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Newfoundland Premier Brian Tobin
put more than just an accent on health
care in his government’s latest budget,
which uses deficit financing and a roll
of the dice to pump substantially more
money into the province’s hospitals and
clinics.

Tobin — who in recent months has
earned a national profile in his fight for
increased medicare spending, using tac-
tics that critics say have more to do
with his own ambitions than with
health reform — has been under con-
siderable pressure to improve health
delivery on his home turf.

To that end, overall health-care
spending in last week’s budget in-
creased $136 million to about $1.2 bil-
lion. The total provincial budget is
now $3.4 billion. “We have put our
money where our mouth is,” Tobin
said on budget day, touting the plan as
a wise reaction to demonstrated needs.
He added that most other sectors of
the government will hold tight to exist-

ing budgets because health is the top
priority.

Tobin’s gestures on health care at
home are often derided by the political
opposition, which says they are being
motivated by his own career interests.
Tobin is widely known to be interested
in succeeding Jean Chrétien as Liberal
party leader and as prime minister. A
March Toronto Star poll of Liberals
determined that Tobin ranks second
only to Paul Martin as a potential suc-
cessor to the prime minister.

Much of the extra money has been
earmarked for one-time capital expen-
ditures and hospital upgrading, includ-
ing projects that were delayed in the
belt-tightening 1990s.

The governors of the province’s re-
gional health care boards, which oper-
ate hospitals and nursing homes, have
also been allotted extra money, but not
enough to cover existing deficits. More-
over, they have been asked to find at
least 1% of their budgets in cost-saving

“efficiencies.” Still, the extra financing
was welcomed as a promising start by
groups such as the Newfoundland and
Labrador Medical Association.

The province is taking budgetary risks
to bolster health care. After running con-
secutive budget surpluses, the province is
forecasting a deficit this year of $34.7
million. As well, the reinvestment will
consume all of Newfoundland’s share of
a one-time Canada Health and Social
Transfer payment, announced in Febru-
ary’s federal budget and amounting to
about $43 million.

The disbursement could have been
used over 4 years. Finance Minister
Lloyd Matthews said he is “quite confi-
dent” that Ottawa will spend more on
health care in coming years.

In an interview with CMAJ, Health
Minister Roger Grimes remarked,
“We’re confident that our gamble is
not going to be a gamble. We think the
money will be there next year.”

Part of the government’s confidence
is rooted in the turnaround in New-
foundland’s economy. For the last 2
years, real economic growth in the
province has led the rest of the country,
and is forecast to do so again, thanks
largely to offshore oil production and a
diversified fishery.

Grimes said the provincial govern-
ment has been under pressure to attend
to health, in part because of frequent
reports of inadequate access. He de-
scribed such reports as “partially politi-
cally driven, partially based in reality.”

Tobin himself had built high expec-
tations for a budget focused heavily on
better health care management. This
winter, he gave several high-profile
speeches across the country on the state
of medicare. For instance, in Ottawa in
January he described the “funding crisis
in medicare” as a national “tragedy” and
added his mission was to “issue a wake-
up call.” — John Gushue, St. John’s

Is Newfoundland’s increased health spending part of
premier’s bid to become PM?
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Canada’s medical missionaries, and in
particular Dr. Lucille Teasdale, have been
honoured with a new Canada Post stamp.
Teasdale, who ran a hospital in Uganda
with her pediatrician husband for more
than 30 years, was one of Canada’s first
female surgeons. She and her husband
converted a 45-bed clinic in Gulu,
Uganda, into a 450-bed facility with sur-
gical and pediatric wards and schools for
nurses, laboratory technicians, health ed-
ucators and physicians. Teasdale, who
was born in Montreal, earned the Order
of Canada, Order of Quebec and the
CMA’s F.N.G. Starr Award, as well as in-
ternational acclaim. She died in Uganda

in 1996 from complications relating to AIDS. The work of 5 Canadian
physicians are celebrated in Canada Post’s Millennium Collection.

Making her stamp on the globe
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For the first time, Nova Scotia is to be-
gin using nurse practitioners outside
the tertiary care setting. The nurses are
the cornerstone of new primary care
projects about to begin in 4 rural com-
munities.

Health Minister Jamie Muir stresses
that nurse practitioners will work
closely with doctors and will not be al-
lowed to prescribe experimental or con-
trolled drugs. “The pilot projects are
going to be an integrated system.
There will be a physician or a nurse
practitioner, and other people as well.
So it won’t be like the nurse practi-
tioner is in an office at one end of town
and the physician is way down at the
other end of town. The nurse practi-
tioners are not going to be making pro-

found diagnoses and then acting as
though they were fully qualified med-
ical doctors.”

As well, patients who are uncomfort-
able with NPs can choose to see a
physician instead, says Harriet Mc-
Cready, director of primary care in the
provincial Department of Health. “No-
body is going to force a patient to do
one thing or another.”

In addition, she notes, doctors and
nurse practitioners can refer patients to
each other, with problems beyond the
scope of the nurse practitioner being
addressed by a physician. Likewise, if
there is a procedure that needs to be
done and could be done easily by a
nurse practitioner, the doctor might
suggest this to a patient.

In order to allow for the use of NPs
in Nova Scotia, the Pharmacy Act was
amended to allow nurses to prescribe
certain drugs, including birth control
pills and blood pressure medication.
The new legislation will remain in force
for 3 years while the primary care pilot
projects are running. If the projects
prove successful, the Pharmacy Act
could be amended to allow for the on-
going use of NPs in the province, the
health minister says.

In addition to nurse practitioners,
the four primary care projects, funded
primarily by Health Canada at a cost of
$2.85 million, involve developing new
computerized information systems and
new payment options for physicians. —
Donalee Moulton, Halifax
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Patient’s choice: Doctor or nurse practitioner?

