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our responsibility, not that of
endocrinologists, respirologists, or
neurologists.
We also know about prevention,

screening, critical appraisal of the
medical literature, patient educa-
tion, evidence-based medicine, cost-
effective use of medical resources,
and innumerable other topics; we
must share that knowledge with our
peers. Our specialist colleagues can
claim expertise in other areas, such
as the latest drugs, the latest tech-
nologies, results of the latest trials,
and the details of pathophysiology.
These areas, however, are usually
outside of our daily practices and
educational needs.

Another reason to become a pre-
senter at the ASA is for the personal
rewards: traveling to beautiful parts
of Canada, such as Banff and
Quebec City (and Vancouver for
the 1996 ASA); the chance to meet
colleagues with similar interests;
and the enhanced self-esteem that
comes with acquiring a new skill.

For all of these reasons and more,
the ASA wants you to offer your

services by presenting the topic of
your choice at a future meeting. But
are you ready? How can you muster
the nerve to stand in front of your
peers?

There are ways of minimizing
the intimidation many potential
speakers experience: 1) observe
good speakers and take note of
what makes them good; 2) learn
how to lead workshops by taking
courses offered by such groups as
the Section of Teachers of Family
Medicine; 3) consider taking an
intensive seminar on medical pre-
sentation skills, such as the 1-day
workshop offered as a preconfer-
ence day at this year's ASA; 4) prac-
tise speaking at your own hospital in
front of a familiar audience; and
5) read books on how to speak on
medical topics. In short, train your-
self as you would for any other skill!

In an editorial' 3 years ago, Dr
Tony Dixon urged family physicians
to become active contributors to the
medical literature rather than pas-
sive consumers. Specifically, he
wanted more family physicians to

,...........................................

write for Canadian Family Physician;
judging from the January 1994
issue, he has his wish. All but one of
the 10 excellent articles in that issue
were written or co-authored by our
peers, Canadian family physicians.

This is the vision that I have for
the national ASA: family physicians
being active contributors to CME
and being speakers and workshop
leaders with the skills and expertise
to educate their peers effectively.

Will you help? U
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Family and Community Medicine at St
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Threat oflitigation
How does it affect
family practice?
WALTER W. ROSSER, MD, CCFP

T his year marks the 10th
anniversary of the Canadian

Medical Protective Association's
(CMPA) restructuring of member-
ship fees from a single fee for all
members to a fee related to risk of
lawsuit according to specialty. The
specific effect of these changes on
family physicians was to double or
triple the fees for those providing
obstetric, anesthesia, or emergency
medicine services compared with
those in office-based family practice.
The discussion during the early

1980s brought forward a number of
views, including the idea that the

restructuring of membership fees
signaled Canadian medicine's
entering the downward spiral
toward a malpractice crisis similar
to that experienced in the United
States. Others predicted an exodus
from some specialties and anticipat-
ed that family physicians would stop
practising obstetrics, anesthesia;
and emergency medicine resulting
in an accessibility crisis, most
notable in smaller communities.
Higher CMPA fees would also deter
young family physicians from start-
ing obstetric practice and prevent
them from taking extra training in
anesthesia or emergency medicine,
further eroding the operation of
small hospitals.'

In 1988, a survey2 of how the
threat of litigation affected patterns
of family practice found that

substantial change had occurred
since 1983. As many as 45% of
family physicians who provided
obstetric service in rural Ontario
had stopped. Many family physi-
cians had stopped administering
anesthetics, and others had reduced
their work in emergency rooms.
Lifestyle reasons were cited most
frequently as the most important
cause of these changes, but the
threat of litigation was usually the
second or third most important
cause.2

In both the 19882 survey and the
survey reported in this issue by
Cook and Neff (page 689), family
physicians claimed to have more
discussions with patients about the
risks of therapies and to spend more
time documenting clinical activities.
Family physicians in practice for
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more than 10 years complained of a
deteriorating practice atmosphere
characterized by evidence of defen-
sive medicine, including strained
doctor-patient relationships,
increased use of laboratory tests and
x-ray examinations, and lower
referral thresholds
for consultations.2'3
Woodward and Fr 1. IfRi

