
(including the brain stem) during pro-
curement circulatory support will not
fulfill the “dead donor rule.”7,8 It may
be necessary to abandon the dead
donor rule to permit the recovery of
transplantable organs after cardiocircu-
latory death.
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Breaking bad news

I thank medical student Nir Lipsman
for his insightful and touching article
on the hospital’s Family Room.1 This
room is usually spoken of, if at all, in
hushed and sometimes reverent tones,
and when one meets with family mem-
bers and loved ones there, one is gener-
ally met with emotions at the polar
ends of the emotional spectrum. The
physician’s information will lead to ei-
ther complete devastation or utter ela-
tion; there is rarely a reaction in be-
tween these extremes. 

Attending physicians can learn from
Lipsman’s advice to avoid dancing
around the truth, something I have
seen happen far too often. When I in-
formed a Family Room full of people
that their loved one in the intensive care
unit would be paralyzed from the neck
down for life, I was met not with sobs
and grief, but with questions: “What is
the next step? What can we do to help?
When can he come home to live with
us?” Like Lipsman, I never cease to be
amazed by the strength and resilience
of these families. 

Jeff Blackmer
Executive Director, Office of Ethics
Canadian Medical Association
Ottawa, Ont. 
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Staffing levels in long-term

care facilities

In their recent CMAJ commentary,1

Kimberlyn McGrail and associates cor-
rectly noted that in British Columbia
private and not-for-profit providers of
long-term care have different staffing
levels at their sites. However, these dif-
ferences are driven not by type of own-
ership but by health authority funding
level. Funding varies from $130 to $190
per day for each resident even though
the facilities care for the same types of
clients requiring complex care. With
such a wide range in funding, it is ex-
pected that there would be differences
in staffing levels.

The authors also state that the aggre-
gated superiority of the not-for-profit
sector in hospital admission rates was
driven by “not-for-profit facilities that
were attached to acute care hospitals,
were amalgamated to a health authority
or had more than one site.” Sites that are
owned and operated by health authori-
ties have an advantage over stand-alone
private and not-for-profit facilities in
that they have access to additional staff.

We would expect that the ratio of
staff to patients would have an impact

on quality of care; the role of govern-
ment should be to determine an ade-
quate funding level for the desired
staffing ratio and then to provide it to all
sites, regardless of whether they are run
by for-profit or not-for-profit agencies.

Ed Helfrich
Chief Executive Officer
BC Care Providers Association
Vancouver, BC 
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[Two of the authors respond:]

We are in agreement with many, but
not all, of Ed Helfrich’s points concern-
ing our commentary.1 First, he ac-
knowledges that there are differences
in staffing levels between for-profit and
not-for-profit long-term care facilities
in British Columbia, something that we
and others have found to be true.2,3

However, in saying that the prime rea-
son for these differences is the varia-
tion in the amount of funding given to
different types of facilities that care for
similar patients, Helfrich describes the
current situation, whereas the study we
referred to in our commentary was
based on data from the mid to late
1990s, before the complex-care patient
designation was introduced. Variation
in current funding levels cannot be the
reason for the differences in quality of
care found in that study.

Second, Helfrich argues that the
better performance of facilities oper-
ated by health authorities must be
driven by those facilities’ access to ad-
ditional staff. This is precisely the point
of our commentary. Surely it is quite
feasible that different forms of owner-
ship imply different types of access to
resources; the important question is
whether those resources make a differ-
ence. Do multisite not-for-profit facili-
ties do better than single-site facilities
because they can share the costs of de-
veloping policies and care practices? Or
is it because they can share the costs of
specialized staff, such as nurse geriatri-
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