San Francisco has been scandalized — by
a health awareness campaign. The city,
which barely flinched when the local zoo
offered $40 “viewings” of mating animals
on Valentine’s Day, was rocked by bus
shelter posters de-
picting provocatively
posed women with
mastectomy scars.

Transit authori-
ties in Santa Clara
County pulled all 
17 advertisements
there after receiving
complaints in late
January. Another 4
posters were re-
moved in the East
Bay. The company
with exclusive rights
to bus shelter adver-
tising within the City of San Francisco
initially agreed to accept the ads, but
changed its mind when it saw them. “I
looked away,” the company’s local direc-
tor told the San Francisco Examiner, re-
ferring to a poster that parodied a Cos-
mopolitan magazine cover.

The ads were developed by the

Breast Cancer Fund, an 8-year-old na-
tional nonprofit group (www.breast-
cancerfund.org) based in San Francisco,
which has one of the highest breast can-
cer rates in the world. Designed to re-

semble a Cosmopoli-
tan cover, a Victoria’s
Secret catalog and a
Calvin Klein perfume
ad, the posters all
show professional
models with mastec-
tomy scars superim-
posed on their chests.

The scars belong to
Andrea Martin, the
Breast Cancer Fund’s
53-year-old founder
and executive director.
“The models, advertis-
ing executive and pho-

tographer donated their time. I donated
images of my mastectomy scars,” says
Martin, a former lawyer and restaura-
teur who underwent mastectomies in
1989 and 1991.

The ads are intended to depict
America’s obsession with breasts as
symbols of nurture and sexuality, point-

ing out the deadly, disfiguring effects of
breast cancer. By early March, the
Breast Cancer Fund had received thou-
sands of letters and emails about the
campaign, 80% of which supported the
ads, Martin said.

In Canada, the ads provoked mixed
responses among breast cancer sur-
vivors contacted by CMAJ. Karen
DeKoning, president of the Canadian
Breast Cancer Network, found some of
the ads objectionable. “Using a photo
of a woman’s scars to make a point is
acceptable, but bringing sex into the
picture to me is prostituting the woman
for the cause,” said DeKoning, who
emphasized that she was speaking as a
survivor, not on behalf of her group. A
member of her board, Lynn Macdon-
ald of Kelowna, BC, supported the ads.
“Some people may be offended,” Mac-
donald said, “but the realities of breast
cancer, when they hit home, are severe,
devastating and in some cases deadly.”

While many of the bus shelter
posters were removed, another outdoor
advertising company offered free bill-
board space to the Breast Cancer Fund.
— David Helwig, London, Ontario

Censoring breast cancer in San Francisco
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It appears that the longstanding legal
practice of lowering the standard of
practice to accommodate the limited
facilities and resources available to
Canada’s rural physicians is becoming
a thing of the past. 

Recent US decisions indicate that,
because of advances in communica-
tion technology and access to larger
centres of education and science, the
courts no longer automatically adjust
the standard of practice downward ac-
cording to a physician’s practice loca-
tion. Instead, said Niels Ortved, man-
aging partner McCarthy Tétrault, a
Toronto law firm specializing in
medicolegal cases, “appropriate al-
lowances” are being made. 

“Historically, the locality rule was
often relied upon to recognize the dif-

ferences between urban and rural
medical practices,” Ortved told about
150 surgeons attending a recent
medicolegal course at the University
of Toronto. “However, the advan-
tages of modern communication and
education have reduced the disparities
between rural and urban practices.”

As a result, locality is merely one
circumstance that is considered by
the court in setting the standard of
care imposed upon a physician when
medical cases end up in court. He ad-
vises rural physicians to be “mindful
of their access to information on ter-
tiary care centres” and “be diligent to
tap into these resources when appro-
priate.”

In rural Manitoba, for example, a
family physician was sued for failing

to inform a patient about the side ef-
fect that a drug could have on her fe-
tus. The doctor argued that his prac-
tice was in accordance with the
standard of rural practitioners. The
judge rejected his argument, saying
that the doctor could have easily ac-
quired more information. 

In other words, said Ortved, “the
court held that the doctor failed to
conform with the basic standard of
care to which all physicians must be
held — regardless of the location of
their practice — to make use of the
tools available to them to obtain in a
timely manner the facts and informa-
tion on which to make an informed
decision, which may include referring
a patient to a tertiary care centre.” —
Barbara Sibbald, CMAJ

Courts’ views on MDs’ standards of practice 
changing, rural docs warned

Canadian medical history was made in
Winnipeg last December with the first
lung transplant that used healthy, single
lobes from 2 living donors. A second
live-donor lung transplant has since
been performed by a team headed by
Dr. Helmut Unruh, director of the
Manitoba Lung Transplant Program at
the Health Sciences Centre. The first
patient has been discharged, but the
second has since died of cardiac compli-
cations.

“Many of my colleagues wondered if
[the transplant operation] was worth
it,” Unruh commented. “Does the out-
come justify the risk to the donors?
With a 5-year survival rate of 60% on
lung transplant, does it warrant it? But
any transplanted organ [has] a finite
lifetime.”

Unruh believes the procedure is
worth the risk, given the lengthy wait-
ing list for cadaveric donations and the
condition of the patients involved. For

the donors, the life-long outcome is a
reduction of approximately 20% of their
lung capacity, perhaps preventing them
from marathon running but not restrict-
ing them from a generally active life.

Unruh said the procedure itself is
similar technically to a cadaveric lung
transplant. He said allowance must be
made for smaller vessels because the
transplanted lobe might not fill the en-
tire thoracic cavity. This is one of the
reasons why children and small adults
are the primary candidates for live-
donor lung transplants. The limited
number of small cadaveric lungs avail-
able for transplantation also places them
in the live-donor recipient category.