Rosser2 reported c tifl
that the most dra-
matic changes in -
physicians' behav -
iour were in rural -
Ontario. In 1983, 1
85% of family physi-
cians provided
obstetric service, 4
while in 1988 only S N -
39.7% reported pro- a -
viding the same ser-
vice. The lowest :
level of provision of
obstetric services Figsr2. Ni
was 17% among
urban physicians in
Quebec. Much of
this decline was -
attributed to family
physicians who 3 -
delivered 15 or
fewer babies annual-
ly and believed the : -
increased CMPA fee

14made continuing i.
their obstetric prac-
tice financially unre-
warding. Less
notable changes in
the provision of emergency medi-
cine and anesthesia service have
been reported.2 In 1994, sporadic
reports suggest that rural hospitals
are finding it increasingly difficult to
maintain emergency, obstetric, and
anesthesia service, but no one could
describe the situation as a crisis.

Anxiety in family practice
Feedback from family physicians in
both surveys (1988 and 1994) indi-
cates that increased anxiety about
646 Canadian Family Physician VOL 40: April 1994

litigation has adversely affected
medical practice. Most physicians
complain that they do not feel free
to practise the quality of medicine
for which they strive and that med-
ical practice is less satisfying than it
used to be; this is especially true of
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family physicians who have been in
practice for more than 10 years.2'

Provincial government documen-
tation of test ordering shows a
steady, and sometimes dramatic,
increase for all types of investiga-
tions. In spite of a recent report that
shows no benefit to doing ultra-
sonography examinations in low-
risk pregnancy during prenatal care,
some provinces report an average of
more than three ultrasound exami-
nations for every pregnancy.

Patients do not benefit from
excessive investigations, which
could in fact be harmful, and the
time and risk involved in unneces-
sary consultations and subsequent
investigation is also not beneficial.
Patients are also taxpayers who

must financially sup-
port all activities

ident generated by the
perception of a liti-

_ gious atmosphere. It
is difficult to esti-
mate the cost of
defensive medicine,
but it appears to

__ .._._ contribute greatly to
health care costs.
The medical pro-

__._...._ .. fession appears to
believe there has

9.;' been a dramatic rise
. : in litigation, but this

.4;.;t_ - ^.is not substantiated
ers by CMPA statistics

during the past
10 years. Figures 1
and 2 illustrate the
trends in complaints
against physicians
who are CMPA
members and the
number of legal
actions initiated

. against CMPA
inss .members during the

past few years. They
show relative stabili-

* -1..:ty and maintenance
of almost an eight-

fold difference between American
and Canadian risks for litigation.
One caution is found in a recent

report4 from Holland suggesting
that all "defensive" medicine might
not.be attributed to litigation con-
cerns but could be caused by physi-
cians worrying about the
physician-patient relationship or
by concern over diagnostic uncer-
tainty.4 This report suggests that
further rese.arch to understand
defensive medicine fully and its
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cause and effect on our system is
required.5

Competing interests
Ten years after introducing a fee
structure according to risk for each
specialty, the CMPA should be satis-
fied with the apparent stability of
the situation in Canada. The CMPA
and the provincial licensing bodies
have seen a heightened awareness of
medicolegal issues. Provincial licens-
ing bodies believe that the greater
the concern about the threat of law-
suits, the more cautious physicians
will be about their practice behav-
iour; thus, the number of physician
performance problems should be
minimized. Although not stated
publicly, both the CMPA and the
provincial licensing bodies are likely
to regard the current stability as sat-
isfactory and might wish to main-
tain physician anxiety at the same or
higher levels.

The legal profession has a great
deal to gain from maintaining the
status quo. The tort system of deal-
ing with all medical misadventures
generates a substantial amount of
prelitigation and litigation work.
Misadventure is a broad term cov-
ering all adverse outcomes of med-
ical intervention, while malpractice
is related to physician negligence.
The expense generated by the

present system prompted the deputy
ministers of federal and provincial
governments to fund a large-scale
study on liability and compensation
in health care, which was reported in
1990.3 The report's 67 recommen-
dations covered three broad con-
cepts: 1) that the current tort system
be improved; 2) that there should be
increased efforts to stimulate activi-
ties by health care providers to
reduce the risks for medical misad-
venture; and 3) that a no-fault style
compensation system for those who
suffer damage that affects function
from medical misadventure be devel-
oped. Unfortunately, few, if any, of

these recommendations have yet
been incorporated into federal or
provincial health care systems.
The most poignant example of

