
Debate about our youngest
doctor continues

As there seems to be a contest on
bragging rights as to who gradu-

ated from medical school at the
youngest age, how about my contribu-
tion?1,2

I am Jewish and I grew up in Hol-
land. As such, I am a survivor of the
Holocaust. I was in hiding from late
August 1942 until we were liberated by
Canadian troops in April 1945. I gradu-
ated from medical school at the Uni-
versity of Utrecht in June 1950, when I
was 21 years old.

Maurits Gans
Family physician (ret’d)
Exeter, Ont.
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Igraduated from Dalhousie Univer-
sity in 1978 well before I turned 23

and was in practice by the time I was
23. Also, before Newfoundland
changed its final year of high school
from Grade 11 to Grade 12, I heard
that Memorial University produced a
fair number of graduates at the same
tender age, and I even heard of one
who squeaked through at age 21. I
don’t think we need to turn to
Scotland1 to find our youngest practi-
tioners!

George Burden
Physician
Elmsdale, NS
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Is there some type of contest re:
Canada’s youngest medical grad-

uate?1 If so, I guess I could mention my
own graduation from Queen’s in 1947.
At age 21, I was the youngest in my
class. At our 5-year reunions, 2 or 3 of

my classmates would invariably ask me
for my actual birthdate to make sure I

was telling the truth!

Gilles Marion
Pediatrician (ret’d)

Ottawa, Ont.
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My fellow Celts, the Scots, have in
the past laid claim to the inven-

tion of 2 well-known Irish contribu-
tions to the human condition, whiskey

and the bagpipes. To be fair, we Irish
did produce the latter as a joke. To the

Scots must go credit for learning how
to play the thing. But now the Caledo-
nians lay claim to being the source of

Canada’s youngest physician.1 My grad-
uation from Queen’s University of

Belfast in 1964 also occurred at the ten-
der age of 22.

Patrick Taylor
Department of Obstetrics

and Gynaecology
St. Paul’s Hospital

Vancouver, BC
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Scotland was not unique in produc-
ing young medical graduates.1,2 To

the credit mainly of my teachers in
England, I also graduated from medical

school 1 month after my 22nd birthday,
in June 1943. Six months later I was a

medical officer in the Royal Army
Medical Corps, eventually bound for

northwest Europe and the First Cana-
dian Army. Perhaps my premature de-

livery into the medical world was not
inappropriate, as I eventually became a

neonatologist.

Paul R. Sywer
Neonatologist (ret’d)

Toronto, Ont.
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[The news and features editor
responds:]

We never knew that our brief side-
bar on Paras Naik1 would result

in such a flood of correspondence about
the age of Canada’s youngest physician.

However, we do remain convinced that
when he graduated last spring, Naik

was the country’s youngest doctor. We
are not disputing the fact that others
may have graduated at a younger age in

the past.

Patrick Sullivan
CMAJ
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MDs, maternity leave and
adopted children

Barbara Lent and colleagues recently
discussed the parental-leave issue in

CMAJ.1 The issue was also raised when
the Ontario Medical Association (OMA)
was negotiating our recent contract. At
first I was pleased that maternity leave
benefits would be available under this
contract, but I was disappointed to learn
that the new program excluded adoptive
mothers. As a newly practising pediatri-
cian with 2 young children adopted in
residency, I recognize the incredible ex-
pense incurred when planning to have a
subsequent child.

In announcing the program, the
OMA said that “most women were en-
couraged to take time to establish
breast-feeding, maternal bonding and
to allow their bodies to recover from
the process of childbirth.” Similarly,
Lent and colleagues stated that “mater-
nity leave allows women time to adapt
to the emotional and physical demands
of motherhood and the change in fam-
ily dynamics, gives them time to spend
with their newborn and provides the
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opportunity for 4 months of exclusive
breast-feeding as recommended by the
Canadian Paediatric Society.”1 With
the exception of physical recovery fol-
lowing birth, these facts apply to both
adopted and biological children.

With this contract, the OMA could
have helped show that all children de-
serve time with their parents after birth.
Its failure to fund maternity benefits for
adoptive mothers will affect few physi-
cians, which also means that it would
cost the OMA very little to extend the
maternity-benefits package to allow for
such leave. Although many think ma-
ternity benefits are to allow for the
mother’s physical recovery, the goals
outlined above do not support this. The
Unemployment Insurance Act was
amended in 1984 to reflect this by pro-
viding 15 weeks of parental benefits to
an adoptive parent.

The real reason that we stay home
with our children is because we love
them and want to provide them with
the best start we can. That should be a
personal goal as well as the goal of all
physicians.

No matter what happens, if I have
another child I will take my maternity
leave, with or without the financial sup-
port of the OMA. This means that I
will incur ongoing office expenses and
lost billings, in addition to adoption
costs of $10 000 to $20 000. However,
my kids need me and I refuse to treat
them differently than biological chil-
dren. Unfortunately, and as with all mi-
nority groups, it is hard to be heard.

Kristen Hallett
Pediatrician
Owen Sound, Ont.
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[One of the authors responds:]

Kristen Hallett underscores quite
clearly the importance of parental

leave, not only for biological mothers
but for fathers and adoptive parents as

well. All physicians welcoming new
children into their families should be
supported to take time away from their
work, so that they can attend to the
changing dynamics of their families and
the physical and psychological well-
being of their children. In writing our
commentary we purposefully used the
words “parental leave for female and
male physicians” to reflect our view
that the issue involves more than just
maternity leave.1

While we laud the Ontario Medical
Association’s new maternity leave bene-
fits, we too were disappointed that these
benefits were not extended to fathers or
to adoptive parents. Our professional
organizations and health care institu-
tions should support physicians’ efforts
to attend to their own and their families’
emotional and physical well-being, so
that we can perform as physicians more
effectively and so that we can contribute
to the health of future generations.

Barbara Lent
Department of Family Medicine
University of Western Ontario
London, Ont.
on behalf of the Gender Issues
Committee of the Council of Ontario 
Faculties of Medicine
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Corrections

Two of the recommendations in the
recently published CMA policy

statement on rural and remote practice
issues were printed incorrectly. The 5th

recommendation is that “a Web site
based compendium of rural experiences

and electives for medical students be
developed, maintained and adequately

funded.” The 6th recommendation is
that “advanced skills acquisition and

maintenance opportunities be provided
to physicians practising in or going to

rural and remote areas.”1
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The name of the 3rd author of a re-
cently published article on labour

induction1 was misspelled: the correct
spelling is Stefan Grzybowski.
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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 300 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.