Although the procedure remains rel-
atively new — about 60 of the opera-
tions have been performed worldwide
— Unruh has advised other patients to
start looking for possible live donors.

“There is no bank of [living] lung
donors so the responsibility for procur-

ing a donor is the patient’s or the fam-
ily’s, or a coordinator appointed by
them, depending on the complexity,”
said Unruh. “The hospital can’t go and
solicit lung donations.”

Having live donors has added a new
dimension to lung transplantation. Un-
ruh said the team had to consider how
to screen donors and consider their
motivation. It would be advantageous,
he suggested, to learn about psycholog-
ical considerations in screening live
donors.

As Unruh and his team pursue live-
donor transplants as an option for some
patients, centres in Toronto, Montreal
and Vancouver are expected to start
performing the procedure. Although
Unruh’s colleagues across the country
are waiting to see the longer-term out-
come, families of patients on organ
transplant waiting lists may be looking
to a new window of opportunity and
hope. — Jane Stewart, Winnipeg

First Canadian live-donor lung transplants 
performed in Winnipeg



The speaker at a recent seminar at Mc-
Master University, which focused on
ways to publish controversial evidence
and stimulate an intelligent public de-
bate while avoiding a media circus, was
perfect. After all, Lancet editor Richard
Horton is no stranger to controversial
articles.

The most recent article involves the
merits of breast cancer screening. He
recounted that in early January, The
Lancet published a paper concerning the
analysis of randomized trials that inves-
tigated breast cancer screening. It re-
vealed that the benefit of screening was
only significant in those trials which
were poorly randomized. “We felt this
was a very technical inquiry into the de-
tails of randomization in these 8 trials,
and that there needed to be some open
debate about this, particularly because
the Danish government had tried to
suppress it,” he said. Recognizing that

the evidence was contrary to a decade
of health policy, a commentary accom-
panied the paper; it noted that the trials
were old and that the screening tech-
nologies were out of date.

Horton said media response in the
UK was swift, with headlines declaring
that breast cancer screening was a waste
of time and that screening programs
should be reconsidered. The hope of an
intelligent debate was quickly lost: within
days, media outlets determined that they
couldn’t decide one way or the other on
the issue, and then ignored the report. In
essence, Horton said, “2 days of debate
and move on to the next scare story.”

He experienced the same frustration
with new variant Creutzfeldt-Jakob dis-
ease and beef consumption. While the
media focused on the death of a new
mother, the scientific debate was
buried. He has come to appreciate, he
said, the power the experience of an in-

dividual patient can have. The next step
will be to determine “how one melds
that narrative-based medicine, which
fundamentally deals with the individual
case, with other issues to do with more
classical epidemiology.”

As editor, Horton must evaluate
whether instigating a public contro-
versy is worth it. Based on his belief
that medical science should aim for a
refinement of debate, he continues to
publish controversial evidence, al-
though he has learned some hard-
earned lessons. He says it is important
to “work closely with the authors to try
to get a proper and consistent message
out.” This may require participating in
press conferences or even managing
conflicts within a research team. Al-
though not always successful, he now
tries to anticipate and actively manage
the spin that journalists may place on
an issue. — Wendy Wilson, York, Ont.
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Balancing controversy and intelligent debate in the media

The Prince Edward Island government
is spending $4.2 million over the next 4
years to attract new doctors to the
province. At the heart of the plan are

initiatives for sending local residents
away to medical school on condition
that they come home to practise. “New
funding of $4.2 million will provide
strong incentives for young Islanders to

consider a career in medicine and re-
turn here to practise, while strengthen-
ing our current position in an increas-
ingly competitive job market,” says
Premier Pat Binns.

The 12-point plan, developed in
consultation with the Medical Society
of PEI, the health regions and Island
medical students, includes strategies to
support existing physicians, as well as
recruit new ones. “It contains a balance
of immediate and longer-term strate-
gies to ensure that Islanders have con-
tinued access to physician services,”
says Health and Social Services Minis-
ter Mildred Dover. 

Under the plan, the government is
purchasing 2 new medical school seats
at Memorial University in Newfound-
land for the exclusive use of PEI appli-
cants. This brings to 8 the total number
of seats set aside for Islanders (6 seats
are allotted at Dalhousie University and
1 in Quebec).

More family practice training op-
portunities will also be created so that
as many as 12 family practice residents
can do at least part of their training in
PEI each year. Family physicians who
have practised in the province for a
minimum of 2 years will have access to
specialist training opportunities, while
new medical trainee sponsorships will
be put in place to help medical students
and residents. They must agree to re-
turn to practise in the province for 1
year in exchange for each year they are
sponsored.

The provincial government is also
hiring a recruiter and allocating more
resources for prospecting, advertising
and marketing and host visits. In ad-
dition, location grants — on a par
with those offered by larger provinces
— will be provided to new doctors
who agree to practise in specific com-
munities for a set period. — Donalee
Moulton, Halifax

PEI spending $4.2 million to boost physician supply
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It’s bye-bye fee for service and hello
salary for Nova Scotia’s 9 radiation on-
cologists. The move to “fixed pay-
ments” is part of the health depart-
ment’s efforts to increase the number of
cancer specialists practising in the
province. “Cancer specialists are in high
demand across Canada and throughout
North America,” says Health Minister
Jamie Muir. “Moving from fee for ser-
vice will help us attract and retain radia-
tion oncologists, enabling us to provide
high quality cancer care to patients. The
agreement enhances the working envi-
ronment for these doctors by allowing
them to spend more time with patients
and involved in research and academic
interests.”

