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Medicare — Maybe

There were few surprises in Mr. MacEacrEN's
address 1o the Halifax Medical Society which is
published in this issue. The Government’s four
points required for any plan of Medieal Care
Insurance to be acceptable to them are well known,
and with most there is little to quarrel.

He would do well, however, to ponder two
principal facts - first the large body of experience
that the present carriers of physicians’ services
insurance have aceumulated in catering to over one-
third of the populace. The Annual report of
Maritime Medieal Care Incorporated, also pub-
lished in this issue is eloquent testimony to the
efficient way in which this has been done over
the last vear in this Region. As a corollary to
this, those who are able to pay their share of any
scheme, (and these will principally be those who
already support MMC,) should not be underrated.
It is a brave man, and an even braver poli-
tieian, who offends a man's pride, and the majority

of these who can pay are proud to do so. Why,
then should advantage not be taken of this built
in economy in the operation of any Government
scheme, to the satisfaction of all. After all, it
will eost the taxpayer less that way.

The other main fact is the availability of
Medieal manpower. As Dr. T. C. GorMan so
clearly demonstrated in a recent issue of the Bulletin
there are not now sufficient medical men in our
Province for our needs, and even without Medi-
care the shortfall will vearly become more acute
despite the best efforts of Dalhousie and other
Universities to expand their output of medical
graduates.

How, then can we hope to come even near
the needs which must be demonstrated under a
prepaid, universal medical care system? Let us
then hear what solution the Hon. Minister has to
this conundrum.

If we are to have MEpicarg in 1967 what is
there left for the politicians to offer us?

DEeapicare in 19727
WEebicare in 19777

Fepicare in 19847 And then they will own us.

J.F.F.
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Maritime Medical ‘Care Incorporated

The Annual Meeting of the Board of Directors, Maritime Medieal Care Ine., took place on April 6
'1066. Immediately following this the first meeting of the new Board of Directors was held.
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Board of Directors M.M.C. Inc., 1966-1967

Director _Branch Medical Society Represented

. H. B. WaHITMAN
. G. W. Sobero

. P. R. Errrie

. R. L. A1gENS

. A. M. LawLEY
. P. 8. MaTaUR

. M. F. FirzcEraLD
. T. MEARs

. R. A. Burpex

. G. W. Tur~NER
. T. B. MurprHY

Dr. H. F. SUTHERLAND
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Pictou County Medical Society

Cape Breton Medical Society
Colchester-East Hants Medieal Society
Halifax Medical Society
Inverness-Vicetoria Medical Society
Eastern Shore Medical Society

Pictou County Medical Society
Shelburne Medieal Society
Cumberland Medical Society

Valley Medical Society
Antigonish-Guysborough Medical Society
Cape Breton Medical Society

Halifax Medieal Society
Lunenburg-Queens Medical Society
Western Counties Medical Society

Lay Members
Mz. J. A. Wasker, Q.C. — Halifax
Mkr. J. Norne FosTER - Halifax
Mg. Vicror N. Trorrg, Q.C. — Kentville
Mg. Davip Zive - Halifax
Mg, E. L. MIiLLER — Halifax

The

‘Board of Directors elected -
De. H. B. WaHITMAN

Westville — President

Dg. B. L. Reid — Halifax — Vice-President

The Executive elected are the Officers and -~

Dr. F. G. BELL —  Liverpool
Dz. P. R. LirTLE — Truro
Dz. G. W.-Sopero — Sydney
Dz. G. W. Tur~NER —  Windsor
Mg. J. A. Waeker, Q.C. — Halifax
Mg. J. NosLE FosTer —  Halifax
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Annual Report of the President

Gentlemen:

I welcome you to this Seventeenth Annual
Meeting of Maritime Medical Care Incorporated.
In my capacity as President, it is my pleasant
duty to summarize for you the major events which
have eoncerned you during 1965.

Our Auditors have already diseussed with
you the Corporation’s Financial Reports, how-
ever there are certain matters which I feel would
bear emphasis and 1 have therefore chosen to
comment on them at this time. You will note
from the Corporation's Comparative Statement
of Income and Expenditure that subseription
income rose to over 4.8 million dollars in 1965,
an increase of over $400,000 when compared with
last year. When the interest earned from our
investment portfolio is added to subseription
income we realize that another milestone has been
reached in that our gross revenue exceeded
$5,000,000.00 for the first time. You will also
note that our cost of claims has increased by
$£304.000 over 1964. Our net income this year
was $329,512.00, compared with 8176,825.00 in
1964. However care should be taken to correctly
interpret the reasons behind this inerease.

A detailed examination of the experience of
the various plans that go to make up our operation
reveals that the most significant change occurred
in the Seniors’ Health Plan, which as a result of
remedial action taken by the Board in March
1965, has finally reversed its trend and instead
of withdrawing $59,600 from the surplus account
as it did in 1964, became a major contributor
this year, with a favourable operating balance
of approximately $68,400, a difference of $128,000.
Our Supplementary Hospital Plan and Extended
Health Benefit programs continued to show
strength by increasing their contributions to
reserves by $19.800. Income from investments
rose by a further $20,300 during the year to
£136,900 and now makes the largest contribution
to our reserve position.

I will not deal with the administrative ex-
pense except to note that the inerease from 11.69
of revenue in 1964 to 11.7% of revenue this year,
was nominal. The General Manager will deal
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with the major factors affecting our administrative
eosts in his report. i
Statement of Enrolment by Plan at December 31
1965 with Gain or (Loss) over 1964 shown i

™ of 1

with Gain or (Loss) over |

Plan at D ber 31, I

shown
Gain (Loss) Gain (

Comprehensive 49,315 940 142,556
Health Security 1.014 13 3311 i3
Individual 6.230 980 20,085 2397

Seniors” Health 10,275 200 13,632
66,534 2,133 179587 imo

The net increase in over-all enrolment con
pared with the same period in 1964 is diseours
as the above table shows a gain of only 2,133
tracts and 3,010 persons for the year. Actual
this is quite misleading because during the ye
1965 more new business was proecessed than in
previous year. Our main problem lay with
loss of our coal mining groups in Cape Breton
November 1, 1965, as well as the loss of a numb
of contracts in the spring of the year when
N.S.T.U. introduced a new mediecal plan for
members. Although we are gradually recov
our losses in the latter group it is not anticipat
that we will be making any efforts to recover tl
former because of the nature of the agreem
between the United Mine Workers and the Don
ion Coal Company. The actual increase in nun
ber of families protected in 1965 ean best be illu
trated when our average monthly enrolment
compared with the previous year. In 1964
average number of contracts protected each mont
was 62,746, in 1965 this average had risen |
66,386, an average monthly gain of 3.640 e
tracts.

I am pleased to report that the first qua
of 1966 has shown a further growth in enrolm

The number of physicians supporting Mar
time Medical Care through the signing of Parti
cipating Physician Agreements continues to
crease each year. There are now 979 physie
enrolled compared with 944 in 1964. Relatior
ships with our sponsor, The Medical Society
Nova Seotia, eontinue to show improvement:
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The exchange of observers at our respective meet-
ings, regular attendance by M.M.C. Directors
and administrative personnel at Branch Society
meetings, and regular Physician Relations Bulletins
mailed to keep members informed of new develop-
ments, have proven helpful. An increase in the
pereentage of the Fee Schedule paid to our Parti-
eipating Physicians, the elimination of ecertain
fecs from the negotiated list and inereased Speecialist
benefits, have also played a part in improving
our physician relations during the year. Our
request for approval in prineiple of a Closed Parti-
cipating Physician Agreement for Specialists was
refused by the Medical Soeiety for reasons already
known to you. If we hope to make further addi-
tions to our range of specialist benefits it seems
likely that we will have to ask our sponsors for re-
eonsideration of this deecision in the near future.

The announcement by the Provineial Medical
Board that a Speeialist Register was being pre-
pared for Nova Scotia, was welcome news to
Maritime Medieal Care. We have felt for some
time that responsibility for assessing the quali-
fications of speecialist physicians should not be
assumed by a “paying agency’. In this regard
you have agreed to use the new Specialist Register
when published as the guide to establish the status
of Participating Physicians insofar as reimburse-
ment for serviees rendered to subseribers is con-
eerned.

The disciplinary action taken by the Provineial
Medieal Board as the result of complaints lodged
by this Corporation, was also encouraging., It is
our hope that the availability of the Provineial
Medical Board will help us curb abuses of our
program.

The Medieal Advisory Committee was formed
during the year and held its first meeting. Several
maiters have already been referred to it by the
Bourd for their consideration at their first meeting
i 1966,

Prime Minister Pearson’s announcement in
July that a Medicare plan would be introduced
for Canadians by July 1, 1967, was without doubt
the major development in pre-paid medical care
during the year. The announcement was followed
by increased activity at Federal and Provineial
level, both within the government and the doetor-
sponsored plans. Your T.C.M.P. Commissioners
wero active during the year, attending special
Commission meetings which prepared the important
ground work for future activities,

Maritime Medical Care continued to co-
operate with the Nova Scotia Medieal Service
Insurance Committee headed by Mr. Frank Rowe,
by providing the benefit of its experience in the
provision of medieal eare for Nova Scotians.
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Your Corporation also worked closely with Tpe
Medieal Society of Nova Scotia during this very
critical period in order that no action taken by the
Plan would in any way confliet with the objectjyes
of our sponsors. The wholehearted endorsatjon
of M.M.C. as the fiscal agent for any program .f
Medicare in Nova Scotia hy The Medical Socjpty
of Nova Scotia at its Annual Meeting in Noyep,.
ber, was very gratifying. The year ended with (je
decision to prepare a submission for the Minjgtq,
of Public Health, which as you know was cqp,_
pleted and presented to Mr. Donahoe in Februg,.
We are presently awaiting an invitation to diseygg
our Brief in more detail with the Minister and pjq
Department.