lawyers benefiting from the current
system is the practice of categoriz-
ing catastrophic irmmunization reac-
tion as medical malpractice. It is
well documented that fewer than
one child per million receiving
immunization will suffer a severe
reaction resulting in permanent dis-
ability. Unfortunately, there is no
way of predicting which child is
likely to suffer a severe reaction.
Litigation against vaccine manufac-
turers and the nurses or physicians
who deliver the vaccine for mal-
practice seems inappropriate but is
the only recourse available to those
suffering this unfortunate event. In
1989, it was estimated that more
than $300 million worth of lawsuits
for vaccine reactions were outstand-
ing. An estimate suggests that, if all
suits were settled, approximately
75% of that money would be con-
sumed in legal fees.
The benefits to society of immu-

nization are such that society should
bear the relatively small cost of com-
pensating the family of any child
who suffers a marked adverse reac-
tion due to immunization. A com-
pensation method for all problems
known in 1989 was estimated to cost
a maximum of $2 million per year
(such mechanisms already exist in
some European countries).6 Lawyers
oppose such a change, and currently
the legal profession is promoting the
introduction of contingency fees in
several provinces. The present argu-
ment is that too many people who
sue for malpractice are deterred
from doing so by the tort system.
One might conclude that both the
present and proposed systems serve
the interests of the legal profession.

Just approach to malpractice
When a true malpractice disaster
occurs, the enormous cost that

might be involved in pursuing the
problem through the tort system
deters many patients from pursuing
redress. A compensation board sys-
tem would offer a more just
approach to dealing with medical
malpractice from the consumers'
viewpoint, as there is considerable
evidence that consumers are not
particularly well served by the pre-
sent system. Although lawyers argue
that contingency fees will allow
everyone with legitimate malprac-
tice complaints to pursue them, a
no-fault compensation system
would address this issue at a much
lower cost.

Fortunately, many of the dire pre-
dictions of the early 1980s have not
come to pass, but maintenance of
the status quo might not have been
in everyone's best interest. The
CMPA must be satisfied with the
outcome of their predictions of the
early 1980s and the introduction of
risk-driven fees.
The CMPA could reduce physi-

cians' anxiety further by augment-
ing manuals outlining low- and
high-risk activities and by describ-
ing appropriate guidelines for
reducing risk. Such manuals could
lower existing anxiety and might
reduce the number of excess tests
and referrals. It would be beneficial
to both licensing bodies and the
CMPA if a no-fault compensation
mechanism could be developed for
immunization disasters and medical
malpractice. Health care workers
should strongly oppose the legal
profession's quest for contingency
fees and lawyers' opposition to no-
fault compensation mechanisms.

All physicians should continue to
improve methods of assuring the
quality of care. Physicians should
demand from their licensing bodies
and the CMPA guidelines on identi-
fying high-risk procedures and high-
risk behaviour as well as guidelines
on how to practise efficient, cost-
effective, and low-risk medicine.
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HIV/AIDS RESOURCE NOW AVAILABLE

GUIDE DES SOINS POUR LA MALADIE A VIHISIDA
MAINTENANT DISPONIBLE

A Comprehensive Guide for the Tous les intervenants et profession-
Care of Persons with HIV Disease: nels de la sante canadiens peuvent
Module I - Men, Women, and maintenant se procurer une copie de
Adolescents is now available on la publication intitulee Un Guide
request to all Canadian health care complet des soins aux personnes
providers. Recently published by atteintes de la maladle a VIH -Module 1: Adultes - Hommes, fem-
the College of Family Physicians of mes et adolescents. Recemment
Canada (CFPC) and Health Canada p

'publie' par le Coll'ege des me'decins
the Module contains guidelines for de famille du Canada (CMFC) et
the clinical management of HIV dis- Sant Canada, le Module contient les
ease and AIDS. Following the lignes directrices pour le traitement
sequence of patient presentation clinique de la maladie a VIH et du
in the physician's office, the sida. Suivant la sequence de la visite
Guide's topics include testing and du patient au cabinet du medecin, le
counseling, the asymptomatic Guide aborde differents aspects tels
patient, opportunistic infections le counselling et les epreuves de
and palliative care. Major psy- . depistage, le patient asymptomati-
chosocial issues, as they relate to . que, les infections opportunistes et
HIV disease, are also addressed les soins palliatifs. Le Module exami-

