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Abstract  
When planning my elective I wished to experience Medicine in North America as it is often at the forefront of 
medical developments. This would also allow me to make comparisons with our National Health Service. I 
arranged a four week attachment in cardiology in Toronto and a similar period at Columbia University Hospital 
in New York in the Medical Emergency Room. As an undergraduate, no formal USMLE qualifications were 
required for elective periods at these locations, and in order to work in America all doctors must have these 
qualifications. As I do not intend to obtain this qualification this was the only opportunity for me to 
experience the healthcare system in North America from the inside! 
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W hen planning m y elective I w ished to experience M edicine in North 
A m erica as it is often at the forefront o f  m edical developm ents. This would 
also allow  me to m ake com parisons w ith our N ational Health Service. I 
arranged a four w eek attachm ent in cardiology in Toronto and a sim ilar 
period at C olum bia U niversity  H ospital in N ew  York in the M edical 
Em ergency Room. As an undergraduate, no formal U SM LE qualifications 
w ere required for elective periods at these locations, and in o rder to work 
in A m erica all doctors m ust have these qualifications. As I do not intend 
to  obtain  th is qualifica tion  th is w as the  only  o pportun ity  for m e to 
experience the healthcare system  in N orth A m erica from  the inside!

Toronto.
H appily I had  arranged the  elective prior to  the SA RS outbreak and by 
the tim e o f  m y attachm ent the  teaching o f  m edical students had resum ed. 
M y p lacem en t in T oron to  requ ired  a v isa  and a th o ro u g h  m edical 
exam ination including a chest X -ray and an HIV test. M y reading had 
inform ed me that Toronto w as a city o f  diverse cultures situated on Lake 
O ntario close to the A m erican border. Indeed the hospital w here I w as 
w orking w as located in an area populated by G reek im m igrants. H ow ever 
the w estern lifestyle and d iet m eant that in 1996 cardiovascular disease 
w as the prim ary cause o f  m ortality, accounting for 37%  o f  all deaths in 
C anada no m atter the country o f  orig in '. I w as also aw are that January in 
Toronto w ould be very cold (average tem perature around -20°C ), and 
this could perhaps precipitate angina in susceptible individuals.

In m any w ays Canada is sim ilar to the UK. The healthcare system  is 
funded by the governm ent and perm its free access to all Canadians at the 
point o f  use. T he purchase o f  healthcare insurance is com pulsory and 
th is covers care, with a standard fee per prescription. Physicians are not 
em ployed by the governm ent; they charge a fee per service, rather than 
being salaried as in the U K . There is also  a very lim ited private sector o f  
healthcare in Canada, as paym ent for services available under the state 
system  is illegal. This results in som e citizens crossing the Am erican 
border to pay for services they  desire.

A typical w eek in Toronto com prised o f  holding a clinic with patients on 
M ondays and T hursdays, assisting  w ith exercise ECG s on T uesdays, 
w atch ing  card iac catheterizations on W ednesdays and at o ther tim es 
assisting in the A cute C oronary C are unit and the regular wards. The unit 
w as situated in the equivalent o f  a district general hospital in the UK. 
There was an Emergency Room, ITU, theatres and facilities for angiograms; 
how ever interventional cardiology and coronary artery bypass grafts could 
n o t be perform ed at this hospital. The days w ere full and intense often 
starting  at 7am  w ith little tim e for lunch and ending at around 8pm. I 
found the system  to be very efficient in m anaging patients as illustrated 
in the follow ing case study.

Case Study.
‘P J’ w as an 85 year old gentlem an who, although frail, had no significant 
m edical history but was a previous sm oker (40 pack years). W hen I saw 
him in the Em ergency room he described three episodes o f  non-radiating 
left sided chest tightness w hich lasted about 10 m inutes occurring, at rest, 
w ithin the last 48 hours. H is ECG show ed mild ischaem ic changes in the 
form  o f  T  w ave inversion, his troponin levels w ere slightly elevated and 
he was adm itted to a telem etry bed for further investigation. The next day 
he underw ent an exercise ECG. This had to be stopped at B at Bruce 
Stage 2 when ST  elevation developed in the chest leads, how ever PJ did 
not complain o f  any chest discomfort. The following m orning an angiogram 
w as perform ed. There was difficulty  accessing the fem oral artery on the

right side and once this was achieved, a great deal o f  atherosclerosis in the 
right iliac artery w as seen but interestingly claudication w as denied. T he 
angiogram  w as unable to be com pleted due to these heavily  diseased 
vessels and at the angiographic rounds the next day he w as transferred to 
another hospital w here stent insertion w as possible, and he w as to undergo 
another angiogram  using his radial artery as the access point.