Since the last Annual Meeting of the (.
poration the Board of Directors have been ogjjeq
together on seven occasions and your Execytiye
Committee has met four times. The Fingpue
Committee has been active again this year ¢
evidenced by the excellent state of our inyeg.
ment portfolio. This Committee held nine mgay.
ings since the last Annual Report. The Joint
Study Committee has not met since the last Anyyg)
Meeting, because all matters affecting both the
Plan and The Medical Society of Nova Seotia
have been dealt with directly between the Bogpq
of the Corporation and the Executive Commjjjae
of the Medical Society.

Three of our Board members will be retjy
this year. Dr. K. A. Fraser of Sydney Mipes
who has represented Cape Breton Medical Sociaty
for the past two years, will be leaving us. He ppg
proved most helpful to the Board in hangy
many of the important problems affecting doeggpg
and subseribers in his area. I would also likq 4
acknowledge the retirement of our immedigie
Past President, Dr. C. H. Young of Dartmoyyp,
who has been a member of the Board sinee 1961,
He has served on most committees of the Bygrq
during his terms as Director, as well as acting g5
our medical Commissioner for Trans-Canada M-
cal Plans. The Corporation’s success in reeapg
vears can be attributed in no small way to pis
untiring efforts on our behalf and this year we jgyve
reaped the fruit of projects which originated during
his two vears as President.

Last but by no means least is Dr. D. F. My
donald of Yarmouth, who has served this
in many capaecities. His name appears in MM ¢ g
Aet of Incorporation and he signed the Roll 4 4
Provisional Director at the first meeting of M) .
in 1048. He was a member of the original Hyyge
of Delegates in 1948 and to the best of my kygy.
ledge has had the longest continuous associggjon
with the Plan of any physician in Nova Seyijy.
He has represented the Western Branch well 454
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1 conmsider it a privilege to have been assoeiated

with him on this Board.
On your behalf' I would like to express ap-

preciation to our Management and staff for their-

dedicated service during the past year. We trust
that this Board's approval of an Incentive Sever=
ance Program will indicate to them our sincere
interest in their future welfare and our apprecia-
tion for their continuing: efforts- on behalf of the
Corporation.

In conclusion gentlemen, may I express m
personal appreciation to each of you-for the eg-
operation, support and encouragement that [
have received during the year. I have enjoyed
working with you and'I offer the Board my con-
gratulations for-a job well done.

Respeetfully submitted,

H. B. Whitman, M.D.
President.

AUDITORS' REPORT

We have examined the balanee sheet of Maritime Medical Care In-
corporated as of December 31, 1965 and the statement of income and ex-
penditure and general reserve for the year ended on that date and have
obtained all' the information and explanations we have required. Our
examination included a general review of the accounting procedures and
such tests of aceounting records and other supporting evidence as we con-
sidered necessary in the ecireumstances, including verifieation of bank
balances and investments.

In our opinion, and aceording to the best of our information and the
explanations given to us and as shown by the books of the corporation,
the accompanying balance sheet and statement of income and expenditure
and general reserve, together with the notes thereto, are properly drawn
up:so as to exhibit a true and correet view of the state of the affairs of the
eorporation at December 31, 1965 and the results of its operations for the
year ended on that date, in accordance with generally aceepted aceount-
ing prineiples applied on a basis consistent with that of the preceding year.

Peat, Marwick, Mitehell & Co.
Chartered Accountants

Halifax, N. 8.,
March 17, 1966
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NILATING TVOIdEIN VLLOOS VAON

12

Anar

9961

Assers Liantvrries
1965 1964 1965
Cash on hand and on deposit. .. ............ ..% 109,892 $ 226379 Subscribers’ claimspayable.................... $ 759,731
A SO P SAAREES e D o e A 97 957 47.878 Unpresented subseribers claims, estimated . . . ... 196.735

Balance Sheet
December 31, 1965

with comparative figures for 1064)

ACCOUNEE DATEDIG. v v vins e in e G s e

Propiiid: ISt mIion v /o7 s es 5 2R s s s e S 475 356 Trust funds - Provinee of Nova Scotia Welfare
: . L A S IR A et RSl e

YOT1E Tros o 5 . 26 g5 S P 3 i
Acerued interest on investments. ... ............ 38,000 32,453 Subseriptions received in advanse. .. .. .........

Investments, at cost - quoted market value

December 31, 1965 82,629,056 Ty - E
December 31, 1964 $2,161,107. .......... 2,658,355 2,151,089 Total linbilities. ...............c....0.... 1,306,525
Investment of restricted funds. ... ............. 41,761 10411 Restricted funds:
Inventory of supplies, at cost. .. ........c0onvun. 11,429 10,230 Contingeney reserve, re railway contracts ., ..
Furniture and office equipment, at cost. .. ...... 76,697 74.155 Retained by the Corporation:
coos e IR IFor stabilization of payments to physicians 416,275
Less aceumulated depreciation . ... ......... 39,294 32,735 Resorve for deeline in market value of
N Y i E IEVEBEIIBRN S v o ataia i s e e T P
Reserve for Emplovee Retention Plan . . . . .. 235.000
General reserve, per statement attached , . . .. 805,011
Net furniture and office equipment . . . .......... 37,403 41,420 Total rotained .. ..o cviiiveraian 1,576,286
$2,924,572 82,550,216 $2.924 572

[54]

1
Payable re railway contract, estimated (note 1) 1

NoTES T0 FINANCIAL STATEMENTS
December 31, 1965

Effeetive January 1, 1965 the Corporation entered into a two year contract, in conjunction with similar
medieal serviee plans in Canada, to provide medical coverage for the employees of Canada's railways,
The contract provides that at its termination the experience of the participating plans will be reviewed
in order to determine the net gain or loss from the eontract. The experience of each plan is then related
to the experience of the group as a whole, and then appropriate finanecial adjustments are made among
the plans, Based on the 1965 experience of the Corporation on this contract, it is estimated that at
December 31, 1965 a refund by the Corporation to the participating plans of approximately $113,499
will be required.

Under the terms of the agreement between the Corporation and the participating physicians, the Cor-
poration may, after the expiration of a twelve month period, cancel any unpaid balanees outstanding on
approved elaims. The Board of Directors has passed the necessary resolution to cancel all such unpaid
amounts to December 31, 1964. The unpaid balances of approved elaims for 1965, have not been re-
fleeted in the financial statements, o

1964
£ 682,646
234,630
10,855
48,823
107,348
138,000

1,222,302
40,411

368,812
15,000
903,691

1,287,503

$2,550,216



Epidemics of Tuberculosis

In a review of reports of 109 tuberculosis epidemics in 12 counlries, adulis were found to be the usual source of
None of the epidemics was caused by children with primary tuberculosis.

infection.
case is essential to control of the epidemic

A review of 109 epidemics of tuberculosis in
12 countries, 84 (75%) of which were in schools,
permits of certain generalizations about tuber-
culosis epidemies.

Any outbreak of tuberculosis results from a
combination of eircumstances. First, a large
proportion of the group of individuals exposed
to tuberenlosis must be tuberculin negative. This
state is usually associated with a lack of aequired
immunity and is seen particularly in young children
or in older individuals living in geographic areas
where the tuberculosis rate is very low. The
second factor is the presence of an individual
who is a disseminator of tubereile baeilli, almost
invariably an adoleseent or adult with pulmonary
tuberculosis.

The sputum of the disseminator usually con-
tains many tuberele bacilli which can be detected
on direet examination. Culture of the sputum
vields a high eolony count. In patients from whom
the baeilli can be recovered only by culture, there
are usually fewer eolonies. Such patients are less
likely to be contagions and are therefore harder
to identify as the source of epidemics.

However, all patients with large numbers of
living tuberele bacilli in their expeetorations may
not be of the same degree of contagiousness. [t
has been reported that the number of baeilli a
patient discharges into the atmosphere depends
not only on the number of baeilli in his sputum,
but also on the fluidity of the sputum, the fre-
queney and foreefulness of coughing and sneezing,
and such factors as whether or not the patient
covers his mouth when coughing.

An example of this was the rapid spread of
tuberculosis in a military band in Great Britain.
A 23-year-old clarinet player was found to have
infected eight other persons connected with the
band who developed aetive pulmonary tubereculosis.

Members of bands appear to exhale more air
than the average person and with much greater
force, probably keeping droplets airborne for a
longer time, and producing a greater concentra-
tion of airborne baeilli.

Edith M. Lineoln, M.D. Adrances in Tuberewlosis Research; Karger, Basel New York, 1965.
Reprinted from the Abstracts of the National Tuberculosis Association, June 1066.
Printed through cooperation Nova Seotia Tubereulosis Association.
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Identification of the so

Adults are Source of Infection

Most epidemies are traceable to adults w
contagions tuberculosis. In schools the so
are usually teachers, but may be a bus driver
custodian, a cook or some other person who eon
in close, even if brief, contact with the pup
Many school epidemies also have been aserik
to older children or to adolescents with chrol
pulmonary tuberculosis.