. ne egalement de facon concise lesconcisely in Module 1. c principaux aspects psychosociaux
This publication was developed by relies a la maladie a VIH.
a multidisciplinarY committee, . Cette publication fut elaboree par
brought together by the CFPC, un comite multidisciplinaire mis sur
under the chairmanship of Dr. Ian pied par le CMFC et preside par le
Bowmer. Module I was specifically Dr Ian Bowmer. Le Module 1 est spe&
intended for family physicians who cifiquement concu pour les mede-
are new to the management of HIV cins de famille, et surtout ceux pour
disease. It is concise, clinically rele- qui la maladie a VIH est une entite
vant and a useful resource for nouvelle. C'est un ouvrage concis,
physicians and caregivers, both pro- pertinent sur le plan clinique et utile
fessionals and those working in the aux medecins de famille, aux profes-

sionnels de la sante et a tous lescommunity. Information on commu- i d
.intervenants de l-a communaute'.

nity groups and organizations is. . ~~~~~Vousy trouverez e'galement une
also included for easy reference. liste des diffrents organismes et

There is no charge or distribution groupements communautaires.
fee to obtain Module I of the com- Vous pouvez vous procurer sans frais
prehensive care guide. All requests une copie du Module I de ce Guide.
for English and French copies Veuillez adresser vos demandes de
should be directed to: copies franqaises ou anglaises a:

Canadian Public Health LAssociation canadienne
Association de sante publique
National AIDS Clearinghouse Centre national de documentation
1565 Carling Avenue sur le sida
Suite 400 1565 avenue Carling, porte 400
Ottawa, Ontario K1Z 8R1 Ottawa, Ontario KIZ 8RI.
Phone (613) 725 3769 .Telephone (613) 725-3769
FAX (613) 725 9826 Telecopieur (613) 725-9826
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Consumers should demand a system
that provides compensation for those
injured by health care procedures,
such as immunization or medical
misadventure, without the risks
inherent in an adversarial system of
litigation.

I hope that a further review
10 years from now will find a sys-
tem that has reduced physicians'
anxiety and provided fairer com-
pensation to consumers suffering
from medical misadventure while
maintaining the stability that has
characterized the past 10 years in
Canada.

Dr Rosser, a Fellow of the College, is
Professor and Chairman in the Department of
Family and Community Medicine at the
Universit_ of Toronto.
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La menace
de poursuites
Quels en sont les effets
sur l'exerczce
de la midecinefamiliale?
WALTER W. ROSSER, MD, CCMF

L 'Association canadienne de
protection medicale (ACPM)

celbre cette annee le 10e anniver-
saire de la restructuration du
bareme de ses cotisations. En effet,
c'est en 1984 qu'elle abandonnait le
principe d'une cotisation uniforme
pour tous ses membres et qu'elle
instaurait un bareme de cotisations
base sur un risque de poursuite
variable selon les differentes specia-
lites. L'effet specifique de ces chan-
gements sur les medecins de famille
fut de doubler ou de tripler les coti-
sations pour les medecins qui dis-
pensent des services d'obstetrique,
d'anesthesie ou de medecine d'ur-
gence comparativement aux mede-
cins dont l'exercice de la medecine
familiale se limite aux visites en
cabinet de consultation.
Au debut des annees 1980, la dis-

cussion a fait ressortir un certain
nombre de points de vue, entre
autres l'hypothese voulant que la
restructuration des cotisations ris-
quait d'entrainer la medecine cana-
dienne dans une spirale
descendante vers une crise de pour-
suites legales semblable a celle
vecue aux Etats-Unis. D'autres ont
predit un exode massif dans certai-
nes specialites et ont anticipe que
les medecins de famille abandonne-
raient la pratique de l'obstetrique,
de l'anesthesie et de la medecine
d'urgence, provoquant ainsi un etat
de crise au niveau de l'accessibilite
aux soins, surtout dans les petites
communautes. L'augmentation des
cotisations a 1'ACPM dissuaderait
egalement les jeunes medecins de
famille a debuter une pratique obs-
tetricale et les detournerait de la

formation supplementaire en anes-
thesie ou en medecine d'urgence,
aggravant ainsi le fonctionnement
des petits hopitaux.'
En 1988, une enquete2 portant

sur les menaces de poursuites lega-
les et leurs effets sur les modes de
pratique des medecins de famille
revelait que des changements sub-
stantiels etaient survenus depuis
1983. Quarante-cinq pourcent des
medecins de famille oeuvrant dans
les regions rurales de l'Ontario
avaient cesse de dispenser des soins
obste'tricaux. De nombreux mede-
cins de famille avaient abandonne
l'administration des substances
anesthesiques, et d'autres avaient
reduit leur implication dans les
soins d'urgence. Les raisons les plus
frequemment invoquees pour justi-
fier ces changements etaient reliees
au mode de vie mais, sur la liste des
causes les plus importantes, la
menace de poursuites 1egales arri-
vait en deuxieme ou troisieme
place.

