
Correspondance

14824 July 1/97 CMAJ /Page 1 6

16 CAN MED ASSOC J • 1er JUILL. 1997; 157 (1)

This study compared the intake of
appetite suppressants for more than 3
months in 4 countries in patients
with PPH and in control subjects
matched by age and sex. It found a
23-fold higher incidence of PPH in
the patients who took the appetite
suppressants than in the controls; this
translates into 23 to 46 cases of PPH
per 1 000 000 adults per year.2

However, the study did not con-
trol for body mass index. Although
the actual weights of the subjects and
controls were not reported, it was
noted that the subjects were, on aver-
age, 1.6 times heavier than the con-
trols.

Obese people have a high inci-
dence of snoring and obstructive
sleep apnea (due to adipose occlu-
sions of the pharynx), inducing pul-
monary vasoconstriction.3,4 PPH is
an accompaniment of the hypox-
emia–hypercapnea of apnea.5–8 Sig-
nificantly obese patients are more
likely than others to have taken a
fenfluramine, particularly for a long
period of time, because of the in-
transigence of their obesity; how-
ever, the population of significantly
obese patients already has an in-
creased incidence of PPH.

Thus, to confirm an increased in-
cidence of PPH resulting from fen-
fluramine or dexfenfluramine, the
control subjects would have to be
matched obese people who had
never received the drugs.

Mervyn Deitel, MD
Toronto, Ont.
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[The author responds:]

Dr. Deitel is incorrect in assert-
ing that Abenhaim and associ-

ates did not control for body mass in
their study of appetite suppressant
drugs and the risk of PPH. Unfamil-
iarity with logistic regression model-
ling may have led to this misunder-
standing.

The authors clearly describe a lo-
gistic regression model that adjusts
for weight-related confounding.
Body mass index a (BMI) was di-
chotomized to a nominal indepen-
dent variable representing BMI of
less than 30 kg/m2 and of 30 kg/m2 or
more. In their discussion, the authors
did not consider whether the associa-
tion between the use of appetite sup-
pressants and PPH could be ex-
plained by the confounding effect of
obesity. The possible interaction be-
tween BMI and appetite suppressants
was tested and found not to be statis-
tically significant; this led to the con-
clusion that “the effect of anorexic
agents was the same whether patients
had a high body mass index or not.”

Before debating the risk of PPH
with appetite suppressants, discus-
sion should first focus on the health
benefits of these drugs in reducing
the long-term risks of obesity.

Dr. Gerald A. Faich, in his letter
“Drug to treat obesity: editorial
writer responds” (Can Med Assoc J
1997;156:978), finds himself and Dr.

Manson misrepresented in their rela-
tionship with the manufacturers of
fenfluramine and dexfenfluramine in
the controversy surrounding the edi-
torial they coauthored,1 which ac-
companied the study by Abenhaim
and associates. Faich states that he
and Manson had served briefly as sci-
entific consultants to Servier, but
does not mention his association with
Wyeth–Ayerst, the US distributor of
dexfenfluramine. According to the
editor of the New England Journal of
Medicine: “We are aware that Dr.
Manson’s consultancy was not ongo-
ing at the time the editorial was writ-
ten, but Dr. Faich’s consultancy with
Wyeth–Ayerst was ongoing. He
coauthored the editorial and his vio-
lation of our conflict-of-interest pol-
icy is unarguable.”2

Sana R. Sukkari, BScPharm, MPhil
Joseph Brant Memorial Hospital
Burlington, Ont.
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Alert over sound-alike drugs

The Motherisk Program in
Toronto, a counselling service

for pregnant women and their health
care professionals on exposure to
drugs and other substances or dis-
eases in pregnancy, has become aware
of 9 cases in which pinaverium (Dice-
tel) was dispensed by pharmacists in-
stead of doxylamine–pyridoxine (Di-
cletin). The cases were in BC,
Manitoba, Ontario, Nova Scotia and
Newfoundland. The sole manufac-
turer of pinaverium (Solvay Kings-
wood, Scarborough, Ont.) is also
aware of another unconfirmed report.
Doxylamine–pyridoxine is a combi-
nation of an antihistamine with anti-
emetic properties and a vitamin B6



supplement; it is available in Canada
only by prescription. It has been
shown to be safe during pregnancy,
and Health Canada has labelled it for
use in pregnancy, specifically to treat
“morning sickness.”1 Pinaverium is a
calcium antagonist specific to the gas-
trointestinal tract, which is used in
the treatment of irritable bowel syn-
drome. There are no data on its
safety during pregnancy.

