An Evaluation of Group Practice’

TrHOMAS A. LEBBETTER, M.D.**

WE are living to-day in a state of universal economic eonfusion and organ-
ized medicine is reeling from the impact of startling social reforms.
In the midst of this maelstrom it is not surprising that our professional way
of life is blown hither and yon with harassing disquietude. Already the full
sweep of these reforms has hit the profession in England with terrific force.
In the United States a battle over health insurance is being waged between
Congress and the American Medical Association; while in our own eoun-
try all three political parties have agreed to provide us with some suitable
form of health insurance, and for some time this principle has had the
approval of our parent body, the Canadian Medical Association.

In this tumult, those of us with a desire for a sane philosophy of living
for both our patients and ourselves, must of necessity give serious considera-
tion to ALL medical health plans, and be willing to accept nothing less than
the one which provides the most widespread distribution of the best medical
care that modern seience can provide, at the lowest possible cost. We want this
to result from a gradual evolutionary process, and not from a revolutionary
one. To-day, medicine and economies walk hand in hand. Poor living condi-
tions and insufficient food contribute not only to ill health and consequent
loss of production, but also to social unrest. Our whole economic system is
vitally dependent upon our national health.

Nowhere perhaps in the Commonwealth, is rugged individualism main-
tained to a greater degree than in these Maritime Provinces, and this applies
particularly to the practice of medicine. A long line of illustrious men have
elevated medicine to the height it at present occupies in Nova Scotia. They
were responsible for your fine Society, almost one hundred years old, and the
excellent Medical Faculty of Dalhousie University. The success of these
early physicians was in no small measure due to their sterling individual
efforts as medical practitioners.

In such a country, then, with such a heritage, one must approach the
subjeet of group practice circumspectly.

I should like to recall briefly in passing, the glorious harvest of achieve-
ments that has been reaped during the professional lives of most of us here
to-day. And what a harvest! Sepsis, typhoid, diphtheria, malaria, gonor-
rhea and syphilis, pneumonia, tuberculosis, diabetes, and pernicious anemia;
all these used to be the stubborn and defiant foes we met and battled to the
death, along the highway we travelled with suffering and distress. Now
our fear is mo longer hopeless!

The science of medicine has come a long way since our graduation, and
1 hope that we, as individuals, have come as far! It is not only a science but
a fine art as well. We must therefore combine these to give our patients the
best medical care. Sometimes in the rush of daily practice this is a rather
difficult procedure, but whether we like it or not, patients to-day, even simple
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unlettered patients, have a way of expecting and demanding the very best
care that medical science is eapable of providing. '
Medical progress depends, in no small measure, on medical research,
and the maintenance of the highest qualities in our medical and post-gradua~
tion education. Someone wisely said that doctors either go forward or back-
ward professionally with the years, they never stand still!
In evaluating group praectice I propose to point out some of the advant-
ages and disadvantages, and leave the conclusions to your own judgement.
In order to reach any conclusion, you will want to ask yourself if you
are satisfactorily keeping abreast of current medical advances, taking ade-
quate holidays, keeping physically and mentally fit, and providing properly
for your retirement; and then set this down against the factual information
I will present. \
Let us look at the whole question of group practice objectively in the
light of first, its value to the patient, and second, its value to the physician.

Definition of Group Practice

Group practice may best be defined as three or more doctors associated
together with joint use of equipment and technical personnel, and possessi
a centralized administrative and finaneial organization, and pooling and
distributing their earnings according to a pre-arranged plan.

Growth of Groups

The formation of a medical group that shall be successful and desirable
from the point of view of physicians and patients alike, requires an extremely
rare combination of personal, professional and material qualities. b

The formal organization of private medical groups is a North American
phenomenon, either entirely unknown, or at least unimportant, in other cou
tries. In a survey conducted by the American Medical Association in 194
three reasons were advanced for the growth of medical groups:

1. As a result of their experience in practising war medicine, many physi=
cians, on discharge, desired to practise medicine as a group. {

2. There have been great advances in standards of medical edueati
and in diagnostic and therapeutic facilities. Many doectors in s
or medium sized cities or rural areas found laboratory, hospital
specialist services inadequate, so they formed groups to get th
facilities. Seventy-three per cent of all groups in the United States
were formed in cities of less than 50,000 population.

3. The influence of the Mayo Cinic on formation of groups is indica
by the many ‘‘Mayo graduates” who are members of groups.
Mayo Clinic was organized to supply medical care in an emergen
(a tornado which destroyed much of Rochester at a time when
town lacked hospitals and most other essentials of good medical care).
Its amazing growth and reputation have been important factors i
stimulating formation of other medical groups.
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MEDICAL GROUPS IN THE US.A. AUG. 1946.

TOTAL. 368.

G.—Group.

Medical groups in the Uniled States as of August, 1946*

A survey of medical group practice by the United States Public Health
Service, published this year® states that the mean age of functioning medical
groups, is 20 years, and nearly half of the total were organized 30 or more
vears ago. The percentage of practising physicians engaged in group practice
in the United States in 1946 was 2 per cent; approximately the same asin

1940.3

*These groups all conform to the definition of group l)ractice. Chart I, Hunt, G.H., Gold-
stein, M.8S., Medical Group Practice in the United States, American Medical Association reprint, 1947,
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MEDICAL GROUPS IN CANADA
(MAY 1949)
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Medical groups in Canada as of May, 1949**

The situation with regard to medical group practice in Canada has never
been studied and there is no accurate information available. According to
the Bibliography of Group Practice for 1927-47, published by the Bureau of
Medical Economic Research of the American Medical Association,* only
three articles about group practice have been published in Canada in 20
years.