Dans l'enquete de 19882 et dans
l'enquete effectuee par Cook et Neff
publiee dans ce numero (page 689),
les medecins de famille affirment
devoir consacrer plus de temps aux
discussions avec les patients sur les
risques des therapies et plus de
temps a documenter leurs activites
cliniques. Les medecins de famille
qui exercent depuis plus de 10 ans
se sont plaints de la deterioration du
climat de la pratique, caracte%rise
maintenant par une medecine
defensive comportant des relations
medecin-patient plus tendues, une
augmentation des epreuves de labo-
ratoire et des radiographies et une
reduction des seuils pour demander
une consultation.2'3

Le rapport de Woodward et
Rosser2 mentionnait que les change-
ments les plus drastiques dans les
comportements des me'decins se
sont produits dans les regions rura-
les de l'Ontario. En 1983, 85% des
medecins de famille dispensaient des

services obstetricaux, alors qu'en
1988, seulement 39,7% disaient
fournir les memes services. Le plus
faible taux observe quant a la parti-
cipation aux services obstetricaux
fut de 17% chez les medecins des
regions urbaines du Quebec. A
noter qu'une bonne partie de ce
declin fut attribue aux medecins de
famille qui effectuaient moins de 15
accouchements par annee et qui
etaient d'avis que l'augmentation
des cotisations a I'ACPM rendrait
leur pratique obste'tricale non renta-
ble financierement. On a rapporte"
des changements moins importants
dans la prestation des services
d'anesthesie et de medecine d'ur-
gence. En 1994, des rapports spora-
diques indiquent que les hopitaux
de milieu rural eprouvent de plus en
plus de difficultes a maintenir leurs
services d'urgence, d'anesthesie et
d'obstetrique, mais personne ne va
jusqu'a parler de crise.

Anxiete reliee a 1'exercice
de la medecine familiale
Dans les enquetes effectuees en
1988 et 1994, les commentaires des
medecins de famille indiquent que
le niveau croissant d'anxiete entou-
rant la menace de poursuites a un
effet defavorable sur l'exercice de la
medecine. La plupart des medecins
se plaignent d'un sentiment d'ab-
sence de liberte pour exercer la
qualite de medecine qu'ils s'effor-
cent de mettre en pratique et d'une
baisse de leur niveau de satisfaction
a exercer la medecine; ce constat
s'avere particulierement vrai chez
les medecins de famille en exercice
depuis plus de 10 ans.2"3

Les gouvernements provinciaux
disposent de rapports demontrant
une augmentation croissante et par-
fois spectaculaire de tous les types
d'analyses de biologie medicale.
Malgre la publication recente d'un
rapport demontrant l'absence
d'avantages a effectuer des echogra-
phies prenatales dans les grossesses

1e Medecin defamille canadien VOL 40: auil 1994 655
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a faible risque, certaines provinces
rapportent une moyenne de plus de
trois echographies par grossesse.

Les patients ne retirent aucun
avantage de cet exces d'investiga-
tions qui, de fait, peuvent s'averer
nuisibles. I1 en est de meme du
temps et des risques
associes aux consul-
tations inutiles, les-
quelles entrainent
des investigations
supplementaires. Les
patients sont egale-
ment les payeurs de
taxes et ils doivent
supporter financi&e-
rement toutes les
activites generees
par la perception
d'un climat de pour-
suites. I1 est difficile
d'evaluer le cofit de
la medecine defen-
sive mais elle semble
contribuer grande-
ment a la hausse du
cout des soins de
sant6.
La profession

medicale semble
croire que le nom-
bre des poursuites a
grimpe de facon
spectaculaire, ce qui
n est pas le cas selon
les statistiques de
1'ACPM portant sur -
les dix derni&eres
annees. Les Figures 1
et 2 illustrent les tendances dans les
plaintes contre les medecins mem-

bres de 1'ACPM et le nombre de
poursuites legales intentees contre
les membres de 1'ACPM au cours

des quelques dernieres annees. On
y constate une stabilite relative et le
maintien d'un rapport de 8:1 entre
les risques de poursuites contre les
medecins americains et les mede-
cins canadiens.

