
oped and piloted in Canada.’

The past 50 years of battling Big
Tobacco has shown that physicians can
offer leadership in both clinical innova-
tion and healthy public policy3’

We are proposing a multilevel ap-
proach to obesity prevention, integrat-
ing physicians with allied health, public
health and community incentives. This
is the foundation of our multiclinic pi-
lot study, Prevention Rx, which is cur-
rently under evaluation.

Aric Sudicky BEd BSc, Christopher
Mackie MD MHSc

Cumming School of Medicine, (Sudicky)
University of Calgary, Calgary, Alta.;
Middlesex—London Health Unit, London, Ont.
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