The potential contagiousness of children wi
primary tuberculosis has been questioned for n
vears. A child with recent pulmonary pri
tubereulosis may be assumed to have a few tube
baeilli in a gastrie lavage. The question is whe
this means that the child is contagious. Chil
with nonprogressive pulmonary tuberculosis
cough, and they do not expectorate. Therefe
they probably do not disseminate tuberele b
into the atmosphere. Many pediatricians ha
seen children with nontuberculous pulmonary
ease spend months or years in hospitals wi
tubereulous children and not develop a reacti
to tuberculin. In the present review there
not a single report of a sechool epidemie caus
by a child with primary tuberculosis.

Another important factor in the produe
of epidemics is the environment in which
contact oceurs. Overerowding and lack of ven
lation increase the chances of infection.

Spotting the Epidemic

The early recognition of an outhreak ol
tuberculosis depends on how quiekly the
sician or health authority thinks of tubere
when a number of people in a small area have fi
of unknown origin. Onee tuberculin tests
subsequent X-rays are positive, the presence o
epidemic becomes obvious.

Multiple cases of erythema nodosum have
been of help in arousing suspicion. Although

Continued on page 178
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Address to the Halifax Medical Society

HONOURABLE ALLAN J. MacEACHEN

Minister oF NaTionan HEavte axp WELFARE

[ am pleased to be able to accept your in-
vitation to be with you tonight for your annual
mecting.  As you know, I returned only a few
hours ago from Rome and some of you may diagnose
a case of “jet exhaustion”. I have noted news
reports of research projects by a number of your
colleagues which indicate that persons travelling
by plane through various time zones invariably
end up with their mental and physical processes
a bit out of kilter. This, I am assured, is only
a temporary experience and I trust you will for-
give me if 1 perhaps appear not to have adjusted
eompletely to the 24-hour day.

As the Nova Scotia representative in the
eabinet I am, of course, doubly pleased to be
here.  Your invitation brings me to my home
provinee and it also enables me to discuss some
matters which involve me as Minister of National
Health and Welfare and which are of vital concern
to vou as members of the medical profession.

This is my second publie confrontation with
your profession since becoming Minister and I
am pleased it should be before a group which in-
¢ludes so many personal friends and colleagues
from my university days. I have, of course,
been meeting privately with members of your
parent body, the Canadian Medical Association
and | ean tell you that they have argued the in-
terests of your profession clearly, vigorously and
sincerely. 1 should say too, that the Assoeiation
1s forfunate in having a man of Dr. Jones™ ealibre
and competence as its president.

With Nova Scotians - in fact two Haligonians -
heading both the CMA and the Canadian Dental
Association (Dr. Christie), I must say that the
brofessions are in exceedingly good hands,

Indeed, 1 was scheduled to meet with Dr.
Jones and some of his colleagues in Ottawa yes-
terday but unfortunately, my duties in Rome and
plane connections to Canada made it impossible

for me to get back in time. However, I am look-
ing forward to meeting them again in a month
or s0.

It has been said that a prophet is not without
honor, except in his own country. Well, I am
in my own “‘country” and while I will restriet
my prophesying, vou have already done me a
great honor by inviting me to speak to you tonight.
Health Services

I am sure that your professional interests
and my political and government responsibilities
combine to make the subject of my speech rather
obvious. One of the main and immediate con-
cerns of my department is to ensure that all Cana-
dians have access to the best possible health ser-
vices regardless of their ability to pay. This,
I am sure, is your concern as well. We have
common objectives although we may disagree
on the methods for achieving them.

As vou know, the government of which 1
am a member is committed to legislation which
will offer a program of prepaid medieal insurance
to all Canadians. We have come to the con-
clusion that the only practical and effective way
to put health serviees of the highest quality within
the reach of all Canadians irrespective of their
finanecial status is through a prepaid, government-
sponsored program,

The same conclusion was reached by a royal
commission which spent almost three vears ex-
amining Canada’s health needs and seeking ways
to improve and extend health serviees. The
royal ecommission’s recommendation for a univer-
sal, prepaid, publicly-administered system, was
endorsed by all its members, including members
of the medical, nursing and dental professions and
a doetor who had been president of the Canadian
Medical Association.

The commission, and the government, recog-
nize the fundamental principle that health is not

‘Delivered before the Annual Meeting, Lord Nelson Hotel, April 29, 1966,
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a privilege tied to the state of one's bank account,
but rather a basic right which should be open to
all of us. I think we recognize, too, that while
an individual's health is a highly personal affair
in many respeets, his or her physical and mental
well-being is of direet benefit to the wider com-
munity.

These then are the fundamental points which
I believe every Canadian can and does support.

The question is how best can we ensure that
this goal is met. The federal government's pro-
posal, as you may know, is to offer the provinces
a sizeable sum of money to support provineial
medical care insurance programs which meet cer-
tain established prineiples.

We have taken this approach because we
recognize that, under our constitution, health is
a provineial responsibility and, because of this,
federal initiative in this field is limited to en-
eouraging provineial action. This is an important
point, but one which I am afraid has been lost
sight of in some of the debate on this subject.

It might be much simpler and, to some, more
politically attractive at least, to shunt these con-
siderations aside and promise broad and direct
federal action in this field. But, in practice, this
would amount to little more than an exercise in
futility, for it would mean making federal promises
that are not within the federal power to keep.

Government, as has often been said, is the
art of the possible. The impossible sometimes
sounds better in some respeets, but vou are limited
to just that - making sound.

I would stress, too, that our proposal is an
offer to the provinees, not an order. As the
Prime Minister has said on several oceasions, we
are not imposing anything on anyone. The final
decisions rest entirely with the provinces.

I am extremely hopeful, however, that all of
the provinces will see fit to aceept this offer. We
have made a significant amount of progress in
discussing it with the provinees since the Prime
Minister announced the federal offer last July.
I personally have been encouraged by the course
of these discussions to the point where I am con-
fident that we will have a system of medical care
insurance programs in operation by our target
date of Canada’s hundredth birthday in 1967.

1 am not in a position to tell you this evening
exactly what kind of a medical care insurance
program you might have in Nova Scotia or, for
that matter, in any other provinee. Again be-
cause of the constitutional jurisdietion, many of
the features of any provineial plan have to be
worked out by the provineial government con-
cerned. What we have done in making our
proposal 1 to set out four basic prineiples which,
in our view, must form the foundation of any
genuine medieal insuranee program. I am sure

THE NOVA SCOTIA MEDICAL BULLETIN 174

vou are familiar with these four ground rules but
perhaps I might run over them briefly and then
return to the points which I feel are of particular
concern to the medieal profession.
Requirements of Provincial Plans

First, to be eligible for federal money, a prov-
incial insurance plan should offer all serviees
provided by physicians, both general practitioners
and specialists, for the treatment of both physical
and mental ills.

Secondly, the objective must be universal
coverage.

Third, it must be a plan for which the provin-
cial government takes full responsibility.

And finally, it must provide full transferability
of henefits from one provinee to another.

Now, there has been some considerable debate
and, at times, eonfusion, on the question of uni-
versal coverage. If I might, I would like to elabor-
ate a bit on this partieular point.

May I say first that the principle of
versality is necessary to achieve the objective s
out in the Hall Commission. Several oth
studies in Canada have reached the same col
clusion. 1 think it fair to say that it also is su
ported by public opinion and governments |
many other eountries.

Some of the confusion on this point seems
rest with the relationship between universa
and compulsion. The answer to this questio
lies, in the first instance, with the method
by any province to finanee its share of its mes
care insuranee plan.

If this is done out of general tax revenu
without a special premium - much in the sa
way some provinees do with hospital insurance
there is no direet compulsion on any individus
In this case, universal coverage means that t
services must be available to all residents withe
exclusion beecause of age, economic circumstan
or other pre-existing conditions.

If a provinee decides, on the other hand,
finance its share of the cost through premium
then we would view universality in the sam
light as we have for hospital insurance. We
told the provinces we would consider coverage
90 per cent as a satisfactory starting point, provid
we could be assured the percentage would
within two or three years to 95 per cent.
in fact, was the experience in Ontario where p
miums are used for hospital insurance. [ migi
add that Ontario's hospital insurance program
covers more than 99 per cent of the populatior
No Compulsion for either Doctor or Pati

“No matter what system of finaneing is used =
and I want to stress this - there will be no inters
ference with or compulsion in regard to the b
relationship between patient and doctor. Indis
viduals will remain free to ehoose their own doctors;
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they will be under no eompulsion to use any parti-
cular service, and an individual doctor will be free
to aperate outside the plan if, in his judgment, he
can do so successfully.”

This is one question which I know is of great
coneern to you as practising doctors - what impact
or influence will a government-sponsored medical
insurance system have on the doector-patient
relationship? There are a number of other questions
which have been raised in conneetion with our
proposals for health insurance. It is suggested,
for example, that the introduction of universal
medical care will cause the quality of medical
practice to deteriorate. that the demand for ser-
vices will place an unreasonable burden on the pro-
fession and that the rate of reeruitment of doctors
will deerease.

1 would like to take a few minutes to deal
with these questions, as straightforwardly and as
obiectively as possible.

As | said earlier. our proposals do not con-
template or require any interference with the
basic doctor-patient relationship. This is an
aspect of the program to which we have given a
great deal of consideration during the planning
period which led up to our proposals. In this
conneetion, I may say that we have had many
vears of experience in our department during
which several joint projeets involving areas of
medical care have been planned and developed
on « cooperative basis with the provinees,
Existing Medical Care Projects

These projects - the cancer control program,
for example, the home care programs - have been
triedd on a very large scale and have been very
effeetive,  Over the years, we have learned that
in such programs - which are in every respect a
form of government-sponsored health care - that
the physician's freedom has not been curtailed;
on the contrary, his participation as a member
of the Health team has been strengthened. We
have had enough experience to be able to say that
whenever programs are built on sound planning
procedures, the role of the physician is well identi-
fied and safeguarded, his many relations with
Paticnts are clarified in a way which benefits both
the patient and the practitioner.