In each case, it appears that the
prescription was written correctly
and was not the cause of the dispens-
ing error. However, considering that
there are many well-known exam-
ples of confusion among drugs with
similar names,2 the similarity be-
tween Dicetel and Dicletin may lead
to more of these errors. To decrease
the risk of prescribing or dispensing
errors, physicians should consider
writing the diagnosis and both the
generic and trade name of the drug
on each prescription when either
doxylamine–pyridoxine or pinaver-
ium is given to patients.3

If CMAJ readers are aware of any

such errors, we would appreciate
their informing us at the telephone
number below.

Benoit Bailey, MD, MSc
Adrienne Einarson, RN
Gideon Koren, MD, ABMT
The Motherisk Program
Division of Clinical Pharmacology
Hospital for Sick Children
Toronto, Ont.
Tel 416 813-6780
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When to scan, 
when to operate

In the article “Findings of negli-
gence followed communication

lapses in BC aneurysm case” (Can

Med Assoc J 1997;156:49-51), by
Karen Capen, the problem of re-
source allocation is a recurring theme.
The comment by the Supreme Court
judge that Jason Law’s death was in
part due to a reluctance to use com-
puted tomography (CT) scanning
“appropriately” could worsen the
problem of inadequate resources for
emergency surgery, which also ap-
pears to have contributed to Law’s
death.

The judge’s emphasis on the fam-
ily physician’s reluctance to use CT
scanning is unfortunate for medical
reasons as well. Whereas a CT scan is
difficult to obtain, a lumbar puncture
can be performed safely if there is no
clinical evidence of a mass lesion or
localizing neurologic signs. The test
is immediately available at almost any
location and at a fraction of the cost
of a CT scan. The presence of xan-
thochromia confirms the diagnosis.
Used in conjunction with spec-
trophotometry, lumbar puncture is
more sensitive than CT scanning in
diagnosing a subarachnoid hemor-
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The Myre and Winifred
Sim 

Clinical Research Fund
Deadline: Sept. 15, 1997

Support of up to $1500 is available to CMA
members licensed to practise medicine in Canada
who wish to pursue scholarly activities in the
form of clinical research. A maximum of 5 can-
didates will be supported in 1997. Applicants
must not be in full-time academic medicine or
medical research, nor receive a stipend of more
than $5000 per annum from any Canadian
school of medicine or research institute. 

For complete eligibility requirements and application details,
call 800 267-9703, ext. 2239, or refer to 

CMA Online at www.cma.ca/sga

THE CANADIAN MEDICAL FOUNDATION

Le Fonds de recherche 
clinique Myre et Winifred

Sim
Date limite : le 15 septembre 1997

Les membres de l’AMC qui sont autorisés à pratiquer
la médecine au Canada et veulent poursuivre des
activités savantes sous forme de recherche clinique
peuvent bénéficier d’une bourse pouvant atteindre
1500 $. On accordera au maximum cinq bourses en
1997. Les requérants ne doivent pas occuper un
poste à plein temps en médecine universitaire ou en
recherche médicale, ni toucher des appointements de
plus de 5000 $ par année d’une faculté de médecine
ou d’un institut de recherche du Canada. 

Pour obtenir tous les détails sur l’admissibilité et la présentation
d’une demande, composez le 800 267-9703, poste 2239, ou 

consultez AMC En direct à l’adresse www.cma.ca/sga/index_f.htm.
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