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Headaches due to arachnoid
leak

Ifound the report by Jana Thoennis-
sen and colleagues on bed rest after

cervical or lumbar puncture to be a very
searching study.1 If a patient experi-
ences headaches post-puncture while in
an upright position and the headaches
are relieved by recumbency, it means
there is an arachnoid leak. Every neuro-
surgeon who has done a laminectomy
over the puncture site has occasionally
seen pulsating extrusion of fluid at the
dural opening. This often occurs be-
cause a “wick” of arachnoid has been
dragged back through the dura as the
needle is removed. This wick keeps the
arachnoid open through the dura. It oc-
curs because the needle struck bone on
the way in, creating a miniature barb on
the needle. If bone is struck on the way
in, the needle should be discarded and a
new one used.

Dwight Parkinson
Department of Human Anatomy
and Cell Science

Faculty of Medicine
University of Manitoba
Winnipeg, Man.
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Telehealth a medicolegal
quagmire?

Ihave to chastise CMAJ gently about
the statement in a news piece that

Canada’s telehealth services “trace back
... 10 years.”1 Equally erroneous was the
assertion that “the telehealth model was
originally imported from the US.”

In 1973/74 we received an Opportu-
nities for Youth grant through the
Queen’s University Alma Mater Soci-
ety (AMS) to create a “Teleclinic.” Our

preliminary research at Kingston-area
emergency departments had pointed to
large numbers of nonurgent visits that
might have been discouraged by better
patient education.

The Teleclinic was staffed by med-
ical and other health sciences students,
and our mission was to provide advice
by phone to people concerned about a
health problem and wondering whether
they should visit the emergency depart-
ment. We trained the students and de-
veloped a series of “protocols” or “path-
ways” based on common complaints
such as headache, GI bleeding and dys-
pnea or cough. Initially a couple of stu-
dents worked at it for the summer.
When the grant ran out, the project was
funded by the AMS and staffed by stu-
dent volunteers; it became a year-round
service. It was popular and well used.

After I became an emergency physi-
cian, I decided that the project was in
fact a medicolegal quagmire and I ar-
gued for its closure. Similar projects
were briefly popular in the US with the
advent of managed care in the early to
mid-1990s. More recently, however, the
American College of Emergency Physi-
cians and most other responsible profes-
sional bodies have opposed any require-
ment that patients seek approval before
visiting an emergency department.

Providing medical advice over the
phone to unknown patients is poten-
tially dangerous. In the US, it clearly
discouraged some essential visits. Un-
less a physician is providing advice
based on knowledge of that particular
patient, a predictable number of wrong
decisions will be made and the wrong
advice provided.

Yes, the advice is usually correct and
the visit is unnecessary. But what price
a human life?

Peter L. Lane
Director of Clinical Research
Department of Emergency Medicine
Albert Einstein Medical Center
Philadelphia, Pa.
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Orwellian paranoia in the
neonatal ICU

The recent commentary in CMAJ
on neonatal intensive care units is

more likely to produce Orwellian
paranoia than any tangible benefits.1 It
is just too easy to prematurely reveal
incomplete or flawed data analyses,
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causing immeasurable harm to excel-
lent practitioners. This encourages
witch hunts and little else. Unfortu-
nately, we do not live in a fair and just
society. It is naive to believe that all
public and medical administrators have
the best interests of departmental
practitioners in mind. Too many per-
sonal vendettas are carried out by peo-
ple in positions of responsibility using
imprecise data.

Other methods are available that do
no require publicly disclosing imprecise
information to a public that lacks the
degree of sophistication required to un-
derstand it. 

In addition, the editors of CMAJ are
guilty of misusing their position by
threatening not to give equal access to
publication of quality work — simply
because institutional identities are with-
held. Is it not better to know a problem
exists (or not) than to have no idea at
all? This kind of arrogant superiority is
likely to stifle knowledge acquisition
and encourage misuse of imprecise in-
formation.

Terry J. Stewart
Pediatric Anaesthesiologist and 
Intensivist

Alberta Children's Hospital
Calgary, Alta.
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Smallpox still poses a threat

Although Erica Weir’s recent public
health article on smallpox is very

informative, it does not actually answer
the question posed in the title: Does
smallpox still pose a threat?1 As long as
there are stockpiles of smallpox in the
world, it poses a real, if small, threat.
Smallpox could be released into the
population as a result of a bioterrorist
attack or if one person with access to the
stockpile becomes mentally unstable
and decides to release the virus. One sy-
ringe of this pathogen released into a
crowded subway would be sufficient to

produce several cases of smallpox. Fail-
ure to contain even one of these cases
could lead to a chain reaction. 

I am particularly concerned about
the well-being of our first responders.
Nurses and physicians under 30 years
of age have not been vaccinated. Al-
though protective clothing would pro-
vide some protection, it would not be
fail-safe. In addition, medical staff
might use limited barrier precautions
while treating patients with difficult-to-
diagnose forms of smallpox until the di-
agnosis is made.2

We require a strategic plan to contain
smallpox that would ensure the protec-
tion of front-line workers. There is a
also a need for more widespread vaccina-
tion, possibly with a re-engineered vac-
cine that has the necessary epitopes to
protect without producing toxicity. 

H. Roslyn Devlin
Medical Microbiologist
St. Michael’s Hospital
Toronto, Ont.
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[The author responds:]

Ithank Roslyn Devlin for moving 
the dialogue on smallpox beyond

rhetoric by advocating for the safety of
our first responders and calling for a
strategic plan.

Erica Weir
Department of Community Medicine
McMaster University
Hamilton, Ont.

Saskatchewan continues
breast cancer screening

Your recent article on gene patent-
ing and breast cancer screening

stated incorrectly that Saskatchewan
did not provide these genetic-sequenc-
ing tests.1 Saskatchewan is continuing

to offer genetic testing for both the
BRCA1 and BRCA2 genes to its resi-
dents. Because we do not have a local
testing facility, we have been sending
our DNA samples to a clinical lab in
Ottawa since about 1998.

Because Ontario is challenging the
matter in court, we have been able to
continue providing this service. This is
an important point because there is
very high demand for this service and
we want Saskatchewan physicians to be
appropriately informed so that they do
not mislead patients who ask about this.

Edmond G. Lemire
Head, Division of Medical Genetics
Royal University Hospital 
Saskatoon, Sask.
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Measles vaccine dosage

In a public health piece on measles,
Howard Shapiro and Erica Weir

state “The second dose [of measles vac-
cine or measles, mumps and rubella vac-
cine] should be given at least 3 months
after the first.”1 I have reviewed all of
the references listed for the article and
each one clearly states that the second
dose should be given at least 1 month
(minimum 28 days) after the first.

Judith Almond-Best
Public Health Nurse
Hastings and Prince Edward Counties 
Health Unit

Belleville, Ont. 
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[One of the authors responds:]

Judith Almond-Best is right. The
second dose of measles can be 

given at least 1 month (minimum 28
days) after the first. Somehow in the
many versions of the article before
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