The proposal to put radiation oncol-

ogists on salary was originally brought
forward last spring by Dr. Paul Joseph,
the provincial head of radiation oncol-
ogy. He says the new method of pay-
ment means that the province can now
offer the specialists a competitive com-
pensation package — an important fac-
tor in recruiting. On average, Nova
Scotia’s radiation oncologists were
making 20% less than their Canadian
counterparts. The new payment
method “frees us from the yoke of fee
for service,” says Dr. Andrew Padmos,
Nova Scotia’s Cancer Care Commis-
sioner. “We’re in a position to match or
better salaries paid for medical oncolo-
gists in other parts of Canada.”

The strategy has worked. Last year
there were only 6 oncologists on staff at

the Queen Elizabeth II Health Sciences
Centre, and several vacancies. This fall
the last 2 vacancies will be filled, despite
stiff competition across the country,
where there are more than 20 vacancies
for these specialists. The health depart-
ment has also approved the addition of
3 new radiation oncologists to the
province’s cancer care team. These po-
sitions will be phased in by October.

But staffing is only the beginning,
notes Padmos. “We’ve plugged the
holes in the roof. Now we’re going to
start on serious renovations. We have
an organizational structure and man-
date to make cancer care better. We’re
poised to do a lot of change in the sys-
tem in a short period.” — Donalee
Moulton, Halifax

A Statistics Canada and Human Resources Development
Canada study of postsecondary school graduates who
moved to the US has determined that 1.5% of members of
the 1995 graduating class had emigrated to the US by the
summer of 1997.

Of the more than 4600 Canadians who graduated in
1995 and emigrated, 1300 (almost 30%) were graduates of
health-related programs. At the university level, graduates
of health programs accounted for 20% of those who moved
to the US but for only 8% of total graduates remaining in
Canada. Within the college-level group, 54% of those who
moved to the US were graduates of health-related pro-
grams; only 15% of college-level students remaining in
Canada were from those programs. The majority of college
graduates who moved to the United States were nurses.
Texas and Florida were favoured destinations, claiming
47% of emigrating health graduates.

The study found that graduates in health fields were
highly likely to have relocated to the US for work-related
reasons (87%, compared with 57% of all graduates who re-
located). Greater job opportunities, both in general and in
a particular field, were the factors most likely to attract
health graduates to the US. Graduates in health fields were
less likely than graduates of other programs to mention

higher salaries as a major factor in their decision to relo-
cate. The vast majority of health graduates who moved to
the US (87%) began work immediately, compared with
only 57% of all graduates who moved. — Shelley Martin,
CMA, martis@cma.ca

The brain drain: a statistical snapshot
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The CMA’s online database of clinical practice guidelines
(CPGs), the CMA Infobase (www.cma.ca/cpgs), made its
much-anticipated debut in early March during the CMA
Leadership Conference in Ottawa.

Formerly known as the CPG Infobase, the product was re-
named CMA Infobase after recent focus group testing revealed
that physicians did not have a clear understanding of the
CPG acronym.

The new product represents a giant leap forward from the
original collection of browsable lists launched in 1996. A
search engine now allows direct searching of the CMA’s rich
internal CPG database, expanding coverage to guidelines from
more than 100 developers and thereby establishing the In-
fobase as a one-stop, comprehensive national resource. The
new version offers descriptive details on all current Canadian
CPGs and supplementary information on their development,
implementation and evaluation, as well as other resources such
as quick reference guides and patient versions of guidelines.
Most important, links to the electronic full text of both the
guidelines and associated resources are included when avail-
able, as is any available structured abstract. Important contact
information, including email links, is also incorporated.

A simple keyword search capability is offered from the
CMA Infobase Home Page. However, for greater precision,
use the Basic Search interface. Basic Search offers users the
ability to combine keywords, medical subjects headings
(MeSH), medical specialties and publication/review dates.
Searches can be limited by language or by the date when
records were added to the database. Users can create a per-
sonalized list from their search results and change record-dis-
play formats to view additional information.

A group of more than 30 volunteer physicians, health re-
searchers and policy-makers, medical librarians, Webmasters

and staff of various Canadian specialty societies participated
in beta testing the Infobase. Their feedback allowed the
CMA to fine-tune the Infobase before its release. One im-
portant recommendation included the opening of a second
browser window whenever users leave the site, allowing them
to explore off-site resources without losing their position in
the Infobase. Links to other reputable guideline collections
have also been added to the Home Page.

The new interface will be launched in stages. A bilingual
Advanced Search interface offering additional power and
flexibility for creating and combining search sets, as well as
for saving search strategies for later use, is anticipated later
this year. — Becky Skidmore, CMA Infobase Manager

On the Net

New and improved: CMA’s guidelines infobase now at
MDs’ fingertips

CMAJ’s second OSLER Challenge has
been won by Dr. Henry Phillips of
Kingston, Ont. (see CMAJ 2000;162[2]:
251). OSLER (the CMA’s free online
search service) users were asked to sub-
mit the MEDLINE searching strategy

that they used to answer this question:
Is there any evidence that zinc lozenges
shorten the duration and severity of the
common cold in children? A copy of Ja-
calyn Duffin’s History of Medicine: a
Scandalously Short Introduction, goes to

Phillips. Details of the strategy needed
to conduct the search and various
searching techniques will be reviewed in
a future On the Net column. Physicians
interested in using OSLER can contact
Member Services, 800 457-4205.

And the winner is . . .
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Canadian researchers have discovered a
genetic mutation that appears to double
carriers’ risk of suicide (Am J Med Genet
2000;96:56-60). The finding could be a
significant first step toward developing
a test to identify at-risk people and im-
proving prevention and treatment.

In a study involving 251 patients, Dr.
Pavel Hrdina and colleagues from the
University of Ottawa’s Institute of Men-
tal Health Research (IMHR), found that
a mutation in the gene encoding the
serotonin 5-HT2A receptor was much
more common in patients with major
depression and suicidal tendencies. Sero-
tonin has long been recognized by scien-
tists as playing a major role in mood reg-
ulation, depression and suicide.

