high-fidelity aviation (and operating
room?) simulators is not just mastery
of “stick and rudder” skills, but also
the learning and practice of traits vi-
tally important in team interaction:
communication, decision-making and
conflict resolution. Unfortunately,
virtual reality as described in the side-
bar is a single-participant trainer, al-
lowing only one individual to experi-
ence 3-dimensional re-creations of,
for example, a virtual patient. Team
members cannot experience the
training simultaneously (although, in
the case of aviation, one individual
can interact with the flight manage-
ment computer, which becomes an
“electronic crew-member™). For this
reason, the need for high-fidelity
simulation — which allows entire
teams to participate’ — will continue
to be both important and necessary.

Jan M. Davies, MSc, MD
Professor of Anaesthesia
University of Calgary

Foothills Medical Centre
Calgary, Alta.

Robert L. Helmreich, PhD
Professor of Psychology
Aerospace Crew Research Project
University of Texas at Austin
Austin, Tex.
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Of fads and editorials

find it regrettable that Drs. John
Hoey and Kenneth M. Flegel, in
their editorial “The times they are
confusing: What lies ahead for the
new health minister and physicians in

Letters

Canada?” (Can Med Assoc J 1997,
157[1]:39-41) use the term “fad” to
describe the proposal to make pre-
scription drug coverage universal.
"This proposal has been given care-
ful consideration by politicians in at
least 2 of the major parties, as well as
by the National Forum on Health.
The lack of universal drug cover-
age in Canada is incongruous: legis-
lation assures free universal coverage

CAN MED ASSOC ] ¢ NOV. 15, 1997; 157 (10)

of physicians’ services but fails to
guarantee the same for treatment
prescribed. Prescription drugs are
included in the universal health cov-
erage of other industrialized coun-
tries — which, incidentally, have
lower overall costs for health care as
a percentage of GDP.

The writers might let us know
what else they and the CMA (if they
are speaking for that organization)
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consider “fads.” Votes for women and
ending child labour, perhaps?

Bob Frankford, MB, BS
Toronto, Ont.
Received via email

[The authors respond:]

wo colleagues have disagreed

with the position we took
against pharmacare in our July 1 edi-
torial.

We agree with Dr. Joel Lexchin’s
implication that a cost is a cost is a
cost (“Can a health care system
change?” [letter], Can Med Assoc ]
1997;157[5]:507-8). From the broad
viewpoint of society it makes little
difference who pays for a prescrip-
tion drug (or, for that matter, a non-
prescription one). However, in the
politics of the turn of the century, it
makes a huge difference. It seems
clear to us that Canadians do not
want to pay higher taxes. Thus, it is
unlikely that Canadian politicians
will toss new money toward drugs,
and they will be reluctant to accept
theoretical arguments of potential
cost savings. Pharmacare is a big-
ticket item and a big risk. Its pro-

moters need to address this basic po-
litical reality.

To Dr. Frankford we are tempted
to respond “fiddle-faddle.” Canadians
benefit from an excellent medicare
system that is universal to the extent
that everyone is covered for the same
services. But it is not comprehensive
and was never intended to be. Lots of
medical services are not covered by
the public system, and we know of no
other country with a publicly fi-
nanced system of comprehensive
health care coverage. Can our system
be improved? Sure it can, but we are
predicting that pharmacare will not
be among the improvements.

One final point. The editorial sec-
tion in CMAJ is a forum for the free
expression of a clearly argued point of
view on a matter of professional in-
terest. The positions taken by the au-
thors of editorials are not necessarily
those of the CMA. Signed editorials
are the responsibility of the author or
authors, even when those authors are
also editors of the journal.

John Hoey, MD
Editor-in-Chief

Kenneth M. Flegel, MD, MSc
Associate Editor

CMAjJ

Guidelines for the diagnosis
and management of
migraine in clinical practice
[correction]

his article, by Dr. William E.M.

Pryse-Phillips and associates
(Can Med Assoc 7 1997;156[9]):1273-
87), contained an error in the time for
symptom relief by sumatriptan. This
orally administered drug has been
shown to relieve up to 70% of mi-
graine attacks at 2 hours, not 1 hour,
as was stated in the article. — Ed.

Pheochromocytoma
manifesting with shock
presents a clinical paradox:
a case report [correction]

In this article, by Jason Ford and
associates (Can Med Assoc ] 1997,
157[7]:923-5), the academic credit of
the first author was listed as “BSc.”
In fact, at the time the article was
submitted, Dr. Ford had not com-
pleted any academic degree, al-

though he has since graduated from
medical school. — Ed.

Submitting letters

Pour écrire a la rédaction

Letters must be submitted by mail, courier or email, not by fax. They
must be signed by all authors and limited to 300 words in length.
Letters that refer to articles must be received within 2 months of the
publication of the article. CMA/ corresponds only with the authors of
accepted letters. Letters are subject to editing and abridgement.

Note to email users

ter to the editor of CMA/” in the subject line. A signed copy must be
sent subsequently to CMA/ by fax or regular mail. Accepted letters

sent by email appear in the Readers’ Forum of CMA Online immedi-
ately, as well as being published in a subsequent issue of the journal.

Email should be addressed to pubs@cma.ca and should indicate “Let-

Priere de faire parvenir vos lettres par la poste, par messager ou par
courrier électronique, et non par télécopieur. Chaque lettre doit
porter la signature de tous ses auteurs et avoir au maximum 300
mots. Les lettres se rapportant a un article doivent nous parvenir dans
les 2 mois de la publication de Iarticle en question. Le JAMC ne
correspond qu’avec les auteurs des lettres acceptées pour publication.
Les lettres acceptées seront révisées et pourront étre raccourcies.

Aux usagers du courrier électronique

Les messages électroniques doivent étre envoyés a I’adresse
pubs@cma.ca. Veuillez écrire «Lettre a la rédaction du JAMC» a

la ligne «Subject». Il faut envoyer ensuite, par télécopieur ou par la
poste, une lettre signée pour confirmer le message électronique.
Une fois une lettre reque par courrier électronique acceptée pour
publication, elle paraitra dans la chronique «Tribune des lecteurs du
JAMC» d’ AMC En direct tout de suite, ainsi que dans un numéro
prochain du journal.
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