
Yes, being sued can be painful and per-
haps even destructive. But it would be
far worse, for individual patients and
for society, if we failed to use the com-
mission of an error as an impetus to be
frank about our mistakes and as an op-
portunity to improve patient safety. 
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Take a lesson
from the drug companies

The authors who recently re-
viewed the barriers that inhibit

the implementation of hypertension
management guidelines in Canada1

neglected to mention what might be
one of the most important factors: the
powerful influence of pharmaceutical
manufacturers’ marketing campaigns
on physician practice patterns.2 The
freebie phenomenon was addressed in
a news item in the same issue of
CMAJ in which the review appeared.3

Flip through the pages of that particu-
lar issue and you will come across 5
glossy advertisements promoting an-
giotensin-converting-enzyme in-
hibitors or AT1 receptor blockers in
the treatment of hypertension. Clini-
cal practice guidelines are reflected
only in footnotes in tiny print stating
that the drugs being advertised are in-
dicated when treatment with diuretics
or β-blockers is ineffective or not ap-
propriate.

If the groups that create clinical
practice guidelines are wondering how
to influence physicians’ practices more
effectively across the country, perhaps
they should take a lesson from the
drug companies: give out lots of free
samples and promotional items, host
elaborate events at which physicians
are told about the excellent safety and
tolerability profiles of the recom-
mended drugs and place glossy 2-page
ads in each issue of CMAJ. Appar-
ently, it works.
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Choosing family medicine

As a third-year medical student try-
ing to choose a specialty, I was in-

terested in your recent article on the
residency match.1 I am attracted to fam-
ily medicine’s breadth and its emphasis
on the total care of the patient. I recog-
nize the value of continuity of care: by
knowing your patients, you can see
their medical problems in context. In
other words, you can treat the patient,
not just the disease.

However, to a person in his 20s, the
concept of continuity of care can seem
stifling: “For the good of your patients,
you must never leave!” What if you are
a family physician who ends up in an
underserviced community and after a
few years you are miserable? If you
pack up and leave, you betray your pa-
tients. Furthermore, the energy (and
money) you invested in your practice
may be lost.

Sadly, most family physicians must
become business managers as well as

doctors: they must buy their equip-
ment, hire staff, recruit patients, strug-
gle with office expenses and hope that
their practice stays afloat. Sometimes it
seems much more attractive to work as
an internist in a hospital because the of-
fice, the equipment and even the pa-
tients may be provided. Thus, you are
free to practise medicine instead of try-
ing to run a business. You are also sur-
rounded by colleagues with whom you
can discuss cases, socialize and engage
in research projects.

On one hand, being a family doctor
who provides total care seems exciting.
On the other hand, I am scared that in
doing so I will be trapped forever in
some isolated community, cut off from
the world of research and buried under
a mountain of office expenses and pa-
perwork.

Colin Stevenson
Medical student
Faculty of Health Sciences
Queen’s University
Kingston, Ont.

Reference
1. Sullivan P. Family medicine loses lustre as students

“vote with feet” in 2001 residency match. CMAJ
2001;164(8):1194.

Iwas surprised your article on the
2001 residency match1 did not men-

tion the introduction of the 2-year fam-
ily medicine residency, albeit almost 10
years ago, as a factor in the declining
popularity of family medicine among
medical students.

I graduated from Dalhousie in 2000
and am currently a first-year resident in
anesthesia. During medical school I
considered a career in family medicine
and enjoyed my rotations in it during
clerkship. I would love to have had a
chance to practise it for a few years be-
fore ultimately deciding whether to
specialize further. However, my deci-
sion to apply only to anesthesia was
based, among other reasons, on the be-
lief that it would not be worth losing 1
to 2 years of training (which is the cost
of doing a 2-year family medicine resi-
dency and later beginning in another
specialty program and having to repeat
PGY-1 or PGY-2 or both). This and
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the uncertainty that a position would be
available in the specialty of my choice
after several years in family practice
were the 2 main reasons I did not
choose family medicine.

We should consider reintroducing a
1-year rotating internship as qualifica-
tion for practising family medicine.
Many students finishing medical school
feel they are not ready to choose a spe-
cialty, and it is likely that more of them
would try family medicine if they knew
they could later enter a different train-
ing program without losing time. Pre-
sumably, many of the students trying
family medicine would enjoy their work
experience and stay. If some chose to
do further training after a few years in
family practice, they would be better
physicians because of the experience. In
addition, at any given time the total
workforce of family physicians would
be larger, helping to alleviate at least
some of the shortages we’re currently
experiencing.
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Hand-held brain extenders

Iread with interest Michelle Greiver’s
discussion of the use of a Palm Pilot

(“hand-held brain extender”) in her
practice.1 She stated that her patients
have not found her Palm to be intru-
sive; rather, they appreciate the extra
information that she can now bring to
their health care.

My experience has been similar. In
the spring of 2000, I asked 12 of my pa-
tients to fill out an anonymous ques-
tionnaire after I used a handheld per-
sonal computer during my encounter
with them. None of the patients re-
ported having any negative thoughts or
feelings about my use of a handheld
personal computer during our visit, and

9 of them were impressed that I used
one: they felt that I was “up to date.” 

Gavin Greenfield
Family physician
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[The author responds:]

Ithank Gavin Greenfield for his com-
ments on my article.1 I think that re-

search on the acceptability of this tech-
nology and the barriers to its use for
both patients and health care providers
may be warranted, owing to the in-
creasing use of personal digital assis-
tants in the medical field. CMAJ has
started publishing the table of contents
for each issue as well as selected articles
in a format compatible with handheld
devices (www.cma.ca/cmaj/etoc/etoc-
pda.htm).

In a recent article on problems in
clinical judgement, Donald Redelmeier
and colleagues noted that computerized
diagnostic tools have been found to be
inferior to a clinician’s judgement.2 I
think that the use of a personal digital
assistant is qualitatively different from

the use of a PC-based diagnostic tool, as
the handheld does not supplant, but
rather supplements, the clinician’s skills. 

I have found that my Palm helps me
by providing information nuggets in a
just-in-time manner and diagnostic in-
formation to supplement my decision-
making. One example of this would be
the Wells table for diagnosis of deep
vein thrombosis.3 However, such anec-
dotal reports may not necessarily reflect
actual changes in patient care; clinical
trials are needed to compare outcomes
with and without Palm-based clinical
tools. I look forward to reading the re-
sults of such trials in future issues of
eCMAJ.
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Submitting letters

Letters may be submitted via our Web site or by mail, courier, email
(pubs@cma.ca) or fax. They should be no more than 250 words long and must be
signed by all authors. A signed copy of letters submitted by email must be sent
subsequently to CMAJ by fax or regular mail. Letters written in response to an
article published in CMAJ must be submitted within 2 months of the article’s
publication date. CMAJ corresponds only with the authors of accepted letters.
Letters are subject to editing and abridgement.

eLetters

We encourage readers to submit letters to the editor via the eLetters service on our
Web site (www.cma.ca/cmaj). Our aim is to post by the next business day
correspondence that contributes significantly to the topic under discussion. eLetters
will be appended to the article in question in eCMAJ and will also be considered
for print publication in CMAJ. Beginning with the Aug. 22, 2000, issue, eLetters can
be submitted by clicking on the mailbox icon at the end of the HTML text of any
eCMAJ article.