As well, I think, medical insurance removes
an important barrier between doctor and patient;
this harrier is a financial one.

['m sure most of you, at one time or another
have heen aware of people who needed medieal
attention or adviee but who refrained from seeking
B lLecause of finaneial considerations. And 1
say this without in any way reflecting on the
dedication and selflessness of the medieal pro-
fession, 1 grew up in a small town, where pennies
Weron't easily eome by, and I know first hand of
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doctors who have neither asked for nor expected
fees for much of their work,

But, by the same token, I also know, as I'm
sure you do, of people who have put off seeking
needed medical attention because they just didn't
have the money to pay for it. This is a matter
of individual dignity and personal pride, rather
than any unwillingness on the part of the medical
profession to treat people who they know can never
afford to pay for the services.

Universal prepaid medical insurance will, 1
believe, remove this barrier to adequate medical
care for a substantial segment of our population.
And I am confident this can and will be done
without in anv way impairing the doetor-patient
relationship. To ensure that this is so, it is im-
portant that the physicians be brought into the
picture early, during the administrative planning
stages. If this is done, as I am confident it will
be, your profession will have every opportunity
to defend itself and its role.

Also, if the scheme is well planned, the freedom
of patients should be extended rather than hamper-
ed. Onee finaneial barriers are removed complete-
ly, patients will be in a much better position to
choose their physicians according to their specifie
needs.

Quality of Practice

What of the quality of practice under a com-
prehensive, universal medical care system? Will
it deteriorate or be diluted, as some suggest? |
do not think that the introduetion of medical care,
by itself, will either impair or improve the quality
of medical praetice. It has been stated. again
and again, that the standards of service achieved
by this - or any - program depend directly upon
the human and material resources available, upon
their organization for service, and upon the effi-
cieney of their utilization ; a poorly designed or
badly operated program can and would render the
provision of good health services impossible.

On the other hand, the very nature of a nation-
wide plan - and this holds true for Canada - pro-
vides an unparalleled opportunity for the develop-
ment of services which ean satisfy the highest
eriteria of good medical care.

The objective of a well-planned and properly-
executed medieal care program should inelude the
promotion of health, the prevention of disease
and disability, the eure or mitigation of illness and
the rehabilitation of the patient.

In countries where medieal eare programs
are established on a universal basis and are sup-
ported by a strong service organization, the quality
of eare has usually proven to be very high.

One of the most serious obstacles in the way
of adequate eare for everyone is the inequitable
distribution of professional personnel and hospital
accommodation. I think vou will agree that the
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use of sound methods of remuneration for phy-
sicians providing medical eare has already served
to reduce the trend towards the concentration of
professional personnel and hospital facilities in
eentres of population and wealth.

There are communities in Canada that could
benefit greatly from a contributory medical in-
surance program. Some of them are in this
provinee. I'm sure you ean think of some.

1 know of one community, not too far from
here, which recently lost two doetors because they
eouldn’t earn an adequate income. The com-
munity needed a doctor, there was no lack of
patients and both doctors liked the area and its
people and wanted very much to stay. But not
enough of their patients could afford to pay for
their services and the doctors moved to a larger
urban centre. A universal. prepaid medical in-
surance scheme will, 1 feel, enable doetors to move
into smaller, low income communities and still
be assured of a steady, reasonable income. Also,
it is possible in a public program to provide special
incentives which will encourage doctors to practise
in areas which may not have the attractions and
seeurity of large, thickly populated urban centres.

By the same token, a properly administered
program of medical insurance should encourage
voung men and women to enter the medical pro-
fession. Proper working conditions, coupled with
realistic remuneration, should attract new recruits.

As you know, the federal government has pro-
posed a %500 million Health Resources Fund to
help ensure that Canada has the facilities and per-
sonnel needed to provide adequate medical care.
This fund, we hope, will over the next fifteen years,
substantially inerease the facilities available for
training medical and para-medical personnel.

There is no question but that a comprehensive
system of medical care will inerease the demand for
medical serviees; a great variety of training pro-
grams will be needed to meet these new ecireum-
stances and, through the Health Resources Fund,
federal grants will be available for the construetion,
renovation and basie equipment of research estab-
lishments; teaching hospitals, medical and dental
schools, and training facilities for other personnel.

Another point which has been of some con-
siderable coneern to your profession is that any
program qualifying for federal financial support
must be one for which the provineial government
takes full responsibility. In other words, a federal
contribution ean properly be made available only
to a plan which is publicly administered, either
direetly by the provineial government or by a
provineial government ageney.

The important points in determining whether
a plan is publiely administered either by the prov-
incial government or by a provineial agency, are,
I would say:
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. appointment by the provineial government an
responsibility to the provineial legislature
. . operation of the plan on a non-profit basis
. adequate provincial auditf.

Now, yvou may ask, why eannot it be left to
private carriers, free enterprise, if you like to pro-
vide this coverage or at least a portion of it?

I would point out first of all, that the eri
which we have put forward do not rule out
pmsihllm of a provinee developing a two-ti
system in which a doctor-operated plan acted in
certain respects as the agent of a provineial de-
partment or commission.

This, of course, would still involve an elment
of publie administration and it is difficult to see
public involvement ean be bypassed in a sys
which proposes to use such a substantial amount
of money collected from federal taxpayers. 1

This money runs into several hundred million
dollars and it is essential that there be a definiti
by the federal government, of the purposes
which the money may be spent. And it is eq
important to assure a satisfactory level of pu
accountability and responsibility for the admii
tration and disbursement of the public funds
volved in such a program.

A second reason for public administration ar
aceountability is the desire to provide uni
coverage under uniform terms and econdition
This implies that there must either be stand
premium levels for families and individuals o
graduated premium levels, based on income statu

I am sure you would agree that any svs
which allows varving premium levels - levels wh
would be based on the health risk or age status
the groups or individuals involved - would not b
in keeping with the principle of uniform terms an
conditions. This would not be true health in
surance, since bad health risks would have to
more than low risk groups.

Another important consideration is the
ministrative inefficieney and high costs of a s
tem involving multiple carriers. As the Berr
Study for the Hall Royal Commission pointed ou
the administrative costs of the voluntary
range up to twenty-seven percent of total
mium payments. In public programs - the 3
katechewan medical care insurance plan, for
ample - administrative eosts are about six percen
of total expenses. And, of course, the need fa
close regulation of the operations of the volunt
carriers hy provineial authorities would f
inerease administrative costs,

These and other considerations. then, m
it apparent that some form of public or q
public agency must exercise responsibility for
administration of the program; the relations
of this agency to a provineial government sho
preserve the prineiple of ministerial responsibi
for the expenditure of public money,

ot
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Bearing this in mind, I think it is possible to

out a system of medieal insurance programs

W

W 1 will be both t-l{"lil::ili-' and ace ;!1.‘:;Iir- to the
1 al profession, the provinees and the publie
i

| v will be F’rli}lh']“‘- and difficulties, no
doubt, but with the mutual understanding and co-

pperation of both levels of government and vour
pr sion there should be no bar to the achieve-
ment of our common goal - which is to ensure that

mnadians can obtain health services of high
v according to their needs for such services
espective of their .‘1}-':;'.T_\ to pay.

thank vou for vour courtesy and kind at-

Correspondence

The Editor
Nova Scotia Medical Bulletin

Dear Sir

The Liaison Committes of the Workmen's
Compensation Board would be interested in
hearing from members of The Nova Seotia Medieal
Soelety who may desire to put before the com-
mittee any problems they have with the treat-
ment and payment under the Workmen's Com-
pensation Aet.

tention and 1 look forward to further contacts

; ’ . Yours truly,

wit ou and other branches of your assoeciation, ¥

It Iways a rewarding and refreshing experience M. E. DeLory, M.D., Chairman

for o meet and talk with professional groups Liaison Commitie

and | only hope I ean offer something of the same WORKMEN'S COMPENSATION
i I BOARD
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designed for long-term,
high-dosage salicylate therapy
without gastric irritation

"ENTROPHEN"

The special "Polymer 37"* coating of "Entrophen' pre-
vents the release of the acetylsalicylic acid in the stomach,

DOSAGE: One to four tablets every four hours.

Each "Polymer 37"-coated tablet contains 5 gr. of acetyl-
salicylic acid.

Boltles of 100 and 500 tablels.

/ €A Chanles €. Froset & Can
fl W WONTRE '.l. : : _;‘.~-D‘

*Palented 1959 : vz s
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Epidemic of Tuberculosis
Continued from page 172

relatively rare today, ervthema nodosum is still
a valuable guide to an epidemic of tuberculosis.
Often epidemies are suspected as a result of finding
a sudden inerease in the number of tuberculin
reactors in a community.

Most recognized epidemies develop in an
ineredibly short time. In one Norwegian village,
an itinerant juggler caused 54 infections within a
month. In such instances, it is clear that the
exposed population has little or no aequired im-
munity and that the individual who is the source
of infeetion has numerous bacilli in his sputum.

The first concern of the physician faced with
an epidemie of tuberculosis should be to identify
the source case. In schools this should not be
difficult if all the personnel and older students
are surveyed by tuberculin tests and by chest
X-rays of all reactors. If the source is not found,
the search must be continued outside the im-
mediate classroom.