Un rapport recent4 en prove-

nance de la Hollande est plus
656 Le MedeciM defamille canadien VOLJ 40: av'il 1994

circonspect et suggere que toute
cette medecine "defensive" pourrait
ne pas etre attribuable A la menace
de poursuites mais plutot aux
m6eccins devenus pr6occupes par
la relation m6decin-patient ou deve-
nus inquiets de l'incertitude dia-

gnostique.4 Ce rapport suggere de
poursuivre les recherches afin de
mieux comprendre la medecine
preventive, ses causes et ses effets
sur notre systeme de soins.'

Interets conflictuels
Dix ans apres l'introduction de son

bareme de cotisations base sur un

risque variable en fonction de cha-
cune des specialites, I'ACPM
devrait etre satisfaite de la stabilite
apparente de la situation au

Canada. L'ACPM et les Ordres des
mtdecins du Canada ont constat6
un inter&t accru autour des ques-
tions medicolegales. Les organismes
provinciaux responsables d'emettre
les permis d'exercice sont d'avis que
plus les medecins sont preoccupds

par la menace de
poursuites, plus ils
sont prudents dans
leur comportement
de pratique, ce qui
devrait reduire le
nombre de probld-
mes relies A la per-
formance des
medecins. Sans le
dire ouvertement,
1'ACPM et les
Ordres provinciaux
des medecins consi-
d&rent probable-

. ment la stabilite
actuelle comme
etant satisfaisante et
pourraient souhaiter

. que l'anxiete des
medecins se main-
tienne au meme
niveau ou aille en
augmentant.

Les avocats ont
beaucoup a gagner
avec le maintien du
statu quo. Le sys-
tdme base sur la
notion de prejudice
les implique dans
toutes les mesaven-
tures medicales, ce

qui gdnere une quantite importante
de travail relie a la preparation de
la poursuite et a la poursuite elle-
m&me. La mesaventure est un

terme large couvrant tous les resul-
tats defavorables suite A l'interven-
tion medicale, alors que la faute
professionnelle est reli6e a la negli-
gence du medecin.

Les depenses generees par le sys-
teme actuel ont incite les ministres
des gouvernements federal et pro-

vinciaux a financer une etude a

?gure. 1. Rapportsds i Acerna.t les
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grande echelle sur la responsabilite
et l'indemnisation touchant les soins
de sante; ce rapport a ete remis en
1990.3 Les 67 recommandations du
rapport abordent trois vastes con-
cepts: 1) amelioration du systeme
actuel base sur la notion de preju-
dice; 2) efforts accrus afin de stimu-
ler chez les dispensateurs de soins de
sante des activites visant a reduire
les risques de mesaventures medica-
les; et 3) creation d'un systeme
d'indemnisation base sur I'absence
de culpabilite pour venir en aide
aux victimes dont le fonctionnement
est altere suite a une mesaventure
medicale. Malheureusement, tres
peu, sinon aucune de ces recom-
mandations n'a ete integree dans les
systemes federal et provinciaux de
soins de sante.

L'exemple le plus troublant
d'avocats profitant du systeme
actuel consiste a classer les reactions
catastrophiques post-immunisation
dans la categorie des negligences
medicales. I1 est bien documente
que sur un million d'enfants vacci-
nes, moins de un souffrira d'une
reaction grave entrafnant une inva-
lidite permanente. I1 n'existe mal-
heureusement aucun moyen de
predire ceux qui sont a risque de
presenter cette reaction. Les pour-
suites pour negligence contre les
fabricants de vaccins et les infirmie-
res ou les meciecins qui adminis-
trent ces vaccins semblent tout a fait
inappropriees mais, pour les victi-
mes de ce malheureux incident,
c'est le seul recours possible. En
1989, on estimait a plus de 300
millions $ le montant des poursuites
en suspens pour des reactions suite
a l'administration de vaccins. Un
estime suggere que si toutes les
poursuites etaient reglees, 75% de
cette somme serait absorbee par les
frais juridiques.