Historically the oldest type of medical group is the Out-Patient’'s Clinie,
in the teaching hospitals, staffed by physicians serving on a voluntary basis.

The formation of groups under strictly private auspices as service insti-
tutions for paying patients, has been chiefly a development of the last thirty
years.

**Prepared from information received from Registrars of the College of Physicians and Sur-
geons in each Province. Although the medical groups are composed of 3 or more doctors it is not known

whether or not they conform in other respects to the definition of group practice previously mentioned.

|
|
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Types of Groups

The United States Public Health Service in their survey classified med-
ical groups, according to scope and type of service provided into three types:®

1. The Reference Groups whose principal activity is the furnishing of
specialized care to patients referred to them by outside physicians, or coming
directly to the Clinie, usually for a single episode of illness. These groups
routinely do not undertake to furnish complete medical care to a continuing
clientele. e.g. Mayo Clinie, Lahey Clinie, Cleveland Clinic.

2. The Diagnostic Groups, they are organized to provide diagnostic
serv ce, exelusively and furnish a report to referring physicians, e.g. Pratt
Diagnostic Hospital in Boston.

3. The Service Groups, their principal activity is the furnishing of com-
plete medical care to a conlinuing -clientele.

Criteria of Successful Group Practice

The ecriteria essential for successful group practice may be placed in
four general categories:

1. Provision of the highest form of professional service for the patient.

2. Maintenance and improvement of the professional standing of the

group.

3. Adequate hospital faecilities.

4. Administrative organization capable of providing the essential admin-

istrative requirements.

In group practice it is imperative to see that the doetor whom the patient
desires, sees the patient first, and that no investigation or therapy is carried
on without his authority. In other words the patients who ask for a specific
doctor should always be treated by that doctor in the same way as if he were
practising outside the group. If the patient is referred by the original doctor
to other specialists in the group, then it is essential to see that the patient
returns to his personal physician for the final consultation.

This is an essential part of good management in group practice and suc-
cessfully maintains the “patient-doctor’ relationship which is so important.
As Lord Horder recently said, “One must not impair the spirit and quality
of a service which is so essentially individual and personal.”

If specialists are available in the group, then they should have the highest
qualifications, and merit the complete confidence of all their colleagues.
These are principles of ethiecs and good judgment which must be considered
in organizing and developing a successful group practice.

In order to maintain and improve the professional standing of the group,
doectors should be allowed to assume only those professional responsibilities
for which they have demonstrated ability and possess experience. Senior
members of the staff should accept responsibility for the training of junior
colleagues and be competent to give such education. Wherever Medical
Colleges and teaching hospitals are available, specialists in the group should
make a substantial contribution to them.

Group doctors should be provided with opportunities for professional
study without loss of income. Regular Staff Meetings must be held for the
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discussion of cases, and arrangements made for clinical investigation and lab-
oratory research.

Satisfactory hospital connections are a necessity as an excellent group
may be seriously handicapped by insufficient or low grade hospital facilities.

Important points in establishing a workable financial
arrangement for doctors in a group

A most successful method of group administration is by an elected HExeec-
utive Committee, composed of doctors who handle all the professional affairs
of the group. If there are more than six physicians in the group, there may
be a business manager too, with responsibilities limited to non-professional
activities. He should be under a Medical Director, who in turn, is appointed
by the Executive Committee, and his authority stems from this policy-making
level.

Surveys in the United States have shown that financial disagreement
was the major cause of dissolution in a large number of groups.®

The first requisite in establishing a workable financial arrangement is
that the doctors be categorized; for example, assistants, associates, senior
consultants, partners, ete. (or they can range from fellows to members) de-
pending on the type of ownership of the group. These categories are based
on the individual doctor’s—

training,

experience

qualifications

competence

length of time with the group, efe.

The second essential is that basic salaries should be allotted for each of
these categories.

And thirdly, from the net earnings of the group, an annual bonus, evenly
distributed, in addition to the salary, should be paid to all permanent mem-
bers of the group.

No finanecial plan will work without establishing acceptable categories.
These vary from group to group; basically however, the distribution of income
should never be left to rough and ready reckoning. It must be worked out
well in advance and the plan selected must be acceptable to the entire per-
manent staff, and provide for the perpetuation of the organization. Usually
75-80 per cent of the income comes from professional fees, and the balance
from X-ray, laboratory and therapeutic charges.

Winnipeg Clinic Plan

Apropos of this, I feel you might be interested in the Winnipeg Clinie
Group Practice Plan, particularly as it possesses factors both unique and
original. :

In this Plan—

1. The properties, buildings and equipment, which represent a substantial
and increasing physical asset, do not become the property of the members of
the Clinic. These substantial assets, without reservation, have been deeded
to the Manitoba Institute for the Advancement of Medical Education and
Research, so that in perpetuity the revenue will support medical research
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and post-graduate studies in the Medical Faculty of the University of
Manitoba.

2. The individual doctor’s income is derived from the combined profes-
sional earnings, the same as an individual doector in private praectice. No
doctor derives any finanecial benefit from the acecumulated assets represented
by properties, buildings or equipment, all of which have been deeded to the
Manitoba Institute for the Advancement of Medical Education and Research.