An adult or adolescent with active chronie
pulmonary tuberculosis should be sent to a hospital
or sanatorium for adequate therapy. An adoles-
cent with pulmonary tuberculosis should not return
to school until his disease is stabilized and eultures
of sputum have been negative for three to six
months.

Caring for the Child

A child with symptomatic primary tuberey-
losis should be treated at home or in a sana-
torium according to his medical needs and
ability of his family to give him adequate care af
home. Students with asymptomatie primary tu-
berculosis should be allowed to stay in school pre-
vided they remain under medical supervision and
take isoniazid daily for at least a year. The addi~
tion of PAS is a matter of opinion. Isoniazd is
given primarily to prevent complications si
no drug therapy is known to eliminate all tube
baeilli from the body. Thus, following an epide
all tuberculin reactors should have chest X
at yearly intervals for an indefinite period. Home
contacts should also be examined. '

The tuberculin test is the most valuable
for tuberculosis control. It permits the e
fication of those who are unifected and he
susceptible to infeetion and those who have b
previously infected with tubercle bacilli, As
rate of infection decreases, tuberculin surveys, w
chest X-rays only of reactors, may become
method of case finding in adults as well as in ek
ren. It is essential to follow all the individ
known to reaet to tubereulin, particularly
countries with a low incidence of tubercul
Only in this way can pulmonary tuberculosis
found early, when it is most amenable to tre
ment.

FILING EQUIPMENT

EXECUTIVE AND SECRETARIAL DESKS
TYPEWRITERS, PHOTOCOPY AND DICTATING MACHINES
OFFICE AND RECEPTION SEATING

BURGLARY AND FIRE RESISTANT EQUIPMENT
CARPETS, DRAPERIES, LAMPS

We Service what we Sell.
May we help you?

205N/ 47 BARRINGTON ST. HALIFAX 422.1621

aman-Ross
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Are We Missing Dislocations of the Hip at Birth

Axtont Trias, M.D,, F.R.CS. (C)

Halifax, N. S.

An estimated 40 babies of disloeations and sub-
luxations of the hip are born in Nova Scotia each
)‘Pﬂ.’.

How Many will be Diagnosed at Birth?

The importance of early diagnosis in congenital
dislocation of the hip (C.D.H.) has been established
for many years. Treatment in new born cases
yields almost 1007 excellent results. However,
when the treatment is started after two years of
age, @ completely normal hip is seldom obtained
even after prolonged and difficult procedures.

The coneepts on etiology, diagnosis and freat-
ment of C.D.H. have greatly changed in the last
few vears.

[t is now accepted that the “hip dysplasia”
with changes of the acetabulum and upper end of
the femur are secondary to an instability of the
hip joint produced by hyperlaxity of the ligaments
at hirth in certain individuals. The effect of
estrogens on the lignmentous structures of the fetus
would explain the high predominance of female
patients?

For early detection the classieal signs are
often unreliable or too late in appearance.

The asymmetry of gluteal folds may not be
present, shortening of the femur or telescoping
does not oeccur in subluxations and, when the
Trendelenburg type of gait is observed, it is already
too late for the ideal conservative treatment.
Because of the delayed appearance of secondary
nuclel of ossifications, X-rays are difficult or im-
possible to interpret at birth.

The diagnosis of C.D.H. rests on two simple
and short tests conducted at birth; the Ortolani
or elicking sign and the abduction test.

In eountries, such as Seandinavia, where these
tests are performed in all newborn babies, no
C.D.H. has appeared in the older age group.

The Ortolani Test

The Ortolani test is the most important and
should be carried out as deseribed by Barlow! in
all newborn babies.
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“The test is made in two parts.

(1) The baby is placed on its back with the
legs pointing towards the examiner. The hips
are flexed to a right angle and the knees are fully
flexed. The middle finger of each hand is placed
over the greater trochanter (Fig. 1) and the thumb
of each hand is applied to the inner side of the thigh
opposite the position of the lesser trochanter
(Fig. 2). The thighs are carried into mid-ab-
duetion, and forward pressure behind the greater
trochanter is exerted by the middle finger of each
hand in turn while the other hand holds the op-
posite femur and pelvis steady. If the femoral
head slips forward into the aeetabulum, the hip
has been dislocated. If there is no movement
of the femoral head, the hip is not dislocated.
This completes the first part of the test.

Fig. 1
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Fig. 2

(2) The second part of the test consists in
applying pressure backwards and outwards with
the thumb on the inner side of the thigh. If the
femoral head ﬁliili out over the l|m--T|'r'in!' |I1r of the
acetabulum and back again immediately the pres-
sure is released, the hip is “unstable™ - that is to
sS4y the }ll;r 15 not dislocated but is dislocatable.

In a doubtful case the stability of each joint
can be further tested with the pelvis firmly held
between a thumb on the pubis and fingers under
the sacrum (Fig, 3).
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This test is very reliable and can be used yp!
to the age of six months. By that time the femorg
have become so long that it is difficult to reach thet
greater trochanters with the tips of the middlg!
fingers.” .

Treatment

All “elicking hips” should be treated by keeps
ing the legs in the position of abduetion and latersl®
rotation. ]

This position is maintained by a spinal spling$
made from thin malleable strips of aluminums
Figs. 4 and 5).

Fig. 4

The child ean be tended by the mother ande
washed without being taken out of the splints
The splint is only kept on two to three months &
no further treatment is necessary.

There are other splints available, sueh
the Van Rosen®, which are as effective, simp
and economieal. The main advantage over €
Frejka pollow is that they are not removed whets
diapers are echanged. :

Limitation of the abduection of the flexes
thighs is the next most useful sign of C.Ik
as
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Fig. 5

All suspeeted hip dysplasias should be X-
rayed.

The problem of treating congenital dislocation
of the hip is best solved by early diagnosis. If
routine examination of the hips in every newborn
infant can be established, the problems of con-
genital dislocation of the hip which have plagued
us in times past can be almost eompletely abolished.

O
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WHEN YOUR OBS, PATIENT HAS
ANTIBODIES

The Committee on Fetal - Maternal Incom-
patibility suggests the following outline of manage-
ment:

1. Please submit blood from the husband
to determine his genotype.

2. Blood from the mother should be submit-
ted at monthly intervals until the 7th
month, and every two weeks until the
8th month, and then weekly until delivery.

3. Amniocentesis should be eonsidered at the
30th week - or before if the history is bad
or the blood antibody titre is high at an
early stage of pregnancy.

4. You are invited to contact the Com-
mittee on Fetal - Maternal Incompati-
bility,

5821 University Avenue,
Halifax, N. S.

Phone (colleet) Halifax 422-6501 - at any time -
and ask for the Obstetrical Resident on duty.

This Consultative Service is free and the Com-
mittee is most anxious to help in any way possible.
The Committee meets every Thursday and if you
wish to phone at about 12:15 noon on that day

2 1 Rosen, 8., “Diagnosis and Treatment of Con- ; : : g
genital Dislocations of Hip Joints in the Newhorn.” you can have direct advice from the Committee,
Ihid: 284. o

Their assets, we mean) and who refuse to be diverted from this pleasant task are generally
the ones who also make sure that these assets are going to be present the next time they look.
And how? Well, not by a single insurance poliey but by the next best - a simple telephone
call to
ALFRED J. BELL & GRANT, LIMITED
One Sackville Place, Halifax, N. S.
Telephone 429-4150
(We will help you count)
—
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Norisodrine

in the new
Aerotrol*

*

sprays
the full
prescribed dose

— instantly

...for effective bronchodilation.

No wasted dosage; the superior de-
sign of Aerotrol spray head prevents
accidental discharge.

Active ingredient is provided as a true
solution—permits Aerotrol to nebulize a
controlled dose of 0.125 mg. for each
inhalation. Absorption is fast; relief
usually comes in a few seconds—often

faster than with injected epinephrine.

Upright-use position makes the
RAerotrol easy to conceal in public
and delivers all of the 300 doses with
precision.

Aerotrol can be assembled in 5 sec-
onds, reducing patient's anxiety caused
by fear of attack.

“Fastness” not seen with Norisodriné
—makes it well suited for repeated
therapy even in “epinephrine-fast"
patients.

Precautions: Overdose may result in dizzinesss

palpitations, mervousnes cardia, Theses
symptoms can be y adjusting dosag®
for each indiv Administer with
caution to patients with hypertension or UG

cardiovascular disease.

Also available: Norisodrine Suppositories and Syrup

*Norisodrine — Iscproterencl, Abbott

*Aerotrol — Controlled-dose nebulizer, Abbott
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Medical literature available on request
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Mercy!

Merci!

J. E. Hivrz, M.D.

Kentville, N. S.

It is good to be here today with you who are
so interested in the prevention and treatment of
tubereulosis as shown by your willingness to give
up # goodly portion of a week-end in order to con-
eentrate vour thoughts upon the problems that this
disease creates.

May I assure you that this meeting of the Nova
Scotin Tuberculosis Association is not merely a
carrvover, by foree of habit, of previous meetings
held each vear since the formation of the Associa-
tion in 1947 and the Nova Secotia Tuberculosis
Commission which preceded it in 1926.

Indeed no! We are not here only because it
has been customary to hold a meeting each year
but most especially because the needs of the tuber-
eulous and the potentially tuberculous people are
just as great in Canada and especially in Nova
Seotiz today as they were ten or fifteen years ago.
In truth, they may even be greater as we seem
now to be in the trough of a vigorous up-surging
wave of tuberculosis in our Provinee.

One does not relish being a purveyor of gloom,
a pessimist, a spreader of bad rather thanglad
tidings, beeause, for one thing, one could be wrong.

