
subcorneal reaction may have remit-
ted spontaneously in a short time,
since relapse was not demonstrated.
Case 2 was in a manl sufferinig

from chronic lymphocytic leukemia
who had an abdominal mass His
liver and spleen w"ere hard aiid eni-
larged. The final diag,nosis of the
mass was not stated Tlhe eruption
resolved spontaneously within 3
months of onset.

In both the patients the pustufai
disorder was not chronic Associated
diseases may have been- related to it
As the site of the eruption %kas not
related to the site of exposurc to
ultrasound, one would have lo con-
sider some type of humoral effect it
the ultrasonic exposure "as the
cause. Other forms ot radiation hav e
not been associated with subcorneal
pustulosis. Although lngbei aiid col
leagues draw attention to accelera
tion of cellular enzymatic activity
there is no evidence that it is in any
way different from the minuscule
elevation of temperature that must
occur when the energy is absorbed

In summary, it seenis highly un-
likely that ultrasonography was re
lated to the induction of dermatosis
in these patients.

J.B. Ross. MB. FRCPC
Division-i oi Dernmatology

Dalhousie Universit)
Victoria Genieral Hospital

Halifax. NS
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Death of a pr on
I recently received in the mail a
letter from the Quebec Medical As-
sociation (QMA) accompanying a
brochure giving the history of the
QMA and its roots in the Canadian
Medical Association (C MA) anld
telling of some articles appea lig, in

CMAJ on the history of the QMA,
The letter, signied by Dr. Gerald
Caron, ended by saying that 'medi-
cine must be revived",

This adS the first official intima-
tion I had had that mledicine had
exp:i-ed. arid I extenid my conido-
lences to all those who believed that
it was alive To soine observers it
had beeii poorly foi quite some time,
suffering from severe ophthalmolog-
iL pioblem-ls alon-g with the lassitude
and other symptomns attributable to
aiteimia to others. medicinie itself
official medicine in its various asso-
ciations anid organizationis - ex-
piUed soniie time ago and was as-
sumied to be alive onily through the
-igoui of its various comnmnittees and
publications,

That the QMA should now offi-
cially admiiit miiedicine's demise and
urge its meimibers to work on reviv-
ing it is interesting Just how far we
should go will depend, 1 suppose. on
the state of the cadaver. If Lazarus
was well after 2 days in the grave,
who knows what could happen with
the QMA'?

Robert Shepherd. MD
RR 4

Mansonville. PQ

Possible origin
of human AIDS
Recently Gonda and colleagues' re-
ported that the agent of human
acquired immunie deficiency syn-
drome (AIDS). human T-lympho-
tropic retrovirus (HTLV-I1I), may
be closely related to visna virus, an
infectious lentivirus of sheep Visna
virus is endemic in some flocks of
sheep in Europe. where it is called
muaedi-visna, and causes a neurode-
generative disease not unlike that
seen in the late stages of AIDS in
some patients.'

Cases of AIDS have been report-
ed from certain urban areas in
northwestern Europe known for
their varied and lax sexual mores.
One could speculate that a homosex-
ual community in such an area may
have become infected by one mem-
ber s having had sexual contact with
a diseased sheep. Once a homosexu-
al community with international
connelctions has become infected,
spread of AIDS becomes inevitable

This is all very speculative however.
and must be substantiated by fur-
ther epidemiologic and viral studies.

Pek.- K Lc.:in NID MSL1 FR( P(
Hospitua iot Sick (Aildi cii

1 ?,tuj li(nlt
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High prevalence rates
of diabetes mellitus
and hypertension on a
North American
Indian reservation
Clinical impressions suggested that
the prevalence rates of diabetes mel-
litus and hypertension were high
amnong the residents of Kahnawake,
a North American Indian resei va-
tion 19 km from downtown Montre-
al TFhe population in 1979 was
5 163

In 1981 we conducted a chart
review, of 544 people. 92%k ol the
registered Mohawk Indians aged 45
to 64 years on the reservation Of
the 544. 12% were found to be
diabetic (having a venous whole
blood glucose level greater than 120
mg/dL [6 7 mmol/L] before meals
or greater than 180 mg/dL 10
mimol/L] 2 hours after meals. 0i1
already receiving treatment for dia-
betes'). Of the 544. 30% also had
definite hypertension (having three
consecutive chart readings of systol-
ic blood pressure greater than or
equal to 160 mm Hg or of diastolic
blood pressure greater than oI- equal
to 95 mm Hg, or already receiving
treatment for hypertension)
The prevalence rate oft diabetes in

this population was more than dou-
ble that reported in a white Ameri-
can population of' the same age
group and with similar income and
education 2 The prevalence :rate of
hypertenlsion was almost double that
found in an equivalent white Aenlr-
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can population.3'4 Many North
American Indian populations in the
United States have very high preva-
lence rates of diabetes;5 for example,
41% of Pima Indians over 35 years
of age are diabetic.6 There is less
information on hypertension; rates
based on single blood pressure read-
ings have ranged from 5% to 30%.7,8