3. In an address to the members, Dr. P. H. T. Thorlakson the senior
Founder pointed out that the present Founders (4) wished to provide some
means whereby, on a co-operative basis, all members of the group could
assume personal responsibility for Clinic management and ownership. To
this end an Act of Incorporation was drawn up as a private bill and submitted
to the Manitoba Legislature. It was passed in March, 1949.

4. This Act of Incorporation places the entire responsibility and auth-
ority for the Clinic on the members named in the Act (20) and any others
who may be added later; and ensures that by his vote, every member will
have a right to determine the policy of the Clinie, and no individual or small
group of individuals can in future, take over complete control or ownership
of the Clinie. ‘

5. Membership is given only to qualified medical praectitioners, and it
may not be assigned, and shall terminate on the death, resignation or expul-
sion of the member. The number and qualifications of members, their vot-
ing and other rights, are all determined by an Executive Council, elected
annually by the members and consisting of not less than five and not more
than nine. This Council has complete control of all the affairs of the Clinie.

6. No doctor has any special privileges other than what pertains to all
members of the organization. On the death or retirement of a member he
is not entitled to any income except what is provided by the Pension and
Retirement Plan, or by special agreement.

7. In the event of the Clinic ceasing to operate, all the properties and
assets remaining after payment of debts and liabilities, would be paid to the
Manitoba Institute for the Advancement of Medical Education and Research.

In other words, this means that a doctor, elected to membership in the
Winnipeg Clinie, enjoys all the privileges of full membership, equal to the
Founders, without assuming heavy finanecial responsibilities early in his pro-
fessional career and at no time does he put up any money. So much for what
is called the ‘“Winnipeg Clinic Plan" of group practice.

Operating Costs

You are no doubt interested in what it costs to practise in a group, com-
pared with private practice. At the last regular meeting of the business
managers representing 102 of the largest medical groups in Canada and the
United States, the average operating cost per group was estimated to be 50
per cent. However a 5-10 man group could probably keep operating costs
at about 40 per cent because these costs increase with the size of the group.
The extreme ranges were from 36-60 per cent. By comparison, a survey by
the Bureau of Medical Economies of the American Medical Association?
showed the average ratio of net to gross income for general practitioners to
be 60.5 per cent, and for specialists 61.1 per cent. Which means their operat-
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ing expenses were from 30-40 per cent. This is about the same range as a
5-10 man group, and about 10 per cent less than the larger groups.

With regard to financing yearly post-graduate courses, this should come
out of group earnings. In our group, time away for specialists is allowed
according to a pre-arranged plan. Ours is a 10-1014 months’ working basis;
the entire income must come from 10-1014 months’ work. We have 3-4 weeks’
holiday, 2 weeks for a post-graduate clinical trip, and 2 weeks for the odd
week-end holiday, or for sickness.

Additional time is always allowed to present papers at medical meetings.

In the case of trainees working towards certification, post-graduate
arrangements have to be made to conform to the standards of the Royal Col-
lege, and in many cases this means leave of absence, with or without pay,
to accept an accredited hospital residency.

Advantages of Group Practice to the Patient

Modern medicine is so complex to-day that one doctfor cannot compre-
hend all the intricacies of diagnosis and treatment, and, as a result, if patients
are to get the best medical care they must be seen, in many instances, by
more than one doctor. If this is true, then group practice provides one wajy
whereby this ean be done economically and efficiently. The presence of
associates in adjoining offices, with mutual interest in each other’s cases,
makes for easy consultations with full documentation on hand. This is im-
portant, for seeing a patient in consultation, with a completed history and
reports of all recent investigations, means avoiding long periods of question-
ing, and conserves the time of the patient and doctor. This ready avail-
ability of specialist services, plus special and more complete diagnostic equip-
ment, gives the patient a distinet advantage. Instead of travelling, some-
times a considerable distance, from one specialist to another, at the cost of
time and money, he is immediately made the focus of attention of a number
of men, readily available.

In most cases individual general practitioners and specialists working
together can do anything a group ean do. But the fact remains that general
practitioners and specialists do NOT routinely work together. The average

general practitioner, making a diagnosis, is seldom able to have, within a

matter of minutes, the co-operation of one or more specialists. Thus the
elements of time and space, have an important bearing on the care of the
patient. So does the matter of cost. KEconomies effected by the joint use of
personnel and equipment in group practice can be passed on to the patient,
and one result might be the carrying out of a more complete investigation
for the same expenditure.

Advantages of Group Practice to the Doctor

Some of the advantages of group practice to the doctor are:

1. Continuation of pay during sickness, vaeations, and post-graduate
courses.

2. Group insurance, at a lower rate than the individual practitioner
can obtain.

3. Group pension and retirement plan, which provides security for old
age.
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4. A medical library and services of a librarian, and record librarian,
together with complete record room facilities.

Items such as medical society dues, car allowance, medical books and
journals, and travel expenses for attending scientific meetings, are all charged
up to expenses by a group, the same as they are by the doctor practicing
individually.

When compared to the individual praectitioner, the broad income curve
of the physician in group practice shows that he has a narrower range of
income, earning proportionately more during his first ten years of praectice,
less during his middle years, and again more during his late years.

Then too, a group doctor usually has complete diagnostic and thera-
peutic equipment readily at his disposal, which he could not always afford
were he practising singly.

He is relieved of bookkeeping and collection worries, and there is suf-
ficient auxiliary staff employed to deal expeditiously with the prepayment
and other insurance forms constantly increasing in number.