“Ours is one of the first demonstra-
tions that a variant of a gene encoding a
neurotransmitter receptor is associated
with clinical signs of suicidal behav-

iour,” says Hrdina, director of the neu-
ropharmacology lab at IMHR. “This is
a small step toward understanding the
genetic basis of suicidal behaviour and
identifying the contribution that vari-
ous genes may make to a complex be-
havioural syndrome such as suicide.”
The Canadian researchers believe the
genetic variation also may help explain
the higher incidence of suicide among
people with schizophrenia.

Hrdina, along with Drs. Lisheng Du
and David Bakish, analysed DNA in
blood samples drawn from 131 people
with no mental illness and 120 patients
with major depression, 78 of whom
were suicidal. They found the genetic
mutation in 41% of suicidal patients
and 24% of non-suicidal patients with
depression, but in just 18% of the
healthy control group.

The team has shown only that a

variant of a gene encoding for a sera-
tonin receptor is significantly associated
with increased risk of suicidal behaviour
in patients with depression, cautions
Hrdina. “We did not show the exis-
tence of a ‘suicide gene.’ It is unlikely
that any single gene will be a causative
factor.” Because the study focused on
people with major depression, its find-
ings cannot be generalized to otherwise
healthy individuals who attempt to take
their life as an isolated call for help or
attention, say the researchers.

Replicating and confirming the
team’s results, and identifying other
genes linked to increased risk of sui-
cide, would pave the way for a genetic
marker test. Treating those individuals
who test positive for the genetic varia-
tion, says Hrdina, could prevent un-
necessary loss of life. — Greg Basky,
Saskatoon
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Research Update

Suicide linked to serotonin gene

A simple injection to treat often-deadly
cholera and hamburger disease may be
developed in the future, thanks to a re-
search team at the University of Alberta
that has designed a molecule to treat
enterotoxins (Nature 2000;403:669–72).

Shiga and cholera toxins, caused by
gastrointestinal pathogens, are respon-
sible for millions of deaths annually.
Once the toxins enter the circulatory
system, they cause cramps, bloody diar-
rhea, vomiting and fever. Many patients
eventually suffer severe kidney damage
because there is no effective cure.

But the newly developed “Starfish”
molecule holds tremendous promise,
standing out during in vitro tests as 1
million to 10 million times more effec-
tive than any other inhibitor of these
toxins. That is no small feat. Shiga and
shiga-like toxins are armed with 15
binding sites in 3 groups of 5 that lock
onto cell surfaces. The Starfish mole-

cule designed by Dr. David Bundle’s
team mimics receptors on healthy cells
that the toxins seek out, acting as a de-
coy to lure the toxins away from the
body. And, because of its shape, the
Starfish molecule can
lock onto 2 toxin mole-
cules simultaneously.

“We have embraced
the whole surface so, if
you like, we have taken
2 donuts and stuck
them together,” says
Bundle. “These 2 sur-
faces are now facing
each other with the in-
hibitor [Starfish mole-
cule] in the middle. The toxins are fac-
ing each other so they are totally
prohibited from binding to another
cell.”

The molecule’s ability to take on 2
toxin molecules at once was a pleasant

surprise. “It was better than we envis-
aged. It was an accident, but it worked
in our favour.”

Currently, clinical trials are under
way to test an insoluble absorbent called

Synsorb Pk that could
attack the toxins in the
gut. But because the
Starfish molecule is sol-
uble, it could be used as
an injectable treatment
to clean up toxins in
the bloodstream, where
they cause the most
damage.

“The real problem
is for patients who have

toxins that have exited the gut and en-
tered the circulation. Our molecule
could be used as an injectable that could
neutralize the toxin in the circulation
system,” says Bundle. — Richard
Cairney, Edmonton

A Starfish that stops deadly toxins
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Epidemiology

The removal of external female genitalia
has been part of a celebrated ritual in the
lives of girls and women in some cultures
and countries for centuries. Despite a
growing international campaign to abol-
ish female genital mutilation (FGM) that
has been endorsed by both the World
Medical Association1 and the World
Health Organization,2 many still see this
tradition as an effective and acceptable
method of controlling women’s attitudes
toward sex and sexuality and of ensuring
their virginity and suitability for mar-
riage. An estimated 120 million girls and
women have undergone FGM, and ap-
proximately 2 million procedures are
performed annually on girls under the
age of 11.3 Most commonly performed in
Africa, FGM is also practised in parts of
Southeast Asia, the Middle East and in
Central and South America. In countries
such as Somalia, an estimated 70% to
90% of women have undergone FGM.4

Civil unrest has brought several waves of
refugees who have undergone FGM to
Canada, where they seek health care.

WHO adopted the term “female gen-
ital mutilation” in 1996 to describe any of
4 forms of the procedure.3 The least in-
vasive is the clitoridectomy, also known
by the Arabic term sunna, which involves
excision of the prepuce and part or all of
the clitoris. The second form, “excision,”
involves removal of the clitoris and part
or all of the labia minor. “Infibulation,”
which means “to fasten with a clip or
buckle,” is the most invasive form and is
most common in Somalia, Ethiopia,
parts of Kenya and the Sudan. It involves
removal of the clitoris, all of the labia mi-
nor and part or all of the labia majora,
and the pinning or stitching of the two
sides of the vulva closed. A narrow open-
ing is left for urinary and menstrual out-
flow.

A fourth, unclassified type includes
procedures such as pricking, piercing,
stretching, scraping or cauterization.

