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status, patient satisfaction and con-
sumption of nonpharmaceutical re-
sources.1 It is conceivable that patients
who must switch drugs because of for-
mulary constraints suffer more relapses,
visit their physicians more frequently to
review alternatives, undergo more new
tests and procedures, and eventually be-
come dissatisfied.

A recent review of health service uti-
lization in British Columbia identified
no significant changes associated with
the introduction of reference-based
pricing for histamine-2 receptor antag-
onists.2 However, Westbrook3 reported
significant increases in rates of en-
doscopy after the introduction of a spe-
cial authority policy for PPIs in Aus-
tralia. These discrepant findings
suggest that drug reimbursement poli-
cies differ in their impact on utilization
of nonpharmaceutical resources. In-
deed, the Australian policy required en-
doscopic proof of esophagitis for reim-
bursement, whereas British Columbia
exempted gastroenterologists from pre-
scribing restrictions. Further research is
needed to clarify the impact of alterna-
tive drug formulary policies and to
identify an optimal approach. We com-
mend Westbrook for her efforts in this
regard. 
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Telephone stroke

During head rotation, neck hyper-
extension and other provocative

manoeuvres of the neck, the vertebral
artery may be compressed at various
sites along its course.1 A 63-year-old
man with a history of type 2 diabetes,
hypertension and ischemic heart disease
presented with symptoms of slurred
speech, unsteadiness and left-side weak-
ness immediately after a 56-minute
telephone conversation. Physical exam-
ination revealed left facial droop with
mild weakness of the left arm and hand
grip of 4/5. Electrocardiography
showed sinus rhythm. CT of the head
(Fig. 2) showed calcification of the right
vertebral artery and a small right pon-
tine infarct. Duplex Doppler ultra-
sonography showed small atheroscle-
rotic plaques at the distal common
carotid arteries. The echocardiogram
was normal.  

Ischemia and infarction of the
brain stem can occur if an abnormal
posture of the neck is sustained for
more than 10 minutes.2 These prob-
lems have been reported after chiro-
practic neck manipulation,3 protracted
dental work, intubation, perimetry
and x-ray positioning2 and have been
described in “beauty parlour stroke
syndrome.”4 Given the temporal rela-
tion between the prolonged telephone
conversation and the stroke, and ex-
clusion of other causes, this man’s
right pontine infarct was probably the
result of compression of the ipsilateral

vertebral artery during the phone call.
He had kept his neck bent to the right
side throughout the conversation,
which caused compression of the al-
ready calcified right vertebral artery
and resulted in stroke.

This case illustrates another situa-
tion in which a person may uncon-
sciously keep the neck in an abnormal
position that could cause compression
or occlusion of the vertebral circula-
tion. Anyone who talks on the tele-
phone for prolonged periods, especially
elderly people, should consider chang-
ing sides frequently or using a hands-
free telephone to avoid sustained
provocative neck positions.
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Reserving judgement on HRT

In a recent commentary on hormone
replacement therapy (HRT),1 the au-

thors began by saying that physicians
have been prescribing hormones to
women as a “wonder pill” without ap-
propriate studies to fully evaluate the
risks and benefits. They concluded by
saying that the Women’s Health Initia-
tive (WHI) study tells us to avoid HRT
as far as possible. Are the authors of the
commentary not just as guilty of jump-
ing to conclusions?

Granted, the WHI was well designed
and well implemented. But what exactly
does this study tell us? The WHI re-
searchers have not stopped the arm of
the study in which women who have
had a hysterectomy are given estrogen
only, so we might gather that this large

Fig. 2: CT of the head, showing calcifica-
tion of the right vertebral artery (black
arrow) and a right pontine infarct (white
arrow).
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group has not experienced an increase
in heart disease, blood clots, strokes or
breast cancer. This would lead us to
conclude that medroxyprogesterone is
the culprit, not estrogen and not neces-
sarily the other very different prog-
estins.

We have known for years that estro-
gen improves cholesterol levels2,3 and
that medroxyprogesterone negates that
benefit.4 The WHI has simply con-
firmed the negative effects of this one
hormone preparation, nothing else.
Hence, we should not jump to conclu-
sions and condemn all other hormone
preparations.

The risks and benefits of the other
preparations remain to be painstakingly
researched. Our menopausal patients
expect nothing less.
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[The authors respond:]

Regarding our commentary,1 Lianne
Lacroix speculates that the ongo-

ing arm of the Women’s Health Initia-
tive Trial evaluating estrogens alone
versus placebo has not been stopped
because the results may be beneficial.
Such speculation is dangerous, as there
are no data from any randomized con-
trolled trials that estrogen alone im-
proves clinical outcomes in patients
who take this preparation routinely.
Until the results of the estrogen com-
ponent of the WHI are available, pru-
dence would dictate caution. While we
do not “condemn all other hormone
preparations,” absence of proof of harm
should not be assumed to mean proof
of absence of harm. Therefore, it would
be premature to recommend the rou-
tine use of any hormone preparation
for the prevention of major vascular
events until we have clear evidence of
benefit from well-designed trials. 
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Physicians’ prescribing
information: not for sale

Something seems to be missing from
the CMA policy statement concern-

ing physician information1 that was re-
cently published in CMAJ.

Drug companies have been reported
to be soliciting physician prescribing
profiles from pharmacists as a means of
targeting their products to particular
markets. My understanding is that the
CMA does not approve of pharmacies
releasing such information to drug
companies, but I see nothing about this

issue in the policy statement. Am I
missing something?

John Elliott
Physician
Calgary, Alta.

[The CMA Associate Secretary
General responds:]

Your impressions are correct: the
CMA remains very concerned about

the sale of physician prescribing data.
This issue is addressed in a separate pol-
icy statement on the sale and use of indi-
vidual physicians’ prescribing data,1

which was approved by the CMA Board
of Directors in February 1997. The
CMA continues to explore a range of op-
tions for addressing the sale of physician-
specific information without consent.
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Correction

The first name of Marian Faulds
was misspelled in a recent death

notice, which also failed to note that
her husband, G. Emerson Faulds, had
been on the active staff at the Victoria
and St. Joseph’s hospitals in London,
Ontario.1
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