
ferential response to hydromorphone
and morphine are not established, but
possibilities include: differences in me-
tabolism — hydromorphone is metab-
olized primarily to hydromorphone-3-
glucuronide and, unlike morphine,
does not form a 6-glucuronide metabo-
lite that has opioid activity;8 incomplete
cross-tolerance; or as yet uncharacter-
ized differences in opioid receptor sub-
type activity.

We believe that the clinical evidence
for individual differences in opioid re-
sponse, recently summarized in a com-
prehensive review of hydromorphone
from the Cleveland Clinic,9 fully sup-
ports the accuracy of the statement in
the advertisement criticized by Dr.
Rashiq.

George Vautour
Director
Analgesic Product Group
Purdue Pharma
Pickering, Ont.
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Wait times affect kids too

We are pleased that Dr. Brian Postl

has been named the new Federal Ad-
visor on Wait Times.1 Despite a man-
date prescribed by the First Ministers’
Health Accord of 2004 to concentrate
on five key areas (heart, cancer, diag-
nostic imaging, joint replacement and
sight restoration), we hope that Dr.
Postl’s experience as a pediatrician
will give him insight into a 6th key
area: children’s surgical wait times.
Children rarely need heart revascular-
ization, cataract surgery or hip re-
placements, but they may need sur-
gery for serious birth defects, cancer,
traumatic injuries and a variety of
other conditions, ranging from minor
to life-threatening. In BC, we have
compared our wait times for chil-
dren’s surgery with those suggested
by our professional organizations and
have found that only 35% of BC chil-
dren undergoing elective surgery did
so within recommended wait times.
Among children requiring cancer sur-
gery, only 38% had operations during
weekday working hours.2 From this
we conclude that the combination of
deferred elective surgery and in-
creased out of hours emergent or ur-
gent (cancer) surgery are the adjust-
ments necessary to enable timely
surgical treatment for children of BC.
Neither approach is safe or sustain-
able.

The Pediatric Surgical Chiefs of
Canada believe that there is much to be
done for children’s surgical care deliv-
ery in Canada: let’s set national “bench-
marks” for children’s waiting times
and monitor our performance. 

Geoffrey K. Blair
Chief of Surgery
British Columbia’s Children’s
Hospital

On behalf of the Pediatric Surgical
Chiefs of Canada

Vancouver, BC
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Medical care delivery

As an admirer of the invariably high
standards of CMAJ’s lead editorials, I
would like to record a small comment
about the one on monitoring the qual-
ity of medical care delivery.1 A hospital
admission is frightening enough for
patients, without their learning from
an authoritative source that hospitals
“are particularly dangerous places” and
that “the overall incidence rate of ad-
verse events that result in death, dis-
ability or prolonged hospital stay in
Canadian hospitals is 7.5 per 100 hos-
pital admissions.” From this, the trem-
bling patient would reasonably assume
that 7.5% of admissions can be ex-
pected to result in one of these fearful
outcomes. However, the source article
for this statistic tells us that nearly one-
third of these events occurred in the 12
months preceding the index hospital
admission. Thus, the rate of adverse
events occurring during a hospital stay
was closer to 5.2%.2

Doctors and patients are well aware
that few therapies have a 100% success
rate and that perfectly appropriate treat-
ment can be associated with unwanted
outcomes. The figure we all need to
know is the rate of preventable adverse
events. In the study by Baker and col-
leagues this was 2.8%.2 We also need to
know whether the consequences of
these events are really “death, disability
or prolonged hospital stay.” Some pro-
portion of adverse events in the study
probably resulted only in slight exten-
sions of the patient’s stay in hospital;
most (56%) resulted in no impairment,
minimal impairment or impairment
with recovery within 1 month.2 The 7.5%
figure cited in the editorial is barely rele-
vant and unnecessarily frightening.

Maurice McGregor
McGill University Health Centre
Montréal, Que.

REFERENCES
1. Disclosure and performance: expecting more, and

better [editorial]. CMAJ 2005;173(5):457.
2. Baker GR, Norton PG, Flintoft V, Bet al. The Cana-

dian Adverse Events Study: the incidence of adverse
events among hospital patients in Canada. CMAJ
2004;170(11):1678-86.

DOI:10.1503/cmaj.1050188

Letters

CMAJ • December 6, 2005 • 173(12)     |      1486