In Canada there are no published
studies on the prevalence rates of
either diabetes mellitus or hyperten-
sion in North American Indians.
Further research is needed to estab-
lish whether high prevalence rates
exist in other native populations
and, if so, why.

This study was supported by financial
aid from the Department of Family
Medicine, Sir Mortimer B. Davis Jewish
General Hospital, Montreal.

Louis T. Montour, MD, CM, CCFP
Medical director

Ann C. Macaulay, MD, CCFP
Kateri Memorial Hospital Centre

Kahnawake, PQ
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between
research and medical
education
I enjoyed reading Burrow's editorial
on the need for scholarship in clini-
cal teaching (Can Med Assoc J
1985; 132: 514-515). It is hard to
dispute the concept of excellence in
clinical teaching, but there is a seri-
ous flaw in the article. The clini-
cian-teacher is, in fact, much differ-
ent from academics in other disci-
plines. The historian or classics
scholar is not responsible for large
numbers of ill patients; this respon-
sibility robs the clinician-teacher of
the vital time needed to write arti-
cles and reports. The solution to this
dilemma is not simple. Many hours
away from direct patient care might
easily result in a deterioration of
clinical skills, especially if the clini-
cian-teacher is a general practition-
er. In any event, under the present
economic conditions such action is
probably not practical because funds
for clinical research are already
being stretched.

I do not understand why universi-
ties cannot simply accept the fact
that the job of a clinician-teacher is
to take care of patients and teach
medical students and house staff,
then give promotions on the basis of
excellence in these areas.

Barry Goldlist, MD, FRCPC
Clinician-teacher

Toronto Western Hospital
Toronto, Ont.

Lung cancer following
therapy for Hodgkin's
disease
The paper "Lung cancer following
therapy for Hodgkin's disease", by
Oliphant and McFadden (Can Med
Assoc J 1985; 132: 533-535), is
interesting but, in my view, does not
adequately treat what may be the
most important issue: the coinci-
dence in a smoker of an extremely
common malignant disorder with a
less common postulated etiologic an-
tecedent, treated Hodgkin's disease.
The case called to mind a

55-year-old patient who presented
with small-cell carcinoma of the
lung. She had been a smoker for

many years and had received adju-
vant combination chemotherapy for
2 years for stage II breast carcino-
ma approximately 7 years before the
clinical evolution of the bronchogen-
ic carcinoma. Yet the first question
she asked regarding possible etiolog-
ic factors was about the urea form-
aldehyde foam insulation in her
house.

I am reluctant to see the onus for
bronchogenic carcinoma in any way
unjustifiably diverted from the arch
villain - smoking.

Martin Levitj MD, FRCPC
Associate professor

Department of Medicine
University of Manitoba

Manitoba Cancer Treatment
and Research Foundation

Winnipeg, Man.

Vidarabine therapy
for herpes zoster
After reading Burdge and col-
leagues' paper on vidarabine therapy
(Can Med Assoc J 1985; 132: 392-
395) I wish to point out that Vira-A
is still an "investigational new drug"
for the treatment of herpes zoster.

In our new drug submission to the
Department of National Health and
Welfare's Health Protection Branch,
which is being reviewed, we recom-
mend that, for this indication, a
daily dose of 10 mg/kg of Vira-A be
given for 5 days. In the patients
described by Burdge and colleagues
both the daily dose and the duration
of therapy were exceeded.

Andrew Diosy, MD, FRCPC
Medical director

Parke-Davis Canada Inc.
Scarborough, Ont.

First-name basis
I wholeheartedly agree with the pa-
tient who wrote to express disap-
proval of physicians' using a pa-
tient's first name (Can Med Assoc J
1984; 132: 317, 320). It is enough to
be sick, without having to be humili-
ated. In French the use of a person's
first name is usually compounded by
the use of "tu" instead of "vous",
which doubles the insult.

Before our second-year medical
students begin visiting patients in
our affiliated hospitals I usually re-
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