For the past number of years, reports of fewer
new cases of tuberculosis and a declining death
rate across the country have been engendering
over-optimistie attitudes regarding the state of
eontrol of tuberculosis. Even the newspapers
were beginning to suggest that tuberculosis was
beaten and that soon it would be seen no more.
Much worse, even some members of the medieal
profession were beginning to echo such ideas. A
few of us, 1 am afraid, found ourselves erying in a
wilderness with nobody listening when we pointed
out that tuberculosis is a treacherous disease, it is
a relapsing disease, it is a subtle disease which may
hot cause illness until twenty years or more after
mfection has taken place, and it is a disease which
may now be caused by germs that no longer respond
10 our anti-tuberculosis drugs. It is just the type
of discase that would make the most of a lull in
antituberculosis activities caused by a complacent
and comewhat heedless population composed of
fome patients indifferent to their active tuber-

—_—

culosis, complacent associates who could not bring
themselves to believe that such infectious cases
still existed, complacent health workers who sought
other and presumably more challenging outlets
for their energies, and even, I fear, on occasions
complacent medical personnel who eould not bring
themselves to believe that patients would not
always follow treatment as conscientiously or as
long as preseribed.
What is the result today?

In Canada in 1965 there was a definite in-
crease in the number of active eases requiring
treatment as compared to 1964.

In Nova Scotia in 1965 we discovered 201 new
active cases of tuberculosis compared to 168 in
1964. There were also 56 persons with healed
tubereulosis in whom their disease became active
once again.

Twenty-six Nova Scotians died of tuberculosis
in 1965. Even the so-called *wonder drugs”
could not return every known case to health or
even arrest the disease.

In 1964, the death rate from tuberculosis in
Nova Scotia was exceeded only by the provinces
of Newfoundland and Quebec. Only Queens
and Vietoria Counties in our Province have not
had a tuberculosis death in either 1964 or 1965.
Only half our tuberculous deaths in Nova Scotia
oceurred in our tuberculosis hospitals. The re-
mainder oceurred at home or in general hospitals -
a danger to home and hospital associates in many
cases. There was only one tubereulous death in
a person under forty years of age. One third of
the deaths were among persons 50-59 years of age.
Another third oceurred in those patients who were
over 70 years old.

In Nova Scotia, last year, 44 per cent - almost
half - of our newly found cases of tuberculosis
were 50 vears of age or older when their disease
was first discovered. Twelve per cent were under
fourteen years of age. Tuberculosis, therefore,
is both an old person's and a young person's
disease.

"Report to Annual Meeting - Nova Seotia Tuberculosis Association - May 7/66,
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On New Year's Eve, 1965, our tuberculosis
case registers in Nova Seotia contained the names
of 13,009 persons with tuberculosis, either healed
or unhealed. In 573 cases, the disease was eclas-
sified as aetive or at least had not definitely
reached an inactive state.

Of the over 12,000 persons with healed disease,
about five persons of each 1000 reactivate their
tuberculosis each year - many becoming contagious
once more and all requiring treatment again. This
means that all 13,099 persons have to be assessed
at least each year for the rest of their lives in order
to deteet any reactivation of disease as soon as
possible before the disease becomes advanced once
more and before the patient’s associates are in-
fected.

In Nova Scotia, 1.7 per cent of our population
has or has had active tuberculosis. This varies
from one per cent in some areas to two and a half
percent in others.

Over 200,000 Nova Scotians have been in-
fected by the germs of tuberculosis at some time
in their lives as evidenced by a positive tuberculin
reaction. Out of this group of about 1/5 of a
million Nova Scotians will come three quarters
of the new cases of tuberculosis which we shall
have to treat each year. The other quarter of the
cases will be new persons infected by them.

The Sanatorium in 1966 is smaller than it was
ten years ago. It now provides only 192 beds.

We thought that this would be a sufficient nun
Of late we have had to put up extra beds for m
and we have even put some men in the won
section of the hospital. During the past mon
there have been admitted to the Sanatorium

greater number of extremely far advaneed :
of tuberculosis than have been seen for yes
There have been children and young men admi

and also a man, aged 94, all with aective ¢
culosis.

My friends, I rejoice that you and your
workers in our tuberculosis associations are
with us in strength. [ fear that our tube
situation is like an iceberg in that a large part
the problem is below the surface. Indeed, pe
it is now in the process of turning upside down
that we may see that which has been hidden
many eyes.

On behalf of the official ageney, the Deg
ment of Public Health, T wish to say a si
thank you to the Nova Scotia Tuberculosis
iation and all its branches and the wonds
people who make up these organizations,
out your continued interest, enthusiasm, and off
in raising funds for ease finding, for health ed
tion, for rehabilitation, and for research, we wi
be in a very sorry state indeed in this fair Proy
of ours. I assure you that we, in the official a
could not and would not wish to go it alone.

FORTY YEARS AGO

From the Nova Scotia Medical Bulletin July 1926

(From the report of the Annual Meeting held
in Halifax, July 7th - 8th, 1926).

The biggest piece of new business was the
Society’s resolution to raise fifty thousand dollars
to endow a chair of surgery at Dalhousie Uni-
versity to be known as the John Stewart Chair
of Surgery. Dr. Stewart himself is to be the
first oecupant, We hope to have the pleasure
of writing more fully on this most laudable project
later on when the plans to raise the required
amount are matured, and success is in sight.
Surely no more fitting monument than a Chair of
Surgery, and none more worthy of the purest and
best sentiment of our profession than this grand
old man, who strove throughout his more active
life to make Surgery a sacred name, and who now
in the mellow evening of his days holds in a plen-
ary degree, among them that practise the healing
art, that benign power that makes for righteous-
ness and efficiency. o
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BOOK REVIEW

A Priver oF WaTER, ELECTROLYTE ANDAG
Base Syxpromes. 3rd Edition Goldberger
and Febiger 1965. The MacMillan Cmnpanr
Canada Limited. $7.00.

This is a sound and comprehensive littleb
Basie scientific principles are explained e
and without excessive technieal complexity.
tical clinical situations are not overlooked as |
some more highly technical monographs. T
sections on acid base balance are well handled
readable. Chapters are well organized and
sent an acceptable degree of detail in path
siological mechanisms. The author has mana
to give the continual impression that a pat
is elose at hand and this is a fine asset in med
writing. It is further enhanced by practical
gestions as to the use of fluids, electrolytes, die
factors, and other allied therapeutic agents,
troversial matters are stated as such with b
explanations of opposing views. Some elin
seientists might quarrel with therapy by inst
tional tabulation but there were no dange
errors noted in this regard. One must con
that the author speaks with both wide expe
and authority.

A. J. MeL.




1000 WORD SERIES (30)

(arrying the Patient on Steroids Through Surgery:

WiLLiasm I. Morse, M.D., F.R.C.P. (C)""

Halifax, N. S.. .

MAKING CHANGES IN STEROID DOSAGE

An adequate response to the stress of major
surgery requires a marked inereased in hydro-
cortisone seeretion by the adrenal cortices. Failure
of this adrenal response is likely to result in a
stormy operative and post-operative course. A
fatal outcome is not uncommon.

Hefore discussing the effect of steroid therapy
on this important response it will be helpful to
recall the normal servo (or feed back) meehanism
by which the plasma hydrocortisone level controls
adrenal cortical secretory aetivity. A low plasma
hydrocortisone level signals the hypothalamus to
seerete an ACTH-releasing material which is
transported to the pituitary by a special portal
girculation. The hypothalamic material stimu-
lates ACTH release from the anterior lobe of the
pituitary and this, in turn, causes hydrocortisone
seeretion by the adrenals. A high hydrocortisone
level causes the opposite response and consequently
eessation of adrenal seeretory activity. The latter
mechanism can be initiated by the oral or parenteral
administration of hydrocortisone and the same
result follows the use of cortisone or a variety of
related synthetic steroids.

When carrying the patient on high-dosage,
long-term steroid therapy through surgery, three
imporiant phenomena form a basis for manage-
ment.

I The dormant hypothalamic-pituitary ACTH-
seereting mechanism tends to be unresponsive to
the need for more hydrocortisone (and therefore,
the need for ACTH to stimulate the adrenals)
during surgery.

2 The dormant adrenals are less responsive than
Bormal to ACTH although hydrocortisone secre-
tion will often reach the desired level within a few
'i*:;.“r if the patient receives large daily doses of
ACTH,

3 There is some evidence that the patient is less
than normally responsive to hydrocortisone when
18 tissues have been exposed to high steroid levels

over a long-period. From this, one infers that
more hydrocortisone (or related steroid) is re-
quired to proteet the patient during surgery, the .
size of the required dosage inerement depending .
on the amount of steroid administered during
previous weeks.

These considerations made it imperative that -
the patient on a high-dosage steroid regimen be
given even higher doses while being carried through
surgery. Several speeific situations deserve fur-
ther comment.

High-Dosage, Long-Term Steroid Therapy

The Table below gives two examples of the way
I usually handle this situation.

Cortisone dosage prior to

surgery 150 mg/day 100 mg day -
Day of operation 400° o v B0 g
lst post-op. day ol o 285 v
2ad-3ed ,, v 20 % 176 .
4th-56th ,, ., . 200 ., » 150 ., .
Bth=Tth & & = 175 & » B e
Then resume 160 oy 100,

* Solucortef®  dosage is shown.

