
dehydrogenase deficiency). Newborns
and fetuses are apparently susceptible
to this effect on glutathione reductase
activity and hemolytic crises have
been documented in these patients.5,6

Other evidence links craniosynostosis
to fetal exposure to nitrofurantoin
and drugs with similar chemical
structures.7,8

The US Food and Drug Adminis-
tration continues to list nitrofuran-
toin as a Category B drug (probably
safe). The Canadian Compendium of
Pharmaceuticals and Specialties
(2007) continues to state that nitrofu-
rantoin use is contraindicated in preg-
nancy when patients are close to de-
livery;9 until further data are available,
it would be prudent to follow this
guideline.

Nevio Cimolai
Department of Pathology and
Laboratory Medicine

Children’s and Women’s Health
Centre of British Columbia

Vancouver, BC
Tomas Cimolai
Faculty of Science
University of Alberta
Edmonton, Alta.
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Physicians’ participation in

research

I (the first author) am currently working
with the Motherisk program at the Hos-
pital for Sick Children, where I am help-
ing with a research project that involves
contacting family physicians’ offices,
describing a survey to the nurse or of-
fice manager and inquiring if the physi-
cian would be interested in completing
a 5-minute questionnaire. I have been
very surprised by the number of physi-
cians who report that they do not partic-
ipate in research. In Canadian medical
schools, we are taught that physicians
are expected to practise evidence-based
medicine, which is based on research
findings. Clinicians should play a piv-
otal role in research, because they re-
quire the results of these studies to opti-
mally treat their patients. 

The role of the physician is a de-
manding one, with many time con-
straints. It would be unreasonable to
expect physicians to participate in every
survey that crosses their desk, but we
feel that they should at least consider
the research proposals that are pre-
sented to them, rather than becoming
irritated and immediately discarding
them. Perhaps the exposure of medical
students to role models and the way re-
search is presented within the medical
school curriculum should be evaluated
to ensure that graduating physicians
are open to participating in research.

Shauna Tsuchiya
Second-year medical student
University of Toronto 
Adrienne Einarson
Assistant Director
Motherisk
The Hospital for Sick Children
Toronto, Ont.
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Maintaining ethical

standards in chart audits

My physician recently told me that he
had audited the charts of his patients
with diabetes. I casually asked who had

done the audit for him. He replied, “My
daughter.” My heart dropped; his
daughter is a student nurse in the pro-
gram in which I teach.

In a later conversation I asked if all
identifying information had been re-
moved before the audit took place. It
soon became clear that the physician’s
daughter had had full access to my
medical file.

I feel that during the conduct of this
audit there was a failure to adhere to
several ethical standards. First, patient
privacy and confidentiality were vio-
lated. Second, informed consent was
not obtained, as required by the Tri-
Council Policy Statement: Ethical Con-
duct for Research Involving Humans.1

Third, the CMA Code of Ethics was
breached, particularly some of the
guidelines itemized in the sections en-
titled “Fundamental Responsibilities”
and “Responsibilities to the Patient.”2

In addition, student nurses need to be
aware that they must adhere to the
Canadian Nurses Association’s Code of
Ethics3 under all circumstances, re-
gardless of whether or not a physician
has asked them to do something.

I am writing this letter not to com-
plain, but to ask physicians to stop and
think about the methods they are using
to evaluate their practices. I urge the
colleges of physicians to review proto-
cols for chart audits to ensure that pa-
tient confidentiality is safeguarded and
to give serious consideration to insist-
ing that written informed consent be
obtained before any information col-
lected during such audits is disclosed
to third parties. I appreciate my own
physician’s professionalism in listen-
ing to my concerns.

Registered nurse
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Editor’s note: This letter writer’s name and affiliation
have been withheld at our request and with the letter
writer’s consent to protect the privacy of all concerned.

Treatment of mental illness

in India

I read with interest the article by
Stephen Kisely and colleagues on in-
equitable access for mentally ill pa-
tients to some medically necessary pro-
cedures.1 In India, the prevalence of
major mental and behavioural disor-
ders is estimated to be 65 per 1000 pop-
ulation, which translates to 70 million
patients.2,3

India’s ability to treat, care for and
rehabilitate mentally ill patients leaves
much to be desired. Mentally ill people
are almost never taken seriously; they
are treated with little or no dignity and
are often locked away.4 There is only 1

trained psychiatrist for every 100 000
people with a mental illness. Most
(75%) mentally ill patients live in vil-
lages, where access even to basic health
care is difficult. Half (53%) of the state-
run psychiatric hospitals do not have a
rehabilitation program.

The country’s mental health budget
does not exceed 1% of total health ex-
penditures. The National Mental
Health Programme was implemented
to provide services to rural as well as
urban populations, but 80% of people
in rural areas cannot access its services.
Health and labour policy-makers, in-
surance companies and the general
public all discriminate between physi-
cal and mental health problems. Men-
tally ill patients are being systematically
and continuously ignored and denied
the social rights they deserve.

Akashdeep Singh
Pulmonologist
Christian Medical College and
Hospital

Ludhiana, India
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Correction

In a recent article,1 the text referred to a
lesion on the patient’s right foot,
whereas the images showed the pa-
tient’s left foot.  The lesion was indeed
located on the patient’s left foot, and
we apologize for this error.
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