
cial change. Unfortunately, this has
not been my experience, nor that of
other women I know who work for
social change.

I disagree with Sutherlands analy-
sis of my logic; I believe she is con-
fusing nature and culture, and this
leads to a flaw in her reasoning. Cer-
tain things are societal constructs and
others are biologic facts. Women's
bodies are biologic - one can do
very little about one's genes. In con-
trast, women's social circumstances
are, to a large extent, due to societal
constructs. Poverty or abuse are
problems that all of society can
rectify.
We all want a better world. We

are not trying to deprive ourselves of
any wisdom by excluding the sources
of such wisdom. Our struggle would
be so much easier if the patriarchal
system would, in fact, act to alleviate
the suffering of so many women
throughout the world. I cannot think
of a single woman who would not
welcome such changes.

Ruth Simkin, MD, CCFP
Salt Spring Island, BC

TREATMENT
OF CANCER PAIN

1Ir. Neil Hagen and associates
state that "cancer pain is preva-

lent in Canada and elsewhere and is
frequently undertreated" and that
"practising physicians must play a
pivotal role . .. [by] acting as patient
advocates" ("Diffusion of standards of
care for cancer pain," Can Med Assoc J
1995; 152: 1205-1209). These state-
ments, the alpha and omega of this
epistle, clearly delineate a problem.
However, the body of the article,
rather than pointing to solutions,
merely underscores the heart of the
problem- undertreatment of pain.
Why does this article miss the

mark?
When a caregiver with a patient

in pressing pain considers the impli-
cation of "regulatory agencies," "sim-
ple, validated algorithms for the
management of pain," "multidiscipli-
nary cancer-pain assessment and
managemenf' and "demographic data
on patients with cancer pain," he or
she could throw up his or her hands
in confusion and consternation, to
the patients detriment.

One puzzling statement seems to
put the cart before the horse: "Feed-
back to health care providers by reg-
ulatory agencies is helpful in show-
ing that the implementation of the
innovation results in improved pa-
tient outcome." Is it not the preroga-
tive of- health care providers, rather
than regulatory agencies, to consider
treatment options and to record re-
sults? Would regulating agencies not
formulate protocols after appraisal or
assessment of many such initiatives?

Perhaps the suggested diffusion
model should be replaced by incor-
porating patient advocacy into an ac-
ceptable mission statement, such as:
"Although the physician should be
mindful of his or her role in main-
taining reasonable standards set out
by licensing and accreditation bod-
ies, nevertheless, his or her primary
responsibility and concern is to act as
the patient's advocate." Thus, a pa-
tient would more likely be reassured
that his or her pain would be ade-
quately addressed.

This polished paradigm could
well replace the distorted percep-
tions promulgated as part of the "war
on drugs" with reassurances such as
those from paid pundit Ron Melzack'
that "morphine given for pain is non-
addictive."

Unfortunately, physicians are of-
ten torn between the desire to attend
to the pain-relief needs of patients
and the fear of constraints imposed
by the bureaucratic "Big Brother,"
which counts and controls the num-
ber of prescriptions (through tripli-
cate prescription-pad programs) but
is far removed from the needs of a
particular patient.

If we could replace the present
view - hang your clothes on a
hickory stick, but don't go near the
water"- with "damn the torpedoes;
full speed ahead," perhaps under-
treatment of pain would cause little
concern.

William D. Panton, MD
Burnaby, BC
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How IMPORTANT IS
LENGTH OF STAY?

I believe two points need to be
made about the article "Variation

in length of stay as a measure of effi-
ciency in Manitoba hospitals" (Can
Med Assoc J 1995; 152: 675-682), by
Drs. Marni D. Brownell and Noralou
P. Roos.

To a physician, health is a more
appropriate outcome measure than
length of hospital stay. To determine
cost-effectiveness, it is essential to
know whether the cost is justified by
the benefit to the patient. Brownell
and Roos assume that length of stay
has no relation to patient outcome;
therefore, cost-effectiveness equals
short stay. They base this assumption
on the findings of Cleary and associ-
ates' that there was little difference
in patient outcomes despite variation
in length of stay. However, these au-
thors specifically stated that "these
results cannot be generalized to
other types of hospitals or more het-
erogeneous groups of patients."
Brownell and Roos studied eight hos-
pitals and 11 diagnostic categories,
including only three of the six med-
ical conditions studied by Cleary and
associates. In fact, although Cleary
and associates tried to control for
"degree of sickness," their data on
cholecystectomies suggest that pa-
tients with a longer stay had more
predischarge problems, which were
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not detected in the medical-record
review. The authors also pointed out
the need to define the reasons for
differences in length of stay before
concluding that reduced stays do not
compromise health and safety. These
factors cast serious doubt on the va-
lidity of the assumption on which
Brownell and Roos' analysis is based.

The second issue is the total costs
of care, including the postdischarge
costs. Was there a significant differ-
ence in usage of home care between
the hospitals or patients that had
short stays and those that had long
stays? Was there a significant differ-
ence in the time lost from work, or in
the time and effort spent by unpaid
volunteers such as spouses, siblings,
parents or children for home care,
for patients discharged early versus
those discharged late? Brownell and
Roos pay no attention to these issues.

Brownell and Roos have shown
only that some hospitals routinely
discharge patients after shorter stays
than other hospitals. They have
shown nothing about the total costs
to the miedicare system or to other
members of society, the reasons for
the variation or the equality of out-
come. Without these elements, their
article is interesting and nothing
more.

Philip G. Winkelaar, CD, MD, FCFP,
DGM

Medicine Hat, Alta.
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[The authors'respond:]

W?~7~e agree with Dr. Winkelaars
statement that "health is a

more appropriate outcome measure
than length of hospital stay." In fact,
we have conducted a separate study
of health outcomes.' Like Cleary and
associates,2 we were particularly in-

terested in whether hospitals that
had shorter lengths of stay also had
more adverse outcomes. We looked
at both readmission rates (an out-
come measure commonly used as an
indicator of quality of care in hospi-
tals3'8) and visits to emergency de-
partments and physicians' offices to
determine whether patients with
shorter stays experienced complica-
tions. We found no relation between
length of stay and adverse outcomes,
which is reassuring. Other re-
searchers have also shown that
shorter stays are not necessarily re-
lated to adverse outcomes."'
We are certainly aware that there

are limits to decreasing length of stay
without affecting patient health ad-
versely. However, system inefficien-
cies likely contributed to the differ-
ences in length of stay we observed,
and there is no evidence that elimi-
nation of these inefficiencies will
have any effect on patient outcomes.
We took great care to ensure that we
compared homogeneous groups of
patients by controlling for factors
that influence length of stay, such as
severity of illness, age, socioeco-
nomic status and ethnic background.
Despite this, we still found differ-
ences in length of stay among the
hospitals.

Dr. Winkelaar raises some inter-
esting questions concerning the total
cost of care. We do not have access
to data on home care in Manitoba;
therefore, we could not determine
whether patients with shorter stays
actually required more home care.
However, since the hospitals exam-
ined in our study had equal access to
the same home-care services, this
seems unlikely. Furthermore, we
found no difference in the number of
physician contacts between patients
with short stays and those with long
stays, which suggests that there is no
difference in the need for additional
health care services. As for the costs
to patients and their families, we be-
lieve that it is not necessarily benefi-
cial (in terms of physical and psycho-

logic health) to spend additional
days in hospital.

Marni D. Brownell, PhD
Research associate
Noralou P. Roos, PhD
Director
Manitoba Centre for Health Policy
and Evaluation

Department of Community Health
Sciences

University of Manitoba
Winnipeg, Man.
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