Both patients were taking cortisone, the first in-a,
dosage of 150 mg 'day and the second 100 mg/day. .
I use hydrocortisone hemi-suceinate (Solucortef® )
parenterally on the day of operation. The 400
mg. received by the first patient was divided as-
follows. One hundred mg. was added to 500 e.c.
of 5% dextrose in water and given as a slow intra-
venous drip during the operative procedure. The
patient also received Solucortef® 100 mg. intra-
muscularly g8h starting 2 hours pre-op. If un-
explained hypotension oceurs - hemorrhage, arrhy-
thmia, hypoxia, ete., having been excluded - I
give an additional 100 mg. Solucortef® intraven-
ously stat. (The same result can be achieved with
intravenous and intramusecular dexamethasone

From the Department of Medicine, Dalhousie University, Halifax, N. 8.
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phosphate and prednisolone acetate.) As soon as
the patient can take oral medication, I shift to
cortisone (or one of the synthetic steroids in com-
parable dosage). A q6h or g8h schedule is used.
After eight days the patient is back to the base-
line dose of cortisone (150 mg/day).

The second patient’s management during
surgery (see Table 1) was generally similar except
for the fact that lower doses of cortisone were used
throughout. To generalize, I give approximately
3 times the previous steroid dosage on the day of
operation and then gradually lower the dose to the
original level during the following week.
Low-Dosage, Long-Term Therapy

T. S. Danowski and associates have carried a
large number of patients on continuous, long-term,
low-dosage steroid therapy (the equivalent of 25
mg. cortisone daily) through surgery and have
found that it was unnecessary to increase the ster-
oid dosage during the operative period’. My
own experience with a small number of patients
receiving low doses of prednisone suggests the same
conclusion. Apparently the pituitary-adrenal axis
remains fully responsive to the stress of surgery
under these conditions, but - with our present
knowledge - it is not safe to assume that continu-
ous, intermediate dosage (e.g. cortisone 50-75
mg/day) is equally innocuous.

Intermittent High-Dosage, Long-Term
Therapy

This group includes the patient receiving a
single large dose of steroid every second day?® and
the patient on treatment for 3 to 5 consecutive
days (followed by a 2 to 4 day break) each week'.
There is evidence that these high-dosage, inter-
mittent regimens are as efficacious as those which
call for daily dosage®. Furthermore, it appears
that both forms of intermittent therapy are un-
likely to be associated with pituitary-adrenal
hypofunetion. Perhaps it is too soon to say that
these individuals will cope with the stress of sur-
gery without any increase in steroid dosage but
this is a distinet possibility. .For the present I
would suggest doubling the previous dosage on
the day of operation followed by a fairly rapid
return to the original programme of treatment.
Following Cessation of Steroid Therapy

The best course of action in this situation is not
vet clear. Graber and associates have published
evidence that pituitary ACTH seeretion recovers
approximately two months after cessation of con-
tinuous high-dosage, long-term steroid therapy?
However, in their experience the complete recovery
of adrenal function required five to nine months.
It is likely that this latter interval can be greatly
shortened by the frequent intramuseular injection
of ACTH gel for several weeks after discontinuing
the steroid®. Where the ACTH gel programme
has been used during the “weaning’ period, it is
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reasonable to expect that most patients will
a normal response to surgical stress two mo
after stopping ACTH injections. Unfortunat
in a few exceptional patients, the pituits
adrenal recovery period following the cessa
of this type of steroid therapy i1s much |
One should, therefore, be prepared to use §
cortef® if hypotension oceurs durlng or fo].lo
surgery whenever the individual gives a his
of continuous, high-dosage, long-term steroid
apy within the past 12 months. If the p:
reports symptoms suggestive of the *
withdrawal syndrome” (fever, anorexia, nau
lethargy, arthralgia, fine desquamation, weak
and weight loss®) I would favor pre-op
testing of pituitary and adrenal funetion.
oids would be used during surgery regardless of
time which had elapsed since cessation of &
therapy if the funetional reserve of either of
organs was inadequate. But if the urgency
problem or other eircumstances make it imp
to carry out pituitary-adrenal funetion
would give steroids “‘prophylactieally”
surgery to the patient manifesting possible s
withdrawal symptoms.
Comparative Dosage of Steroids
The following is the equivalent
dosage of the widely used corticosteroids:

Cortisone
Hydroeortisone
Prednisone
Prednisolone
Methylprednisolone
Triameinolone
Dexamethasone
Betamethasone

25 mgm.

"

75
75

SO et S

There is no convincing evidenee of a signifieu
qualitative difference in the so-called “anti-in
matory action” of any of the commercially a
corticosteroid preparations®. For practical
poses the salt retaining activity of the diff
preparations is inversely proportional to
glucogenic (and anti-inflammatory) poteney.
OTHER ASPECTS OF POST-OPERATI

MANAGEMENT
Infection The unfavourable effect of st
therapy on the host-parasite balance has s
relevance in the post-operative period since n
patients are prone to infection at this time,
fortunately steroid administration also mini
the objective signs and evidence of an
flammatory response. 1 recall one steroid
patient who developed generalized peri
without manifesting either fever or localizing
The physician must be particularly careful
search for and treat masked post-operative 1
feetion in these individuals.
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[mpai red Wound Healing is another special
eause for concern in the patient receiving large
doses of steroids during the post-operative period.
Aggravation of Diabetes Mellitus The use of
steroids may unmask latent diabetes as well as
aggravate pre-existing diabetes. The patient is

particu larly prone to this eomplication following
surger - and is more likely y to require insulin at
lhlf\ time

Potassium  Depleting - Sodium Retaining

Effect of Steroids It is wise to restriet sodium
intake but to encourage the ingestion of high
potassium foods (or solutions) during continuous
high-dosage steroid therapy. The tendency to
potassinm depletion and sodium retention 1s
likely to be greater during the post-operative
period. A daily record of the types and quantities
of fluids administered and lost from the body
following surgery along with frequent measure-
ments of serum sodium and potassium assist
greatly in assessing the magnitude of these electro-
Iyte problems.

SUMMARY

Desirable inereases

gery are discussed. The physiological basis for
these recommendations is outlined. A dosage
inerement is imperative for the patient onlong-
term, high-dosage therapy but unnecessary when

in steroid dosage while -
earrving the steroid-treated patient through sur-

low-dosage (e.g. 25 mg. cortisone daily) has been
used. In our present state of knowledge there is
uncertainty regarding steroid dosage during sur-
gery for the patient on intermittent, high-dosage
therapy and the individual who has recently stop-
ped taking steroids. For the present, some in-
crease during the period of surgical stress is sug-
gested for these two groups.

Attention is drawn to other aspeets of post-
operative management peculiar to patients on

steroids. >
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“Docror RUSHED TO SEA TO

AssisT INJurRED Max™

Such was a press headline last
month. It went on to ‘tell that
an 18-year-old lad had been struck
by one of the large grab hooks
which held the seallop drag, on his
ship, a dragger off Georges Bank.
A call was put in for assistance
and a helicopter from Cape Negro
Tlew to Barrington, picked up a
doctor, took him to Shelburne,
and the doetor then went out on a
eoast guard vessel to the scallop
dragger whence the injured chap
was taken to Shelburne hospital.
"Tis just another incident in the

« saga of medieal practice in Nova
- Scotia.

‘A CENTURY IN

CaxapiaN MEDICINE

Nova Scotia is to be highlighted

- in a 30-minute color film commis-

’

sioned by the Canadian Medical
Association as a Centennial pro-
jeet. The film is being produced

" to show opportunities for medical

students and help stimulate re-
cruitment in the profession. To
be ecalled ** A Century in Canadian
Medicine”, the film explores the
advances in the medical field
whieh have taken place in Canada

gince 1867 with special emphasis

on the general practitioner, Mr.
R. Barelay of Chetwynd Films
with a camera crew visited the
provinee May 30th to June 2nd.
During that time a film was taken
of the developing Sir Charles Tup-
per Building and the Eastern
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held "a

Shore Braneh Society
Branch: Society meeting ‘at the
home of Dr. P. B. Jardine, which

was recorded by the eamera.
The purpose was to contrast a
small “‘grass roots' rural Branch
Society with the General Couneil
of the Canadian Medical Assoeia-
tion thereby . indicating the es-
sential of communication within
organized medicine. We shall be
looking forward with interest to
viewing *‘The Century of Medi-
cine” as developed by the Cana-
dian Medieal Association through
Chetwynd Films.

A five man Medical Care In-
surance Commission was appoint-
ed recently by the government
under the chairmanship of Mr.
R. MaeD. Black, Q.C. to report
to the Health Minister not later
than December 31 of this year.
Dr. T. C. Gorman of Antizonish,
immediate past pregident of The
Medieal Society of Nova Seotia,
and Dr. John D. Wickwire,
Liverpool are the doctor members
of the Commission whose function
is "' to enquire into and investigate
matters relating to the establish-
ment, operation and scope of
medieal eare insurance plans’.

Care BreTON

Dr. D. S. Robb, was elected
president of the Cape Breton Med-
ical Society at the recent. annual
meeting at the City of Sydney
Hospital. Other officers for 1966
include Dr. N. F. MacNeill,
vice president. Dr. H. R. Cor-
bett, secretary and Dr. Gordon
Simpson, treasurer. Medieare,
collective bargaining, and other

- 188

“of Physicians and Surgeons we

| matters pertaining to mediea]
economics, and the proposed form-
ation of a Nova Scotia College

discussed.  The President and
Secretary were appointed to pe..
present the Society at a meeting
early in June to discuss the p
tion of the Sydney steel industry,

Guests in- attendance ineluded
Dr. Tony Griffiths, Dr. C. d.
W. Beckwith and Dr. dJohr
Williston of New Glasgow, alon;
with Mr. S. P. Brannen, gene
manager of Maritime Med
Care, Ine.

