Letters

nary tract symptoms, pointing out that
finasteride reduced the risk of prostate
cancer by 25% in the Prostate Cancer
Prevention Trial.1 However, the results
of this trial were not really that unequivocal.2
The prevalence of prostate cancer in
this trial was indeed significantly lower
in the finasteride group than in the
placebo group. Among men with a diagnosis of prostate cancer, however,
high-grade prostate cancer occurred
significantly more often in the finasteride group than in the placebo group
(37.0% v. 22.2%). When one looks at
the entire study population included in
the trial’s final analysis, the rate of
high-grade prostate cancer was also
higher in the finasteride group than in
the placebo group (6.4% v. 5.1%).
The commentary that accompanied
the trial report advises caution.3 The
trial results have also been disturbing
enough to raise concerns about the prescription of finasteride for baldness in
young men.4 To my knowledge there
have not been any new studies to dispel
these concerns. Thus, I do not think finasteride can be recommended unequivocally.
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health care system.1 If one frames the
health care debate in terms of equitable
access and human rights rather than in
terms of the public versus private provision of health care, there are real and
substantially different ideologies at
work. For instance, the Canada Health
Act exempts workers compensation
plans from its mandate and does not
include the provision of drugs.2 As a result, different populations in Canada
have substantially different access to
health care.
Canada is a signatory to the United
Nations Declaration of Human Rights
and International Covenant on Economic, Social and Cultural Rights, 3
which mandates equal access to health
care for everyone: “By virtue of article
2.2 and article 3, the Covenant proscribes any discrimination in access to
health care and underlying determinants of health, as well as to means
and entitlements for their procurement, on the grounds of race, colour,
sex, language, religion, political or
other opinion, national or social origin,
property, birth, physical or mental disability, health status (including
HIV/AIDS), sexual orientation and civil,
political, social or other status, which
has the intention or effect of nullifying
or impairing the equal enjoyment or exercise of the right to health.”4
I suggest that we should first affirm
the principle that health is a human
right, honour an international treaty
our country has signed and expand the
scope of the Canada Health Act. We
can then decide how to allocate the increased funding our health care system
needs.

I disagree with Matthew Stanbrook and
colleagues when they discount ideology
as a driving force in the Canadian
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In their in-depth review of noninvasive
positive-pressure ventilation in acute
respiratory failure,1 Oscar Peñuelas and
colleagues did not discuss the use of
this treatment in patients with infections that are transmitted through
aerosols. The efficacy of noninvasive
positive-pressure ventilation in such
patients has not been adequately
tested, but anecdotal reports and observational studies have shown that
this treatment can be successfully used
in patients with acute respiratory failure resulting from human-adapted
avian influenza, aspergillosis and
varicella. 2–4 The use of noninvasive
positive-pressure ventilation eliminated
the need for intubation in most patients with severe acute respiratory syndrome.5,6 When critical care resources
are overstretched, such as during an influenza pandemic, noninvasive positivepressure ventilation may be of value as
an alternative to invasive ventilation or
it may at least buy clinicians some time
until invasive ventilation is available for
their patient.
The available data on the risk to
health care workers of acquiring infectious diseases through aerosols while
they are performing noninvasive
positive-pressure ventilation are conflicting and often methodologically
flawed. 5,6 Indeed, in a recent set of
World Health Organization guidelines
this procedure was included as one of
the aerosol-generating procedures for
which the risk of pathogen transmission is still controversial or possible
but not documented.6 Nevertheless, experience in the field mostly shows the
use of noninvasive positive-pressure
ventilation to be safe, if appropriate
precautions are taken5,6: infected patients should be placed in appropriate
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