Younger specialists can concentrate from the beginning on their specialty
when practising in groups, without doing general practice in order to earn
a living, as they are so often forced to do. They find a select practice within
their own specialty awaiting them.

Taken on the whole, I would say group practice provides the patients
with efficient and economical medical care; and the doctor with an adequate
and permanent income, allowing him to practise his profession under exceed-
ingly favourable conditions.

Criticisms of Group Practice

With regard to criticisms of group practice, one often hears that ‘“patient-
doctor’” relationship is disrupted. As I mentioned previously, when dealing
with the eriteria of a successful group, ‘‘patient-doctor’ relationship can be
maintained quite intimately in a properly conducted group. In our group
senior physicians and surgeons take turns acting as Co-ordinator, each day,
and in this way a senior specialist takes a direct personal interest in  the
patient. The Co-ordinator interprets the final results to the patient, and if
further consultation is necessary he arranges this, and in many instances
sees the patient, with the other specialist. If the patient asks for a particular
doctor, the relations are exactly similar to those of private practitioners.
If, on the other hand, the patient asks for an examination but does not request
a specific doctor in the group, the Co-ordinator assumes complete respon-
sibility for the patient’s investigation, diagnosis and treatment.

It has been argued by way of criticism that doetors in group practice,
are deprived to some extent, of independence of judgment and aection, and
their professional growth is stunted by constant supervision. This, I think,
is drawing a rather long bow.

We all know that there are many physicians who would be most unhappy
in a group because they are not entirely independent. They cannot come and
go as freely as they would in private practice because of the necessity for
co-operation and control among group members. This would not be irksome
if the physician had succeeded in adapting himself to the needs of his patients
and associates.
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Group doctors must be compatible with their colleagues and possess
good judgment, common sense, and technical skill. In addition to this the
group itself must have a policy of perpetuation. Members of such groups
must be subjeet to certain discipline and restrictions; in other words, they
must realize that a good ball team gets nowhere if everybody is Captain,
and wants to call the plays. Somebody must be in authority! Authority in
a group is no better or worse than the individual who exercises it, and if he
knows how to deal with professional associates he should have very little
trouble. If proper care is exercised in the selection of the permanent members
of the group, very few personality conflicts result. Taken on the average
all of us possess fairly good manners, and certain virtues, and we are not, I
hope, too emotionally unstable. Add to this the qualifications which I men-
tioned a moment ago, plus the ecommon love for one’s profession, and you
have the basic necessities for making professional life in a group pleasant
and profitable. Failure to observe these essential requisites is bound to pro-
duce disharmony and difficulties.

Membership in a group should never result in the loss of one's individ-
uality. We all admire and secretly enjoy the quiet philosophieal type of
physician, who adds to a profound knowledge of medicine, the courage of
being a sturdy rebel against order and precedent; perhaps after all, he does
not want to keep pace with modern ecivilization because he knows that modern
civilization is going the wrong way!

Another eriticism of group practice is that it makes for an impersonal
medical service by depriving the physician of his responsibility and by empha-
sizing unduly the technical side of medicine at the expense of its human side.
Experience shows that group practice in itself need not make medical care
impersonal or too rarefied. Membership in a group can neither make an
incompetent doctor competent; nor a well-trained, properly motivated special-
ist impersonal, inefficient, or lacking in human understanding. These are
individual qualities which must be carefully assessed when selecting per-
manent members for a group.

It has been argued that 70-80 per cent of patients have illnesses suffici-
ently common to be successfully treated by a general practitioner with the
ordinary equipment every doctor has in his office, and it is unnecessary for
these patients to be sent ““through the mill” of referrals and laboratory work
in a group.

As I mentioned previously there are three types of medical groups:
Reference, Diagnostic, and General Service. Very few patients with common
illnesses go to either of the first two groups, and in the majority of Service
groups there are general practitioners, who successfully treat these patients,
just as an individual practitioner does, without unnecessary referrals or
investigation; however, if laboratory or X-ray studies are desirable, group
general practitioners have immediate access to these facilities, plus the assist-
ance of qualified radiologists. '

In group practice life can be pleasant or unpleasant, depending in no.
small measure, on the desires and temperaments of the group family. It is
a very poor place for a prima donna!

It has been said that no generalization is ever wholly true, and thlsls‘
applicable to generalizations about group practice. Many criticisms of group
practice are based on theories and impressions, or isolated experiences, and
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it is impossible to answer these because, up to the present time, there have
been no complete factual studies done which might provide satisfactory
answers.

What Then is the Future of Group Practice in Canada?

Frankly! I do not know!

It may possibly eventuate that group practice is better fitted for adapta-
tion to voluntary prepayment plans than individual practice, and that in
communities of certain sizes where the work of the physicians is inadequately
distributed, organization of a properly planned and conducted group may be
the answer to a great many local professional problems. These however,
are only possibilities; the very contrary may prevail. No matter then, how
personally hostile to group practice one may be, we must all admit, as a fact,
that group practice in the United States, has made great contributions to
medicine and surgery, and a fact is not disproved by sereaming violently
against it or calling it names!

When the last word is said, it depends absolutely, on just how one indi-
vidual physician desires to practise his or her profession. This psyechological
factor will determine whether or not a doctor joins a group. Many doctors
prefer to practise alone. To those, group practice might be anathema.

