
Though with patience 
He stands wanting,
with exactness grinds He all.

[Bartlett’s Familiar Quotations
states that Longfellow had merely
translated Friedrich von Logau’s
work. — Ed.]

The contrast with wanton demo-
cratic processes is vivid. Instead of
continuing to view the preborn as
inconvenient protoplasmic bits
rather than human beings, albeit dis-
enfranchised within the prochoice
paradigm, and instead of considering
the status quo as the fine point of
progressive evolution, Waugh would
be wiser to heed Bob Dylan’s advice
to “not speak too soon cause the
wheel’s still in spin.”

James D.F. Harris, MD
London, Ont.

Dr. Waugh planned to respond to these
letters but was unable to do so before his
death on Apr. 18, 1997. In this issue,
CMAJ features a tribute to Waugh
(page 1524) as well as an article on is-
sues surrounding access to abortion ser-
vices (page 1545). — Ed.

Episiotomy: lessons 
learned at last

Iread with interest and some con-
cern the article “Association be-

tween median episiotomy and severe
perineal lacerations in primiparous
women” (Can Med Assoc J 1997;156:
797-802), by Dr. Michel Labrecque
and associates. When I was a med-
ical student, more than 40 years ago,
we were told never to do a median
episiotomy, for the reason given in
this article. This was in the so-called
Third World (South Africa).

I am intrigued that it has taken
more than 40 years for this teaching
to surface here.

Frank I. Jackson, MB, ChB
Edmonton, Alta.

Osteoporosis

In the article “Effects of ovarian
hormone therapy on skeletal and

extraskeletal tissues in women” (Can
Med Assoc J 1996;155[suppl]:929-34),
Dr. Robert G. Josse states that “the
risk of osteoporotic fractures of both
wrist and hip is reduced by 50% to
60% in women who begin estrogen
therapy within the first 3 years of
menopause and who continue therapy
for 6 to 9 years.” Two references are
given, one from a 1980 article and the
other from a 1981 article. According
to the recent literature, prevention of
osteoporosis and fractures through es-
trogen therapy depends not only on
starting therapy within 5 years of
menopause but continuing it indefi-
nitely. For example, Felson, Zhang
and Hannan1 reported that “in the
women less than 75 years of age who
had taken estrogen for seven or more
years, the bone density was, averaging
all sites, 11.2% greater than in women
who had never received estrogen.
Among women 75 years of age and
older in whom the duration of ther-
apy was comparable, bone density was
only 3.2% higher than in women who
had never taken estrogen.”

The view that hormone replace-
ment therapy for fracture prevention
must be started shortly after meno-
pause and continued indefinitely is
supported by a 1995 report by Cauley
and associates for the Study of Osteo-
porotic Fractures Research Group.2

The important findings of this
prospective cohort study were that
hip and wrist fractures were signifi-
cantly reduced in women who had
started taking estrogen replacement
therapy within 5 years of menopause
and who did not discontinue it. Estro-
gen given in combination with a
progestin was just as effective as estro-
gen alone and protected current
smokers as well as nonsmokers. By
contrast, there was no significant pro-
tection among current users who had
started hormone replacement therapy

more than 5 years after menopause,
or among women who had started
hormone replacement therapy shortly
after menopause, continued taking it
for many years, but were no longer
current users.2

Ettinger and Grady’s3 conclusion
from reviewing the literature was
that “to provide maximal protection,
estrogen treatment may have to be
started at the time of menopause and
never stopped.”

What explains the discrepancy
between Josse’s conclusions and
those of these other authors? Have I
misread the literature? Is the recent
literature wrong? Or are proponents
of hormone replacement therapy
unwilling to state that these drugs
have to be taken for life because
many women would be unwilling to
undertake a lifelong program?

Kenneth G. Marshall, MD
Department of Family Medicine
University of Western Ontario
London, Ont.
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[Drs. Hanley and Josse respond:]

Dr. Marshall’s comments provide
emphasis to our conclusions re-

garding the timing of ovarian hor-
mone therapy. Although we agree
that achievement of maximum bene-
fits of hormone therapy on bones
probably depends on continued or at
least long-term (more than 10 years’)
use, we feel that the evidence sup-
porting this position is not as strong
as it should be. We chose not to cite
the article by Felson, Zhang and
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Hannan, which concluded that estro-
gen should be taken for more than 
7 to 10 years after menopause to
achieve a measurable benefit after age
75. The authors’ main conclusions
were based on studying only 24
women 75 years of age or older who
took estrogen longer than 7 years.
Only 3 of the 24 were still taking es-
trogen when the data were analysed.
We cited the article by Cauley and
associates, which found that the ma-
jor benefits in fracture prevention
were seen only in women currently
taking estrogen (both short- and
long-term users), although the most
benefit was seen in the subjects who
started taking estrogen within 5 years
of menopause. Neither of these stud-
ies addressed the issue of fracture
prevention before the age of 65.

The problem with these studies is
that they were not interventional, and
the use of hormone therapy by the
subjects was influenced by a wide va-
riety of variables that were not under
the control of the investigators. As we
pointed out, there is a paucity of
prospective randomized controlled
trials of hormone therapy. We ap-
plaud the long-term prospective ran-
domized controlled trial being under-
taken in the Women’s Health Ini-
tiative under the auspices of the US

National Institutes of Health. This
study will address the safety of
longer-term hormone therapy, and
the results should be available in
about 7 years.