Clinical management

Immediate complications include se-
vere pain, urinary retention, hemorrhage
and infection. Canadian physicians are
more likely to encounter the chronic
health effects, including urinary tract  in-
fections and painful menstruation. They
must also manage prenatal care and
vaginal deliveries involving infibulated
women.3 The American College of Ob-
stetricians and Gynecologists has devel-
oped a kit, available through its Web
site, to help doctors handle delicate is-
sues like requests for deinfibulation (re-
versal of the procedure) or reinfibulation
(reclosure following vaginal delivery).5

Prevention

In Canada, FGM is considered child
assault and prohibited under sections
267 (assault causing bodily harm) or
268 (aggravated assault, including
wounding, maiming, disfiguring) of the
Criminal Code.4 Some provincial col-
leges have issued statements advising
physicians to refuse requests to perform
FGM or reinfibulation.6,7

The National Organization of Immi-
grant and Visible Minority Women of
Canada has prepared a workshop man-
ual for health care workers and facilita-
tors working with communities that
have traditionally practised FGM.3 The
aim is to educate participants about the
health and legal consequences of FGM,

to correct misperceptions and fallacies
about the tradition and to support efforts
to eradicate the practice.3 In 1994, the
Federal Interdepartmental Working
Group on Female Genital Mutilation
was established. Its mandate is to iden-
tify and promote methods to prevent the
continuation of FGM by families now
living in Canada. This organization is
establishing a national FGM network
and preparing a Health Canada docu-
ment for dissemination.4

Further information is available from
the National Organization of Immigrant
and Visible Minority Women of Canada
(tel. 613 232-0689), the Federal Interde-
partmental Working Group on Female
Genital Mutilation, Health Canada (tel.
613 957-1944) and the Circumcision In-
formation and Resource Pages
(www.cirp.org/pages/female.html) —
Erica Weir, CMAJ
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Female genital mutilation

Public Health

Table 1: Rates of female genital mutilation (FGM) and of literacy in
selected countries

Country Usual type of FGM
Prevalence
of FGM, %

Female literacy
rate, %

Egypt Excision/infibulation 60 34
Kenya Excision 60 59
Nigeria Excision/infibulation 60 40
Somalia Infibulation 99 9
Sudan Infibulation 85 12

Source: Health Canada.4
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Canada’s shortage of family physi-
cians is so severe that it is creating

unprededented demand for a new type
of medical specialist, the hospitalist.

These new specialists, usually in-
ternists but sometimes family physi-
cians, take over responsibility for the
care for “orphan patients” who arrive in
hospital without an FP or someone else
to assume the role of most responsible
physician (MRP) during the patient’s
hospital stay. In many cases, patients
become orphaned when family doctors
resign their hospital privileges because
of the increasing demands associated
with hospital-based care.

Dr. Tom Dickson, chief of staff at
the William Osler Health Centre in
Brampton, Ont., said the FP shortage is
so severe in the ring of suburbs sur-
rounding Toronto — the “905 belt” —
that dozens of orphan patients are ar-
riving at local community hospitals
every day.

He told 120 physician managers at-
tending the recent annual meeting of
the Canadian Society of Physician Ex-
ecutives (CSPE) that the hospitals are
then forced to find a doctor willing to
assume the MRP role.

Enter the hospitalist. Dickson, who
noted that the word didn’t exist before
1996, said there are now more than 
10 000 hospitalists in the US, primarily
because of the advent of managed care.
Now the movement has come to
Canada. Dickson’s 350-bed community
hospital has just hired its first 2 hospi-
talists, a geriatrician and a general in-
ternist. In Canada, the term defines
doctors who spend almost all of their
practice time managing the care of hos-
pital inpatients. The hospitalist issue is
primarily confined to community hos-
pitals because training staff and medical

specialists fill the MRP role at large
teaching centres.

In community hospitals, surgeons
still assume the role for surgical pa-
tients, but for internal medicine pa-
tients the role was presumed to belong
to family doctors. No longer. “At many
large community hospitals in my area,

the FPs have threatened or actually
withdrawn from the role of MRP for
patients who are admitted and do not
have a family physicians on staff,” Dick-
son explained. “And now they are ex-
tending this withdrawal to their own
patients.”

Dr. Les Pattison, chief of medical
staff at the Royal Victoria Hospital in
Barrie, Ont., says staff managers
throughout southern Ontario are be-
coming familiar with the problem. “It
really started to be noticeable in the
past 2 years,” said Pattison. He said the
orphan-patient problem first became
serious in Windsor, Ont., which has a
well-documented shortage of FPs.

Although family doctors working a
hospital rotation have traditionally taken
over MRP responsibilities for orphan
patients, Pattison said the low fee paid
for providing this service — $13 in On-
tario — combined with the growing
number of orphans and added responsi-
bilities, meant that many FPs refused to
accept them. “Physicians have a healthy
dose of altruism, but after a while the
goodwill starts wearing thin,” he said.

Dickson, a past president of the
Ontario Medical Association, said that
both financial and social issues are
driving family physicians from hospi-
tal work. “At our hospital,” he said,
“we charge more for parking than
physicians can make caring for orphan
patients.”

He also thinks physicians are being
driven away from hospitals because to-
day’s patients tend to be sicker and to
be released earlier, “sicker and quicker”
in today’s doctors’ lounge jargon. This
means that the FP might become re-
sponsible for an orphan patient re-
leased from hospital following an acute
illness.

“Family doctors have found this sit-
uation increasingly stretching their
comfort zone, particularly when cover-
ing each other’s practices after hours,”
said Dickson. “And they’re dealing with
a payment system that reflects fee rela-
tivity based on acuity levels from the
1970s.”

As a result, “serious cracks” have
started to appear in what, until 18
months ago, had been a “very stable
system of care.”

At Dickson’s hospital, the newly
hired geriatrician and general internist
work 8 am to 5 pm shifts and deal with
all orphan patients; each hospitalist han-
dles 12 to 15 patients a day, with a 5-

Enter the hospitalist: new type of patient 
creating a new type of specialist

Patrick Sullivan
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physician call group providing after-
hours coverage. “Our experience to date
is that it is working,” he said. “And the
family physicians seem to be happy.”