Many minds, however, are often needed to solve perplexing medical
problems, and whether this ecan be accomplished best for the patient and
doctor, in a group, or by the individual practitioner, plus individual special-
ists, is, in the final analysis, a matter of purely personal opinion.
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96th Annual Meeting of The Medical Society
of Nova Scotia, 1949

First Business Meeting

HE first general business session of the 96th Annual Meeting of The Med-
ical Society of Nova Scotia was held at White Point Beach Lodge ,White
Point Beach, N. S., on Tuesday, September 6, 1949, at 8.30 p.m.

The President, Doctor H. A. Fraser, presided and welcomed Doctor
J. F. C. Anderson, President, Canadian Medical Association, who extended
greetings to the Society from the Canadian Medical Association.

The President then welcomed Doctor T. C. Routley, General Secretary,
Canadian Medical Association.

Doctor T. C. Routley: ““It has been four years since I was here. You
did me a great honour of electing me an honorary member of your Society.
I appreciate that most highly and want to thank you for it. Thank you
very much for your welcome.”

The President next welcomed Doctor G. E. Chalmers, Immediate Past
President of the New Brunswick Medical Society. Doctor Chalmers stated
that he was very pleased to be present as a delegate from the New Brunswick
Division, and he thought that the Maritime Provinces should have dele-
gates at their meetings to keep in touch a little more closely.

It was agreed that the minutes of last year’s meeting as published in the
Nova Scoria MepicaL BuLLeTin of October and November, 1948, be accept-
ed as read.

Doctor H. G. Grant read the letter from the Department of Public Wel-
fare; published in the executive minutes. Doector Grant stated that this
matter had been brought before the executive, and they approved of it in
principle. As it stands now the Government are willing to pay 75¢. The
Maritime Medical Care Incorporated had been contacted and they are willing
to do the work.

Doctor H. C. Reardon: “I think we should be careful that we don’t sell
ourselves too short. We have a fair sample of that in dealing with the C.N.R.
in treating all of their employees.”

Doctor W. G. Colwell moved that the meeting accept the action of the
executive taken in the afternoon on matters regarding the care of the indigent
of Nova Scotia, which was seconded and carried.

Doctor Eric W. Maedonald stated that this was a matter to be settled
to-night, and thought that the offer should be accepted graciously. He moved
as an amendment that the Society inform the Government they would assume
charge of this amount of money and distribute it to the best of their ability.
This was seconded by Doctor V. O. Mader and carried.

Doctor W. A. Curry: ‘‘Last summer a committee was appointed to draw
up a scale of fees. The committee consisted of Doctors L. M. Morton, H. A.
Creighton, M. J. Macaulay, W. G. Colwell, H. W. Schwartz, H. F. MacKay
and myself. We drew up a scale which was referred to the different branch
societies, and we have received several lists of alterations.”

Doctor W. K. House stated that this was to be considered a minimum
scale of fees.
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Doctor W. G. Colwell did not consider it a minimum seale of fees, but a
scale of fees for the Maritime Medical Care Incorporated.

Doctor F. J. Granville moved that this be the minimum scale of fees,
which was seconded and carried. :

Doctor R. M. Rowter moved that the “‘and up” be removed all the way
through the scale of fees, which was seconded by Doctor R. O. Jones, and
carried.

It was moved by Doctor D. F. Macdonald and seconded by Doctor J. W.
Reid that the fee for night calls be $5.00. Carried.

Doctor D. F. Macdonald moved that night calls be from 9.00 p.m. to
8.00 a.m., which was seconded.

Doector J. W. Reid moved an amendment that the evening hour be
changed from 9.00 p.m. to 6.00 p.m.

1t was moved by Doctor H. F. Sutherland and seconded by Doctor E. I.
Glenister that the evening hour be changed from 9.00 to 8.00 p.m. Carried.

It was moved by Doctor W. G. Colwell and seconded by Doctor J. W.
Reid that the certification clause be aceepted as is. Carried.

It was moved by Doctor W. G. Colwell and seconded that the consulta-
tion fee be $10.00. Carried.

It was moved by Doctor J. W. Reid and seconded that $1.00 mileage be
established the year round. Carried.

It was moved by Doector J. W. Reid and seconded that the diagnostic
skin tests be $2.00. Carried.

It was moved by Doctor J. E. LeBlane that Haemorrhoids Injecting be
$5.00. This was seconded by Doctor W. A. Curry and carried.

It was moved by Doctor W. G. Colwell that Haemoglobin Estimation
fee be $2.00. This was seconded and carried.

It was moved by Doector J. W. Reid that the phrase “‘after 42nd day,
$15.00 and up per month” be deleted, which was seconded by Doctor S.
Marcus and carried.

It was moved by Doctor W. G. Colwell that the Society accept page
one as altered, which was seconded and earried.

It was moved by Doctor J. E. LeBlanc that on page two Electrocardio-
grams, repeat, be $10.00 instead of $5.00. This was seconded by Doctor
H. R. Corbett and carried.

It was moved by Doctor C. H. Reardon that on page one under Special
Procedures be added that the fee to a General Practitioner for an electro-
cardiogram be $10.00, which was seconded and carried.

It was moved, seconded and carried that under the section Obstetries
on page two be added the item Caesarean Section, fee $100.00.

It was moved by Doctor W. G. Colwell that under Obstetrics, Specialists’
fees be $100.00. This was seconded by Doctor GG. R. Forbes, but the motion
was defeated.

It was moved, seconded and carried that under Obstetrics be added
“Incomplete Abortion, fee $35.00.”

It was moved by Doctor W. A. Curry, seconded and carried, that the
Society accept page two as altered.