The Annual meeting and coun-
eil session of the provinecial society
will be held in Sydney in Novems
ber 1967.

Members to the Provineial
ecutive are Dr. Douglas
Kenazie, Sydney, Dr. H. d.
tin, Sydney Mines, with Dr,
K. MacLennan, Sydney as al
nate. Cape Breton Exeent
members are, Dr. A. G
Glace Bay, Dr. P. J. Guth
Sydney, Dr..d. A. Roach, N
Waterford, and Dr. P. S.
ner, North side. Dr. A
Sutherland - chairman of Pub
Relations. Dr. A. Gaum
Dr. Frank Kelly, Mediat
Committee. Dr.d. R. Me
alternate Dr. d. A. MacDons
nominating committee to NSMS.
Dr. Watson Sodero and
Harvey Sutherland, deleg
to MMC. Dr. Beverley
chairman of the local postgradus
committee: Dr. Kenneth Fra
and Dr. dJohn MacPhail, G
eral Practitioner members
Couneil of NSMS, while Dr. d.
MacDonald, chairman Dr. A.
Macdonald and Dr. Do
MacKenzie were appointed Conl
mittee for Medical Education.

LuNENBURG-QUEENS
Dr. Otto H. Horrelt is shortl]
commencing a  post-grad a3
course in anaesthesia at the Vi
toria General Hospital. Dr
Thomas H. Scantlebury !
taking over his office to comm
practice in Bridgewater as.a ge®
eral practitioner.
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CONGRATULATIONS

We extend congratulations to
Dr. Jean Cormier, Sydney, who
was one of ten Canadians of Aea-
dian descent who were honoured
by the State of Louisiana at a
panquet in Moncton on June 4,
Louisiana Senator, Dudley Le-
MeKeithon presented honorary
certificates to the recipients Dr.
Cormier and Prof. Alphonse
Comey, Church Point were the
only Nova Scotian residents.

Dr. William Cochrane re-
eeived the 81000 Borden Co.
Foundation award for research
in nutrition.

Dr. Donald O. Hebb, a native
of Chester, and a Dalhousie gradu-
ate has been elected a Fellow of
the Royal Society of England, the
only Canadian to receive the
honour this year. He is at pre-
sent professor of Psychology at
MecGill. He has attained inter-
national recognition as a result
of his research, and his book
“QOrganization of Behavior” has
had a great influence on experi-
mental research in Psychology.

Dr. H. I. MacGregor, Halifax,
has heen awarded an Upjohn Post-
graduate Study Award for 1966
for £500.00.

Dr. d. A. MacDonald, Bay
Medical Group, Glace Bay has
been awarded a Schering Post-
graduate Study Award for a simi-
lar amount. These awards pro-
vide for postgraduate study at
acceptable teaching eentres in
Canada and U.S.A.

Dr. Clyde Marshall, adminis-
trator of the Mental Health ser-
vices division of Nova Scotia's
department of Public Health gave
an address to the Canadian Men-
tal Health Association at its re-
eent meeting in Vancouver, B.C.
He was presented with a CMHA
national recognition award for
Outstanding publie service in the
field of mental illness.

Dr. Arthur L. Murphy, Hali-
fax <urgeon has won a special

‘anadian  playwriting contest
Sponsored by the Hamilton (On-
tario) Player's Guild. His three-
4ct drama* Thy Sons Command™,
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won the $500.00 award over 38
other entries, and will be produced
by the Guild next season, and be
the Hamilton entry in the Western
Ontario League Festival. The
play takes place in French Canada
and describes the conflict between
two cousins who run a common
farm. One cousin is French, the
other English.

Dr. Murphy has long been
active in this field as well as in

surgery. He is a past president
of The Medical Society of Nova
Seotia and was the recipient of
the Canadian Drama Award in
1963. A three-charaeter comedy
by him, *‘The Sleeping Bag” will
be premiered in July at the Nep-
tune Theatre. He is one of five
Canadian authors at work on a
Centennial play which will be
presented through Canada next
vear.

MEDICAL WOMEN'S INTERNATIONAL ASSOCIATION

Diagnosing causes of, and pre-
seribing remedies for, the Free
World shortage of medical per-
sonnel will receive priority atten-
tion of women doetors meeting
in Rochester, N. Y., July 9-15,
1966, for the tenth Congress
of the Medical Women's Inter-
national Association.

An expeeted 1,000 physieians
from 33 countries will hear reports
on the status of women physicians
now heing made by national affi-
liates of MWIA and consider the
implications of statistics forecast-
ing a severe shortage of doctors
by 1975 in a United States handi-
capped by one of the world's
lowest ratios of women physicians,
traditionally about 8 pereent.

Speakers at the Congress will
include Dr. Leona Baumgartner,
former U.S. public health execu-
tive and advisor to foreign govern-
ments; Dr. Henrietta Banting,
of Toronto, Canada, widow of the
discoverer of Insulin; and others
from five continents and Oceania.

Following registration on July
9, the Congress will travel a short
sentimental distance from Roches-
ter for its formal opening at Ho-
bart and William Smith Colleges
in Geneva, New York, the city
where in 1849, Elizabeth Black-
well, an English immigrant girl,
became the first woman to be
graduated from an American med-
ical sechool.  Its coneluding session
on July 15 will be held in Niagara
Falls, Ontario, Canada.

The Medical Women's Inter-
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national Association is believed
to be the oldest of all international
medical associations. It was
founded in New York, Oectober
21, 1919, at a dinner attended
by 140 women doctors from 16
nations in honor of women physi-
cians and surgeons who had served
in Franee in World War I.

As early as the 1920's it con-
cerned itself with such matters
as tuberculosis and pregnaney,
sex instruetion and birth control.
It has inspired and worked with
its national affilates in setting
up hospitals and elinies for pedia-
tries and cancer deteetion in some
less developed areas. In more
recent years it has taken up pro-
blems of the aging and parent
edueation.

Its eurrent concern for helping
close the demand-supply gap in
medical personnel is related in
statements by organization leaders
to the existence of a large un-
tapped reserve of interested and
able young women who fail to
achieve their ambitions for medi-
cal training,

Hostesses for the tenth Con-
gress are the American Medieal
Women's Association and The
Federation of Medical Women of
Canada. Dr. Claire F. Ryder,
of Washington, D. C. is general
chairman. Dr. Fe del Mundo,
of Quezon City, The Philippines,
is president of the MWIA, and
will preside at the opening seienti-
fie session, and at the Couneil
and General Assembly meetings.
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BirTHS

To Dr. and Mrs. John Curtis,
(née Dorothy Fornier), a son,
John Andrew, at the Toronto Gen-
eral Hospital, on April 15, 1966.

To Dr. and Mrs. Clair Mac-
Leod, (née Nola Clarke), a daugh-
ter, at the Grace Maternity
Hospital on June 7, 1966.

To Dr. and Mrs. T. dJock
Murray, (née Janet Pottie), a
son, Brian Jeremy, at the Halifax
Infirmary on Mary 31, 1966.

()BITUARIES

Dr. Thomas J. Khattar, 60,
Glace Bay Medical Health Officer
for 23 vears died in St. Joseph's
Hospital, Glace Bay on June 10th
after a lengthy illness. He was a
native of Sydney. He attended
Svdney Academy, St. Francis
Xavier University and the Uni-
versity of Edinburgh.

Dr. Wilfred MacNicoll, Lun-
enburg, died in Camp Hill Hos-
pital after a long illness. He was
born in Ontario in 1897, graduated
from the School of Medicine,
University of Toronto in 1929,
after having served with the
Artillery in the First World War.
In World War II he served with

the RCN. He took postgraduate
training in Boston and practised
in Hamilton, St. John's and St,
Mary's. Newfoundland, ang
Goldboro, Nova Secotia, and for "
few months in northern Ontario,

Dr. Elizabeth Balcom Da:
(Mrs. F. R. Davis), widow of
late Hon. Dr. F. R. Davis, Mini
ter of Health and Welfare f
Nova Scotia, died recently at th
age of 80 in the Colchester H
pital, Truro. Dr. Davis gradu
ted in Medicine from Dalho
in 1911 and lived most of her
in Bridgewater where she pract
as a general practitioner
Anaesthetist. Her father was
late Dr. P. H. Balcom of Ayle
ford. She is survived by
sOns.

General Practitioner Wanted

“General Practitioner wanted in the Town of Port Hawkesbury, Cape Breton, N. S. A good
opening for a third G.P. in a growing town and large surrounding area,
write ¢/o P.O. Box 339 or 399 Port Hawkesbury, N

Sn

Interested party may

practice.

Share overhead in newly equipped office.
beauty, fishing, skiing and other recreational opportunities.

Apply to Box 105, The Nova Scotia Medical Bulletin.

General Practice Opening

Excellent future for energetic young general practitioner as associate in rapidly expanding general
Equal time off to enjoy nearby accessible

Abbott Laboratories Limited
ny of Canada Limited
Bell, Alfred J. & Grant Limited
British Drug Houses, The (Canada) Limited
Frosst, Charles E. & Company
Pitman-Moore, Division of
Poulene Limited..........
Robins, A. H. & Co. of Canada Limited. . ................
Sandoz Pharmaceuticals. . .........oveeuiiuetorreieeterioieenanan ,
Neamian-Crons FARIEad . v\ o ot s g s e e b 0 o B Fe i e b s e s el st 178
Searle, G. E. & Company (Canada) Limited '

Warner Chileott Laboratories Limited

Ames Com
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Dow Chemical of Canada Limited.
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