Les avantages de l'immunisation
sont tellement importants que la
societe devrait assumer le cou't rela-
tivement minime d'indemniser la

famille de tout enfant qui presente
une forte reaction indesirable suite
a une vaccination. On a estime
qu'une methode d'indemnisation
pour tous les problemes connus en
1989 coufterait au maximum 2
millions $ par annee (de telles
methodes existent deja dans cer-
tains pays d'Europe).6 Les avocats
s'opposent a un tel changement. La
profession juridique tente actuelle-
ment de promouvoir dans plusieurs
provinces la mise sur pied d'un
fonds pour parer a toute eventua-
lite. L'argumentation actuelle veut
que trop d'individus qui poursui-
vent pour negligence sont bloques
par le systeme base sur la notion de
prejudice. II devient donc facile de
conclure que le systeme actuel et le
systeme propose servent les interets
de la profession juridique.

Approche equitable a la
negligence professionnelle
En presence d'un veritable desastre
suite a une negligence, les cofuts
enormes engendres par la pour-
suite legale du probleme dans un
systeme base sur la notion de preju-
dice cause peuvent dissuader beau-
coup de patients d'intenter un
recours. Un systeme comportant
un Bureau d'indemnisation per-
mettrait une approche plus juste
face aux cas de negligence medi-
cale, selon le point de vue des con-
sommateurs. II existe de
nombreuses preuves demontrant
que le systeme actuel ne rend pas
justice aux consommateurs. Meme
si les avocats trouvent tous les argu-
ments pour dire que la creation
d'un fonds pour parer aux eventua-
lites permettrait a tous ceux qui
croient legitimement avoir ete victi-
mes de negligence de pouvoir pour-
suivre en justice, un systeme
d'indemnisation base sur la non-
culpabilite serait beaucoup moins
onereux pour regler ce probleme.

Heureusement, de nombreuses
predictions faites au debut des

annees 1980 ne se sont pas realisees
mais le maintien du statu quo n'a
pas t necessairement dans le
meilleur interet de tous. L'ACPM se
dit suirement satisfaite de la realisa-
tion de ses predictions du debut des
annees 1980 et de l'introduction
d'un bareme de cotisations base sur
les risques encourus.
L'ACPM pourrait contribuer a

reduire davantage l'anxiete des
medecins par la publication de
documents decrivant les activites a
faible risque et a haut risque et en
offrant des lignes directrices visant a
reduire les risques. Une telle docu-
mentation reduirait le niveau actuel
d'anxiete et contribuerait a reduire
le nombre excessif d'epreuves de
laboratoire et de consultations. II
serait avantageux, autant pour les
organismes charges d'emettre les
permis d'exercice que pour
1'ACPM, d'instaurer un mecanisme
d'indemnisation oiu la notion de
culpabilite n'existe pas dans les cas
de desastres post-immunisation et
de negligence medicale. Les tra-
vailleurs de la sante devraient
s'opposer fermement a la demande
de la profession juridique de mettre
sur pied un fonds pour parer aux
eventualites et a l'opposition des
avocats face aux mecanismes
d'indemnisation dans un systeme de
non-culpabilite .

Tous les medecins devraient con-
tinuer d'ameliorer les methodes
visant la qualite des soins. Ils
devraient demander aux Ordres
des medecins et a I'ACPM des
lignes directrices concernant l'iden-
tification des techniques et des
comportements a haut risque et des
principes directeurs sur la facon de
pratiquer une medecine efficiente,
rentable pour le systeme et a faible
risque. Quant aux beneficiaires, ils
devraient exiger un systeme qui
prevoit une indemnisation pour les
victimes d'actes techniques, par
exemple la vaccination ou les mes-
aventures medicales, sans les
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POINT DE VUE * EDITORIAUX

risques inherents au systeme de
poursuites legales oiu des adversai-
res s affrontent.

J'ose esperer que, dans 10 ans,
une revue retrospective nous per-
mettra de constater la mise en place
d'un systeme oiu l'anxiete des mede-
cins sera reduite et oiu les beneficiai-
res auront une indemnisation plus
equitable suite aux mesaventures
medicales tout en maintenant la sta-
bilite que l'on connait au Canada
depuis 10 ans. U

Dr Rosser,fellow du College, estprofesseur
titulaire et directeur du Departement de mide-
cinefamiliale et communautaire a l'Universiti
de Toronto.

Adressez vos demandes de tires a

part au Dr Walter W Rosser, Department
of Family and Community Medicine,
Universi_y of Toronto, 620 University Ave, 8th
Floor, Toronto, ON M5G 2CL.
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