It was moved by Doctor V. O. Mader that on page three under Skin
Grafting, Nerve Suture and Tendon Suture that the original fees be deleted,
and that the phrase “‘according to eircumstances’” be added. This was sec-
onded by Doctor J. F. L. Woodbury and carried.
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Under Surgery it was moved, seconded and ecarried that the words *‘fee
to include post-operative care for thirty days’” be added.

It was moved by Doctor R. O. Jones that under Surgery “Electro enceph-
alogram’ be deleted and be added under Neuro-Psychiatry on page two,
and that the fee be $15.00. This was seconded by Doctor F. J. Granville
and carried.

It was moved by Doctor W. A. Curry, seconded and carried that the
Society accept page three as altered.

It was moved by Doctor W. G. Colwell that on page four the fee for
Perineorrhaphy be left at $75.00. This was seconded and carried.

1t was moved by Doctor W. A. Curry that the Society aceept page four
as altered. This was seconded by Doctor W. G. Colwell and carried.

It was moved by Doctor Eric W. Maedonald that the fee for Appendec-
tomy on page four be $75.00, and for acute or ruptured appendicitis $100.00.
- This was seconded. Motion defeated.

Doctor W. K. House: “This schedule of fees is not binding; many of us
will charge more or less as we see fit."”’

It was moved by Doctor F. J. Granville that on page five the fee for
Cystoscopy, $15.00, be retained.

It was moved by Doctor W. G. Colwell that on page five the fee for
cystoscopy be raised to $25.00, this to include catheterization of the ureters.
This was seconded and carried.

It was moved by Doctor W. A. Curry that the Society accept page five
as altered. This was seconded and carried.

It was moved by Doctor S. Mareus that on page six the fee for Cauter-
ization of cervix, without anaesthesia, at office, $10.00 be added. This was
seconded by Doctor W. G. Colwell and earried.

It was moved by Doctor G. W. Turner that on page six “Pelvic examina-
tion, $10.00,” he deleted. This was seconded by Doctor W. G. Colwell and
carried.

It was moved by Doctor W. A. Curry that the Society accept page six
as altered. This was seconded and carried.

It was moved by Doector V. O. Mader that on page seven under Fractures,
“Coecyx (non-operative)’’ the fee be $25.00 instead of $5.00, and that ‘‘Coceyx
(operative)’” the fee be $75.00 instead of $100.00. This was seconded and
carried.

It was moved that the fee for ‘‘Malar bone (operative)” be $50.00, and
for “Malar bone (non-operative)’’ be $10.00. This was seconded and carried.

It was moved that the fee for “Fibula (operative)” be $50.00, and for
“Fibula (non-operative)” be $25.00. This was seconded and carried.

It was moved that the fee for ‘“Nasal bones (operative)” be $25.00, and
for ‘‘Nasal bones (non-operative)” be $10.00. This was seconded and carried.

It was moved by Doctor W. A. Curry that the fee for “‘Pott’s fracture
(operative)” be $100.00, and for ‘“Pott’s fracture (non-operative)” be $50.00.
This was seconded and carried.

It was moved by Doctor W. A. Curry that the Society accept page seven
as altered. This was seconded and carried.

It was moved by Doctor H. W. Schwartz that on page nine that the fee
for “Cataract, needling”’ be $50.00, and for ‘“Cataract, senile” be $150.00.
This was seconded and carried.
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It was moved by Doctor H. W. Schwartz that on page nine *“‘Orbital
tumour’ be changed to “Exenteration of the orbit.”” This was seconded
and carried.

It was moved that under Ear, Nose and Throat there be added ‘“Laryn-
goal fissure, fee $15.00.”" This was seconded and carried.

It was moved that the fee for Larynx, removal of benign growths be
$75.00 instead of $100.00. This was seconded and ecarried.

It was moved that under Mastoidectomy (radical) the words ‘“‘Including
post-operative treatment’’ be added. This was seconded and carried.

It was moved by Doetor W. A. Curry that the Society accept page nine
as altered. This was seconded and earried.

It was moved by Doctor J. E. LeBlanc that on page ten under
“Blood counts, Red,” be added, “at office, fee $2.00,”” and under “‘Blood
counts, White”, be added, ‘“at office, fee $2.00.” This was seconded and
carried.

It was moved that under “Coagulation Time"” be added “at office, fee
$2.00". This was seconded and ecarried.

It was moved that under ‘‘Bleeding Time" be added ‘‘at office, fee $2.00.”
This was seconded and carried.

It was moved that under ‘‘Sedimentation test (Westergren)” be added
“at office.”” This was seconded and carried.

It was moved by Doctor W. A. Curry that the Society accept page ten
as altered. This was seconded and carried.

It was moved that on page eleven under ‘‘Faeces for Occult Blood™ be
added ““if done at office, fee $2.00.” This was seconded and carried.

It was moved by Doctor W. A. Curry that the Society accept page eleven
as altered. This was seconded and ecarried.

It was moved by Doctor W. H. Eagar that the fees for Radiology be
submitted to the Radiological Association for their consideration, to report
back to the general meeting. This was seconded by Doetor H. R. Corbett
and carried.

Doctor F. J. Granville moved that Doctor W. A. Curry deserved a vote
of thanks for all his patience in connection with the schedule of fees. This
was seconded and carried.

Doctor H. G. Grant read the letter from The New Brunswick Medical
Society regarding a full-time executive seeretary for the three Maritime
Provinces, as published in the Executive minutes. Doector G. E. Chalmers,
Doctor T. C. Routley, and Doector J. F. C. Anderson all spoke briefly regard-
ing this matter.