Dickson said hospitals are in a diffi-
cult position because family doctors no
longer need them to remain busy. “The
demand [for physician services] today is
such that you can survive quite well
from your office.”

He has 4 suggestions for dealing
with the current problems:

• fix the payment system, which is “a
mess”;

• provide target funding to allow
hospitals to hire hospitalists;

• produce more hospitalists, either
general internists or FPs with enhanced
training; and

• develop a welcoming environment
for FPs in community hospitals.

Dickson admits that the introduc-
tion of the hospitalist carries risks. “We
pride ourselves in Canada on our sys-
tem of family physicians who quarter-
back their patients through the com-
plete process of care. With the advent
of the hospitalist, we are at risk of mar-
ginalizing the valued role of the pri-
mary care physician in the community.”

Pattison agrees that the hiring of
hospitalists is a potential solution, al-
though it does raise budgetary issues
because the dollars involved are “not
insignificant.”

Meanwhile, he remains concerned
about what the future holds for his hos-
pital, whether or not it hires hospital-
ists. “Barrie is 20 FPs short right now,
we’re not producing enough new grad-
uates and the number retiring is grow-
ing. Things are just getting tighter and

tighter all the time.”
During the meeting, one doctor may

have summed up the situation best with
a question: “Where do I get some hos-
pitalists? We want 3 right now.”

There was no ready answer available
at the CSPE meeting, but it was clear that
more doctors in more hospitals are going
to be asking the same question shortly.
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Membership in the 2-year-old Cana-
dian Society of Physician Executives has
passed the 250 mark and attendance at
the second annual meeting more than
doubled, organizers report. The fledg-
ling society, designed as a networking
and information-sharing organization,
has proved particularly popular with
physicians such as chiefs of staff.

“We were quite pleased with the
attendance, which amounted to half of
our membership, and feedback from
the meeting has been very positive,”

said Dr. Chris Carruthers, the presi-
dent. Carruthers, chief of staff at the
Civic Campus of the Ottawa Hospital,
said the organization hopes to hold
some regional workshops in conjunc-
tion with other medical organizations
in the next year.

Membership costs $75 a year. Doc-
tors can join online (www.cma.ca/cspe)
or by sending a cheque payable to the
CSPE to Dr. Chris Carruthers, 3540 Paul
Anka Dr., Ottawa ON K1V 9K8;
ccmd@home.com.

Growing interest in group for MD managers

As the health care debate continues,
Canada has 301 Members of Parliament
who need medical attention.

Be a consulting physician.
Join the CMA’s
MD-MP Contact program.

For information:

Coordinator, Government Relations
Canadian Medical Association
tel 800 682-MDMP (6367) or 613 731-8610 x2304
www.cma.ca/advocacy/md-mp.htm
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Initial results from the 2000 residency
match indicate that fewer of Canada’s

new doctors are choosing family medi-
cine, while interest in obstetrics and gy-
necology appears to have rebounded.

Data from the first iteration of this
year’s match, completed in mid-March,
indicate that 58 of the 445 family medi-
cine residency positions went unfilled.
Only 29% of new graduates selected
family medicine as their first choice,
compared with 32% last year and nearly
35% in 1997.

“One thing is very clear,
and it is that the future of
Canada’s health care system is
dependent upon 50% of our
physicians in practice being
family doctors,” said Dr.
Calvin Gutkin, executive di-
rector of the College of Fam-
ily Physicians of Canada. He
said governments, medical
schools and medical leaders must pull
together to reverse the trend.

Most medical specialties appeared to
fare better this year. Last year, one-
third of obstetrical residencies re-
mained unfilled, but only 1 of the 46
positions went vacant this year. Anes-
thesia also continued to do well; all 60
positions were filled in 2000; in 1998,
15 of 58 spaces were not filled. Only
psychiatry appears to be in the dol-
drums, with 11 of its 76 residency posi-
tions left vacant after the first round of
the match.

In all, there were 101 residency va-
cancies left after the 1154 graduates
went through the matching process.
Eighty percent of students were
matched to their top 3 choices, a slight
increase over 1999. Of the 65 graduates
who weren’t matched, 12 are trying to
go to the US. (Eighty-six doctors, in-
cluding 39 graduates of foreign schools,
were matched during the second round
Mar. 28. Six slots in rural family medi-

cine remained unfilled, and there were
3 unfilled spaces in psychiatry and 1
each in general surgery, general inter-
nal medicine, community medicine and
general pathology.)

Sandra Banner, executive director of
the Canadian Resident Matching Ser-
vice, said the “serious” number of fam-
ily medicine vacancies after the first
round is probably due to “the radical
change in the way family medicine is
practised.” A family physician shortfall

is a sign that these doctors are over-
worked, and Banner said this has a neg-
ative effect on lifestyle. In addition,
nearly all the incentives and disincen-
tives for practice location focus on fam-
ily medicine. Another factor in the de-
clining numbers may be re-entry
restrictions that make it very difficult
for residents to switch from family
medicine to a specialty later in their ca-
reers. “These things could be scaring
them off,” said Banner. Conversely,
nearly every specialty has job opportu-
nities galore, and several, including
anesthesia and obstetrics, have been ac-
tively recruiting residents.

Whatever the cause, “nationally,
planners have some thinking to do on
policies to address this,” said Banner.
“This is particularly true now that na-
tional groups are calling for a 50-50
split between family medicine and spe-
cialties.”

Dr. Richard MacLachlan, head of
family medicine at Dalhousie, heartily

concurs, because 20 of his 44 family
medicine residency positions remained
empty after the first round of the match.
This is partly because Dalhousie is in one
of only 2 provinces that have increased
the proportion of family medicine posi-
tions in its training program. Dalhousie,
which had 29 of the positions in 1997,
has 44 today.