Communication Theme.
PJ w as scheduled to be follow ed up by D r Bentley-Taylor, the physician 
to whom  I was attached and h is clinics took place outside the hospital in 
a private building. The healthcare system , paying physician per service, 
allow ed greater flexibility in consulting tim e, com pared w ith my previous 
experience w ith in  the N H S. C onsults often took over 40  m inutes for 
retu rn ing  patients. This tim e allow ed full d iscussion  about results o f  
investigations, m edication review  and therapeutic options. The extra tim e 
w as also useful in new  patient consultations, a llow ing doctor-patient 
rapport to be form ed. N ew  patients w ere often relatives o f  current patients 
and it w as obvious that there w as strong loyalty  to a single physician 
under this system .

I w itn essed  ex c e lle n t co m m u n ica tio n  b etw een  sp e c ia ltie s , bo th  at 
angiographic rounds w here the cardio logists discussed cases w ith the 
cardiothoracic surgeons and at multidisciplinary m eetings involving family 
physic ian s. T h is a llow ed  p a tien ts  ind iv id u a l cases to be d iscu ssed  
inform ally and the optim um  m ethods o f  m anagem ent planned.

P h a r m a c o lo g y  a n d  E v id e n c e -B a s e d  M e d ic in e  T h e m e .
All cardiology patients including the case o f  PJ w ere prescribed a statin. 
Statin usage has changed during m y time in m edical school and illustrates 
the im portance o f  frequent review  o f  new evidence. Data from  the CA RE 
trial show ed that Pravastatin reduced plasm a levels o f  CRP in a m anner 
independent o f  LD L-C 2. H ence there is evidence that statins have anti­
inflam m atory effects in addition to lipid low ering effects. CRP levels 
reflect system ic inflam m ation and indeed these levels have been show n to 
be a strong independent p redictor o f  risk  fo r future M l and stroke in 
healthy men and w om en3. H ence it is beneficial to reduce these levels 
even if  lipid levels are w ithin satisfactory limits.

T here is also recent evidence to show  that statins vary in their degrees o f  
effectiveness. The REV ERSA L trial show ed that levels o f  atherosclerosis 
progression (m easured using intravascular ultrasound, IVUS), and indeed 
CRP levels, w ere reduced m ore effectively w ith A torvastatin than with 
Pravastatin4. This show s that choice o f  drug is also im portant in high risk 
individuals.

The recent increase in levels o f  statin prescriptions has been recognized 
in Canada and is associated w ith clinical trial evidence, clinical practice 
guidelines, policy changes and m arketing initiatives5. In Britain, Simvastatin 
is currently  the statin o f  choice.

O f course, it w asn’t all w ork and I did m anage to navigate m y w ay around 
snow -bound Canada. The highlights w ere a trip to N iagara Falls w hich 
w as partly frozen. I also made it to Q uebec City, the heart o f  the French 
speaking area o f  Canada, with its European style architecture it had an 
alm ost alpine feel to the city. I visited during the w inter festival and the 
city  w as packed w ith  sa lopette  sporting  A m ericans adm iring  the ice 
sculp tures.
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New York.
My second four weeks was spent in the district o f Washington Heights, 
in Manhattan, New York. I chose Emergency Medicine as I believed the 
range o f experience and situations I would be exposed to would be valuable 
learning experiences.

I was working in a small community hospital, which was a branch o f the 
larger Presbyterian Hospital. There were no facilities for Trauma patients 
in my allocated unit and it dealt with medical emergencies and minor 
injuries. I was based in an area o f New York which was populated by a 
Hispanic community. This presented a range o f new challenges. English 
was not spoken and an interpreter was required to obtain a history. 
Patients often did not have a family practitioner and so used the emergency 
department as a primary care centre. Some o f those presenting often had 
multiple, unrelated problems such as a painful foot and chest pain. Health 
insurance which covers care and drug treatment is non-compulsory in the 
USA. For those who are uninsured, Medicaid covers the cost o f treatment 
if  the individual earns below a certain wage and Medicare covers those 
chronically unwell or elderly. Many employers provide health insurance 
for their staff. For those people who fall between these categories, the 
em ergency room provides a safety  net as all those attending the 
department are treated and the government is charged for their care.
As with my experience in Edinburgh, patients were triaged by nursing 
staff prior to awaiting examination by a doctor. My role in the department 
was to select appropriate patients after triaging and to take a history and 
examine them in order to present the case and the proposed management 
plan to the attending physician. The hospital, although small, had full 
imaging services including CT scanning and ITU and theatre facilities. 
When the case was non-urgent referral could be made to a clinic in the 
main hospital.

The hospital only had 12 bed spaces in the ER department and it often 
became quickly overcrowded, and the construction o f an extension was 
underway. I found it a challenge to work under these conditions and the 
patients voiced the same view.