Doctor W. H. Eagar thought this matter was very essential and neces-
sary but something the Society should be very careful about, and that a com-
mittee should be appointed to look into the matter.

It was moved by Doctor N. H. Gosse that a committee be named by the
President to go into the matter and report back to the Society. This was
seconded by Doctor W. G. Colwell and carried.

It was moved by Doctor R. O. Jones that the general business meeting
be continued on Wednesday evening, September 7th, at 9.30 p.m. This was
seconded by Doctor J. E. LeBlanc and carried.

It was agreed that the Soicety sell entertainment tickets at $2.00 per
person to help defray expenses.

Doctor H. A. Fraser presented the names of the Nominating Committee
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as follows: Doctors Eric W. Macdonald, V. O. Mader, D. F. Maecdonald,
W. A. Hewat and W. F. MacDonald.

Doctor W. G. Colwell stated that he had been given the job of chairman
of the Finance Committee in connection with the 1950 meeting of the Cana-
dian Medical Association in Halifax, and he would like some suggestions as
to how to raise funds. He suggested that each member of The Medical Society
pay $15.00, which might be added to their annual fees and collected by the
Secretary, or that each Branch Society collect $15.00 from each of their mem-
bers. The Canadian Medical Association contributes a certain amount of
money, but nothing for the entertainment with the exception of a grant to-
wards the President’s reception. He read the following quota according to
the 1949 membership of the Branch Societies, at $15.00 per member.

Halifax, Meadieal Societyal 04L i o ol e 3 il 163 members $2,445
Cumberland Medical Society.................. 23 = 345
Colchester-East Hants Medical Society......... 31 £ 465
Yalley: Medical Society. . . .. 0. . simas. il bobs 4 & 660
Pictou County Medieal Society . .. ............ 31 il 465
Cape Breton Medical Soeciety . . ........c.....s. 64 % 960
Lunenburg Queens Medical Society............ 28 ik 420
Western Nova Scotia Medical Society.......... 25 s 375
Antigonish-Guysborough Medical Society..... .. 18 & 270
Members living outside of Nova Scotia......... 15 &
Totalanembens - s Lo S, Lot E ok et 442

Doctor Eriec W. Macdonald moved that each member of the Society be
assessed $20.00 towards the entertainment of the Canadian Medical Associa-
tion in 1950. This was seconded by Doctor W. J. MacDonald.

Doctor J. A. Noble suggested that a quota be allotted to each loecal Branch
and that the local treasurer be responsible for collecting that quota.

Doctor J. S. Robertson moved that a subseription list be opened immedi-
ately in the various Branch Societies, that it be open for three months, and
that the remaining sum be raised by a levy based on the figures given by
Doctor Colwell. This was seconded by Doctor S. Marcus.

Doctor W. G. Colwell advised that he would prefer not to have a ruling
by the Society, but suggestions.

The original motions were withdrawn.

It was moved that the meeting adjourn at 11.30 p.m.

The adjourned meeting of the first business session was called to order
by the President at 9.45 p.m. Wednesday, September 7, 1949.

The financial statement was read by Doctor R. O. Jones, as published
in the Executive minutes, who moved the adoption of the report, and this was
seconded by Doctor W. H. Eagar, and carried.

Report of the Medical Economics Committee

Your Committee, during the past year, has not had a very heavy load to
carry and only one subject to deal with which might have been called con-
tntious.
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It will be remembered that when the situation at New Waterford was
presented to our Executive last year it was the decision of the Executive
that the Society should do everything in its power to help our members in
that district to resist the efforts being made there to saddle them with a sys-
tem of medical practice distasteful to them and violating many of the prin-
ciples of sound mediecal practice as we see them.

New Waterford and the Co-operatives

Not many months had passed before a call came from New Waterford,
and our Secretary and your Chairman flew to Sydney to see what we could
do. There, on Saturday, December 18th, we met the President of the Cape
Breton Medical Society and other members of our Society, and on Sunday
afternoon with a group of Cape Breton doctors we met at New Waterford
the forces of the U. M. W., and the representative of the Co-operative scheme,
(one, Mr. Maclntyre) in an interesting session lasting some three and a half
hours.

Your Chairman, in response to a question from the union, was obliged
to state that he did not consider the system of medical practice as found
among them to-day to be at all adequate or satisfactory. We felt, however,
and our New Waterford confreres were generous in saying so, that we gave
strong support to the New Waterford men in their effort to prevent such action
on the part of the miners as would throw them from the present frying-pan
into the fire of a co-operative scheme. An interesting commentary upon
that incident is that the U. M. W. in Cape Breton must have been strongly
influenced by the co-operative group against their best interests; for a review
of events in several Commonwealth countries will show that where Labor
Governments have attempted to put over a system of State Medicine, under
which of course there would be no free choice of doctor, it was the Trades
Union in every case that kicked and prevented the government from enacting
such a measure. In contra-distinction to that the Cape Breton union was
asking for it, of course under Co-operative direction.

It is to be hoped that in the time that has since elapsed our union friends
in Cape Breton have come to see the extent to which their real medical inter-
ests would have been compromised by such a scheme, and that in due course
they will realize that the improved medical service which they seek, and to
which it is conceded they are entitled, cannot be secured at a lower cost than
their present system but at a higher cost—to them or to anyone who will pay
it—and that it is available to them any time they seek it.