This year, Dalhousie accounted for
about a third of the vacancies in family
medicine residencies after the first

round, a result that MacLach-
lan describes as a “disturbing
revelation.”

Contributing factors in-
clude increased workload for
family physicians, a growing
reluctance to work in rural
areas, and lower resident
salaries and higher tuition
fees on the East Coast.
“There’s a difference of

about $10 000 just for the privilege of
coming to Dalhousie,” he said.

Saskatchewan was also hit hard, with
half of its 22 family medicine position
remaining empty after the first iteration.
The main deterrent, according to a 1999
survey, is a reluctance to train in Regina,
which has no medical school; 9 of the
vacant positions are located in that city.
Dr. Gill White, head of family medicine
at the University of Saskatchewan, says
something has to be done quickly given
his province’s declining number of fam-
ily physicians. The university is planning
to step up recruitment efforts. “The
problems we have in this area are tied to
problems we have with physician re-
cruitment generally,” said White.

The chairs of family medicine across
Canada were slated to discuss the issue
at the Association of Canadian Medical
Colleges meeting in April.

Canada’s new doctors turning backs on family practice

Barbara Sibbald
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Residents may be giving
Dalhousie the cold shoulder
because they can take home

about $10 000 more in Ontario.

Table of Contents
Return to April 18,  2000

http://www.cma.ca/cmaj/vol-162/issue-9/issue-9.htm


Nouvelles et analyses

1348 JAMC • 2 MAI 2000; 162 (9)

© 2000  Canadian Medical Association or its licensors

J acques Chaoulli, a family doctor
who petitioned a Quebec court last

September to permit privately billed
and insured medical care, finally got his
answer in late February. “No,” wrote
Honourable Madam Justice Ginette
Piché, the judge who presided over the
hearings on creating a two-tiered med-
ical system in Quebec.

Last fall, Chaoulli and George Zeli-
otis, a hip-replacement patient, were
co-plaintiffs in a controversial case that
pitted the testimony of a series of frus-
trated doctors and critically ill patients
against federal and provincial lawyers
and experts defending medicare.1 In
hearings spanning 4 weeks, witnesses
repeatedly testified about the problems
of a health care system run exclusively
with limited public funds. A number of
impassioned witnesses argued that a
private parallel system operating along-
side a universal public program would
shorten the waiting periods for surgery
and chemotherapy.

Chaoulli’s primary contention was
that restricted access to timely medical
care contravenes the right to life, lib-
erty and security guaranteed by the
Canadian Charter of Rights and Free-
doms. He opposes a government mo-
nopoly on health care and marshalled
sources from Karl Marx to Jean-Paul
Sartre to argue his point: most Quebe-
cers are now forbidden to spend their
savings to save their skins, and this vio-
lates their fundamental rights.

But Piché refused to strike down the
articles of the Quebec Health Care and
Hospital Insurance acts that prohibit
doctors from providing private services
in public hospitals and prevent Quebec
residents from buying their own insur-
ance to pay for private care. Preventing

discrimination based on one’s ability to
pay does not violate the values of the
charter, Piché stated in her 156-page
judgement. And creating a parallel sys-
tem would threaten the viability of the
publicly funded health program.

At one time, said the judge, many
sick Canadians did not seek medical
care because they had no money to pay
for it. Eliminating the profit motive is
the reason why Quebec’s health insur-
ance and hospital acts exist, she wrote.

And despite the current problems
with accessibility, which she described
as short term, Piché defended the laws
as guaranteeing “equal and adequate ac-
cess to health care” for all Quebec resi-
dents. She emphasized the need to bal-
ance an individual’s rights with the
needs and values of society as a whole,
and questioned Chaoulli’s motives in
creating a “crusade” against medicare.

This latest “crusade” is just one of a
series of cases Chaoulli has brought be-
fore the courts on the right to practise
medicine privately. Although he opted
out of medicare between 1996 and
1998, he has since rejoined the system.

Dr. Edwin Coffey, a past president of
the Quebec Medical Association and one
of the physicians who testified in favour
of allowing private health insurance cov-
erage, said the latest decision was “quite
a disappointment. They [Chaoulli and
Zeliotis] are going to appeal the decision
if they can raise the money.”

Chaoulli estimates that it will take
$40 000 to $50 000 to mount an appeal,
including the cost of transcribing and
photocopying testimony from the
month-long hearing and its exhibits. So
far there are no legal costs because the
lawyers advising Chaoulli and Zeliotis
have donated their time.

Even though they lost this battle,
Chaoulli and Zeliotis still feel they have
a chance to win the war. In a press re-
lease, they stated that Piché recognized
that prohibiting citizens from buying
private health insurance constituted a
threat to their right to life and security
as guaranteed by section 7 of the Char-
ter of Rights and Freedoms. Chaoulli
understands this to mean that the right
of a patient to contract with a physician
is protected, and therefore it follows
that this right is reciprocal.

“When the judge said the patient
has the economic right to contract with
the doctor, then it doesn’t make sense
that the doctor doesn’t have the right to
contract with the patient. When you
want to dance the tango, you can’t
dance alone.”

Chaoulli’s zeal and tenacity in
preparing and fighting this case almost
single-handedly is the subtext of a
drama that may eventually reach the
Supreme Court of Canada. Even Piché
found his intense commitment over-
whelming at times, commenting that
“everyone was so tired, except Dr.
Chaoulli, who was tireless.”

Chaoulli agrees that his focus is un-
wavering. “If you want to prove some-
thing, you have to go far. If I lose the
case, it will not only be total bankruptcy
for me, but a state monopoly on health
care forever. How come such a big is-
sue for the country rests on the shoul-
ders of two citizens?”
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“Why does such a big issue rest on the shoulders of two
citizens?” FP asks after losing private medicine battle
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