The USA shares a similar morbidity and mortality pattern to the UK, 
with cardiovascular disease, cancer and cerebrovascular disease being the 
top three causes o f death6. The area in which I worked was relatively 
deprived compared to the rest o f Manhattan and conditions associated 
with poverty such as pneumonia and asthma were prevalent.

C ase study.
AD was an 84 year old lady, visiting relatives in New York from the 
Dominican Republic. She attended with her granddaughter with a 
complaint o f a constant throbbing pain in her right ring and small finger. 
Her right arm was currently in a cast due to a fracture o f her right wrist 6 
weeks previously. She also had decreased extension in her ring finger. Her 
fingers were bruised and swollen, and sensation was intact. Medically 
she had hypertension and had a prosthetic right eye and a past history of 
a hysterectomy. Her granddaughter told me she was aware AD had an 
irregular heart beat but she was unsure as to how long this had been 
irregular. She was not taking any medications, and had no allergies. There 
was no family history o f conditions, although her daughter died aged 40 
from an MI. A repeat X-ray of the wrist showed no deformation o f the 
wrist and good healing. However a routine ECG showed that she was in 
atrial fibrillation. She was at risk o f an embolic event as no anticoagulants 
were being taken at the time. She was admitted to the hospital to be 
commenced on anticoagulant therapy.

Confidentiality Theme.
An im portant aspect o f  care was patient confidentiality . Prior to 
commencing the attachment I had to undertake an open book test to allow 
me to receive my HIPAA (Health Insurance Portability and Accountability 
Act) qualification. This permitted me to work with patients and exchange 
inform ation with o ther healthcare professionals. The policies on 
confidentiality  covered electronic, verbal and printed m edium s o f 
communication and although I was familiar with the principles they were 
much more clearly stated in the USA than I had witnessed in the UK.

Washington Heights certainly wasn’t a tourist friendly area o f  Manhattan, 
but a 30 minute subway ride took you to the Empire State building, 
Chrysler building and Grand Central Station. I managed to get to the top 
o f the Empire State building on a snowy St. Patrick’s Day, giving me a 
birds-eye view o f the pseudo-Irish community o f New York parading 
with bagpipes and pints o f Guinness.

I also visited Boston and Washington for weekends and managed to take 
in the highlights o f the Cheers bar in Boston and seeing George W Bush in 
a helicopter about to land at his house.

Reflections.
My experiences in both Canada and the USA illustrated the difference in 
allocation of resources between them and the UK. In the USA defensive 
practice means that more investigations are likely to be carried out, for 
example CT scans on headache patients. There is also more rapid access 
to such investigations than I have experienced in Scotland. In Toronto, 
almost all patients who reported new onset anginal pains would undergo 
an angiogram the same week following a clinic appointment.

One of the greatest challenges I faced during my time was the low daily 
temperatures in Toronto. The bulk o f my daily commute to the hospital 
could be made by subway; however the 15 minute walk at either end 
required me to purchase some heavy duty outdoor wear! The heavy 
snowfall affected patients attending the clinics as many had to reschedule 
appointments due to the weather.

I have benefited from the elective in a variety o f areas. I have broadened 
my knowledge base and I have also gained more skills in devising 
management plans, learned about new developments in interventional 
cardiology, appreciated the importance in constant review of evidence 
and learned new communication skills especially when taking histories 
and examining patients who speak a foreign language.

I feel this elective has furthered my career aim o f working in hospital 
medicine. I was able to undertake procedures such as elective DC 
cardioversion, lumbar puncture and cannulation alongside history taking 
and examination. Staff were very eager to teach at both sites and as a 
result I would encourage students to consider these venues for electives.

I believe the exposure to different healthcare systems allowed me to 
evaluate the benefits and drawbacks o f our own system. It also exposed 
me to different clinical methods and techniques which have augmented 
my range o f skills. My elective has also been a social education as I was 
able to travel to Quebec, Montreal, Boston and Washington DC to 
experience their different cultures. Future work in America would require 
the USMLE qualification. I feel I have benefited from this opportunity 
and it has given me confidence and experience which will be useful in my 
future care o f patients.

Psychological Theme.
Although the presenting complaint was pain in the fingers it was difficult 
to establish if  this was the primary concern. The inability to converse 
with AD in her native language meant I was unable to gauge the level o f 
concern about the pain in her fingers. Her granddaughter appeared more 
concerned about her heart, especially as her mother had died from a heart 
attack at a young age. She could have encouraged AD to attend the hospital 
whilst in New York so she would receive a check-up. The open access 
policy o f the emergency room means that this is the best method to seek 
help for what can be chronic problems. This safety net o f the American 
system is vulnerable to exploitation. The family may have been keen for 
the patient to receive high quality care in the USA rather than in the 
Dominican Republic, essentially making AD a health tourist.
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