The initiation of hormone therapy
long after menopause is still likely to
have significant benefits, and physi-
cians should not be pessimistic about
this issue in discussing therapy with
their patients.1 The double-blind,
randomized, placebo-controlled clin-
ical trial that showed benefits of es-
trogen therapy in fracture prevention
as well as bone density was carried
out in postmenopausal women whose
average age was 65 years.2

It is important to note that our 
article was a consensus statement
agreed to and written by the mem-
bers of the Scientific Advisory Board
of the Osteoporosis Society of Can-
ada. Consensus statements are al-
ways a compromise, and our plan is
to continue to revise our position as
more evidence becomes available.
The publication of our article is sim-
ply one stop along the road.

We do not see any major discrep-
ancies between our conclusions and
those of the articles cited by Mar-
shall. As we stated, ovarian hormone
therapy “should be continued for a
minimum of 10 years beyond meno-

pause for maximum bone protec-
tion.” However, one should not infer
from this statement that these are the
only conditions under which estrogen
has a preventive or therapeutic effect.

David A. Hanley, MD
Professor of Medicine
University of Calgary
Chair
Consensus Conferences
Osteoporosis Society of Canada
Calgary, Alta.
Robert G. Josse, MD
Professor of Medicine
University of Toronto
Chair
Scientific Advisory Board
Osteoporosis Society of Canada
Toronto, Ont.
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Iread the recent guidelines for
management of osteoporosis and

recommendations for ovarian hor-
mone therapy with great interest;
these will be of immediate use in my
practice.



I have some questions concerning
the recommendations on follow-up
surveillance. The incidence of en-
dometrial cancer is not increased if a
progestin is used in addition to the
estrogen, yet the incidence of post-
menopausal bleeding would be con-
siderably higher. The authors recom-
mend vaginal ultrasonography, then
uterine sampling if needed. Hospital-
based dilatation and curettage is ex-
pensive and involves the use of gen-
eral anesthetic. Office sampling is not
yet common in family practices. Is
the sensitivity and safety of this pro-
cedure great enough to justify its
wider use in primary care?

The Ontario Breast Screening
Program offers women screening
mammography every 2 years from
the age of 50. Surveillance recom-
mendations are for a mammogram
every 1 to 2 years, yet breast-cancer
rates are not increased during the
first 5 years of estrogen therapy.1

Should a woman 45 years of age be
counselled to undergo mammogra-
phy when hormone therapy is initi-
ated, or would it be reasonable to
wait until she is 50?

The author recommends that an-
nual pelvic examinations be arranged.
The recent guidelines for Papanico-
laou smears in Ontario recommend
that samples be taken yearly for 3
years, then every 2 years if results are
normal until age 69.2 If there is no
history of fibroids or endometriosis,
could the same guidelines be used for
Papanicolaou smears and pelvic ex-
aminations once hormone therapy is
initiated? There would be no in-
creased risk of cervical cancer, and
rapid growth of fibroids could be de-
tected at the 1-year follow-up. The
pelvic examination would be done
sooner if there was any abnormal
bleeding. Perhaps the reminders for
Papanicoloau smears could be in-
cluded in the letters sent by the
Breast Screening Program, since the
target populations dovetail.

With the increasing use of hor-

mone therapy, follow-up surveillance
and its associated costs are likely to
become more important. I would like
to be reassured that the guidelines are
based on sound evidence.

Michelle Greiver, MD
Willowdale, Ont.
Received via e-mail
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The consensus statements from
the Scientific Advisory Board of

the Canadian Osteoporosis Society
are, in general, a welcome update for
the primary care physician. However,
the rather sparse comments on the
management of steroid-induced os-
teoporosis were rather disappointing.
In “The use of bone density measure-
ment in the diagnosis and manage-
ment of osteoporosis” (Can Med Assoc
J 1996;155[suppl]:924-9), Dr.
William Sturtridge and colleagues
recommend that “if significant bone
loss has occurred, a bone density
measurement may aid in the decision
to intervene with calcium and vitamin
D supplementation.” Several studies
have now shown that significant bone
loss (in the order of 10% to 20%) oc-
curs within 6 to 12 months of starting
treatment with supraphysiologic
doses of glucocorticoids (greater than
10 mg) in approximately 60% of pa-
tients,1 and a portion of this loss is ir-
reversible. Therefore, it is appropri-
ate to recommend a bone density
assessment at baseline and appropri-
ate intervention if there is evidence of
osteopenia. Furthermore, there is lit-
tle evidence that either calcium or vi-
tamin D supplementation constitutes
effective prophylaxis against steroid-
induced osteoporosis.2 Although rec-
ommending supplementation is stan-
dard practice among many physicians
when steroid therapy is initiated, it is

arguably more cost-effective to initi-
ate bisphosphonate therapy in all 
patients receiving supraphysiologic
doses of steroids.3

A separate consensus statement on
steroid-induced osteoporosis would
have been more appropriate than this
article’s unnecessarily conservative
statements, which do not reflect cur-
rently available evidence or modern
standards of practice.

Walter P. Maksymowych, MD
Consultant Rheumatologist
Associate Professor of Medicine
University of Alberta
Edmonton, Alta.
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Keeping kids away 
from guns

Iapplaud Drs. Antoine Chapde-
laine and Pierre Maurice’s excel-

lent article “Firearms injury preven-
tion and gun control in Canada”
(Can Med Assoc J 1996;155:1285-9).
It is particularly timely because, in
late November 1996, federal Justice
Minister Allan Rock tabled proposed
regulations that will define impor-
tant areas of the law, such as the
screening of applicants for firearm
ownership and the requirements for
locking and storing firearms.1

Reducing access to firearms is par-
ticularly relevant to preventing in-
juries to children and adolescents.
Developmental characteristics of
children and adolescents make them
particularly vulnerable to the risks of
an improperly stored firearm. Young
children may have a poor under-
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