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Family medicine alert

I was relieved to read the College’s full 
reaction to the Canadian Resident 

Matching Service (CaRMS) match,1 
after initial statements that the solu-
tion was more involvement in medi-
cal schools. The problem, however, 
is actually worse than the CaRMS 
statistics indicate. One in five family 
medicine residents will end up doing 
a CCFP(EM) year. It is no secret that 
the (EM) designation is pursued largely 
with the intention of forgoing family 
practice for full-time emergency room 
work. If only 24% of all medical students 
are choosing family medicine through 
CaRMS, this means about 80% of new 
doctors will ultimately reject a career in 
traditional family medicine.

The CaRMS statistics are a wake-up 
call to every family physician in Canada. 
However much we promote the posi-
tive aspects of family practice, the fact 
remains that many FPs are not happy in 
their work—with good reason.

Relative to our specialist colleagues, 
the pay stinks. New graduates finish 
school or residency thousands of dol-
lars in debt. I am one of them, and it 
will be years before I am worth more 
than a share of Nortel. Why sacrifice 
family and financial security to attend 
medical school only to spend another 
decade not much better off? When you 
are $80 000 in debt, money does talk.

Medical students lament the lack 
of prestige in family medicine. Here is 
where role modeling in medical school 
is important, because ample disrespect 
is accorded FPs in academic hospitals. 
However, let us be realistic. Hike the pay 
of every FP by 30% and their “prestige” 
will equal that of specialties in a hurry.

Finally, when we fulfilled our dreams 
by getting into medical school, did we 
envision ourselves filling out disability 
forms? Since when does advocating 
for our patients include backing their 

lawsuits over car accidents? And if we 
happen to delay the paperwork to actu-
ally care for patients (or heaven forbid, 
spend a night with our families), we are 
harassed with accusations of prejudice.

Family physicians make up half of 
Canadian physicians, a far more impor-
tant statistic than the results of the 
CaRMS match. Only we are responsible 
for our own well-being, as well as for 
correcting the balance of power in our 
relationships with specialists, govern-
ment, and the insurance industry. Be it 
a national pay standard, a pension plan, 
or primary care reform, there is not any-
thing we should not be able to accom-
plish as a profession if we have the will 
to get over our passivity. Correct the 
problems facing family medicine, and 
the CaRMS trends will reverse quicker 
than we think.

—Franklin Warsh, MD, CCFP

Lower Sackville, NS
by e-mail
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Electric shock 
during pregnancy

Regarding the article1 on electric shock 
during pregnancy, we concur with 

the authors that fetal risk largely depends 
on the path of electric current—often 
involving the gravid uterus en route from 
mother’s hand to foot in case of house-
hold appliances (given the low electricity 
resistance of amniotic fluid and uterine 
muscle). To exemplify this, the authors 
cited the safety of electroconvulsive ther-
apy during pregnancy. It would be even 
more convincing, however, to mention 
use of direct-current cardioversion during 
various stages of gestation, when women 
are treated with electric energies rang-
ing from 50 to 300 J. In such cases, the 
low risk of fetal adverse effects2,3 (despite 
delivery of relatively high-energy electric 
discharge) is attributed to the energy not 
passing through the uterus.

Furthermore, risk of inducing ven-
tricular fibrillation by electric shock 
during the fetal period when the ventri-
cle is most vulnerable is low. According 
to animal experience in mammalian 
hearts almost a century ago,4 a criti-
cal myocardial mass is necessary to 
sustain ventricular fibrillation, thereby 
explaining the relatively unaffected 
fetal rhythm during cardioversion.

—Chui Miu Lam, MRCOG

—Kai Ming Chow, MRCP

Hong Kong
by e-mail

References
1. Golden RD, Einarson A, Koren G. Electric shock during preg-

nancy [Motherisk Update]. Can Fam Physician 2003;49:297-8.
2. Rosemond RL. Cardioversion during pregnancy. JAMA 

1993;269:3167.
3. Page RL. Treatment of arrhythmias during pregnancy. Am 

Heart J 1995;130:871-6.
4. Garrey WE. The nature of fibrillary contraction of the heart: 

its relation to tissue mass and form. Am J Physiol 1914;33:397.

Make your 
views known!
Contact us by e-mail at
letters.editor@cfpc.ca
on the College’s website at www.cfpc.ca
by fax to the Scientific Editor at 
(905) 629-0893 or by mail to
Canadian Family Physician
College of Family Physicians of Canada
2630 Skymark Ave
Mississauga, ON L4W 5A4

…
Faites-vous entendre!
Communiquez avec nous par 
courriel:
letters.editor@cfpc.ca
au site web du Collège: www.cfpc.ca
par télécopieur au Rédacteur scientifique
(905) 629-0893 ou par la poste
Le Médecin de famille canadien
Collège des médecins de famille 
du Canada
2630 avenue Skymark
Mississauga, ON L4W 5A4