Since our last meeting, there has been much for thoughtful men to observe
as to the effect of the impact of government upon the practice of medicine in
other countries, especially in our sister countries within the Commonwealth.
There has also been need to consider the extent to which experience in those
countries may soon become our experience.

Health Insurance in England

Outstanding among them is England where failure to prepare against
the day that they knew would come—failure of organized medicine to stand
solidly in support of the trust that was theirs—had resulted in the imposition
of a system of Medical Care upon the people of Britain that in our judgment
is bad for the people—though as yet they do not all think so—and bad for the
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doctors. It is bad for the people in that, sinece any doctor may have 4,000
patients, it spreads medical care over too thin a layer to be effectual; and it
imposed such a load upon the doctor to secure for himself a bare existence,
that opportunity for that amount of study which is necessary to keep him
mentally alive is precluded or greatly reduced. Thus is the clock of medicine
set back many years. All this is so bad for the doctor, so devastating to
those ideals that have seen medicine develop and flower so beautifully during
recent decades, that many doctors have left the country, and reports coming
frequently to us indicate that many others are anxious to leave, that they may,
like their pilgrim forefathers of old, find that freedom and opportunity which
the Old Land again would seem to be failing to give.

And not only is this bad Medical Economies, it is in its effect, bad
National Economics. Instead of proving a boon to the people, it is a definite
element in the encompassing of an impending national disaster. For the great
burden which this service imposes upon the state is held to constitute no
small factor in the cost of production of goods for export; and their high cost
is the biggest single element in the reduction of trade with those countries
with which trading would seem to be imperative, if the equilibrium of the
world is to be restored.

A very inferesting sidelight on this situation should probably be recorded.
Mrs. Aneurin Bevin, M.P.—wife of Britain’s Health Minister—acknowledg-
ing the plight of England in this regard the other day, stated that the reason
for her plight was that the United States is not a Welfare State! This attitude
has also been expounded recently by the “New Statesman & Nation'’, and
we have no doubt but that Russia feels the same way. It is to be hoped that
our movement to the left in this country will stop short of such folly.

The Situation in Australia 4

In Australia, whether due to the greater virility that is to be expected
in a younger nation, or to some other cause, the efforts of their government
at the complete socialization of medicine have not been so successful.

The first principle which was violated by them was the ‘“free choice of
doctor.” On this the profession won out, largely because labor itself did not
want the present doctor-patient relationship disturbed.

There have been many other bones of contention in that country. Recent-
ly the government dropped their state-medicine idea and stated that they
were prepared to accept the suggestion of the profession that the doctor be
paid on a fee for service basis. They, however, laid down certain restrictive
conditions, one being that the doctor must look to the state for the part of the
payment which the state would make, which was to be 509, ; and another being
that a history of the case or at least a diagnosis of the case would have to be sub-
mitted. These conditions were not acceptable. The doctors were determined
not to accept payment from the state, and they refused to divulge to any
third party the patients’ confidential secrets. Doetor Hunter of Australia
speaking in Saskatoon, stated that their great desire was to preserve complete
professional freedom. Their great fear was bureaucratic control; but they
had no objection to the government’s arranging with the community to
extend medical service. Some efforts, it seems, were made to coerce the doctors

_into subseribing to the very severe limitations imposed by a Pharmacy Bene-
fits Aet—and when the serews were applied, the profession in Australia found
it necessary to appeal to the courts and had the measure declared null and
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void, as being ultra vires the constitution of their country. It is our under-
standing that a further appeal to the courts on another phase of government-
doctor relations is now pending, or has just been heard. (Incidentally the
hospitals there are state supported to the extent of about 759%).

New Zealand

In New Zealand, a Labor Government undertook to bring in a complete
medical service, and it was going to be free to the people regardless of the size
of their incomes. This was introduced by a series of isolated measures or
benefits, for definite services—Radiology, e.g.—a bit at a time. Then came
legislation compelling the doctor to practise their (the government’s) way.
This was to do away entirely with private practice and have the whole pro-
fession controlled by the Department of Health.

The first legislation there provided that the doctor must enter a capita-
tion scheme—for a fixed fee. This the doctors refused. To them the capita-
tion system differed in no important essential from a salaried scheme. It was
a fine system for the government because they could budget so accurately
for it. But when the deadline was reached for taking up contracts with the
government some 36 out of their 1,800 doctors had done so, and according
to Doctor Mercer—New Zealand’s representative at the Saskatoon meeting,
from whom most of this was obtained—when he left there this summer that
number was reduced to six.

Now Sir, we come to a very important part of this report. It is a quota-
tion from Doctor Mercer: ‘“When our government realized that the profes-
sion were deadly in earnest in fighting this scheme and that it was unlikely
to satisfy the needs of the people, they moved to the fee for service system
by direct claim. But they limited the fee for the doctor’s ordinary service
to 7s. 6d. and specifically prevented him by the same legislation from recover-
ing any more than that, if that were inadequate.”” This denial of a right that
belongs to all citizens apparently made the doctors pretty sore, and by resolu-
tion they placed themselves on record as refusing to co-operate in any way
with the government—advisory, disciplinary or in any other way—as long
as that legislation remained.

Their medical oerganization (a branch of the B. M. A.) advised that they
carry on and practise medicine as they had always done. They, however,
indicated to the government that they hoped they would allow to the patient
a refund of the 7s. 6d. on the doctor’s usual charge. The government accepted
that, and it is known as the ‘“refund system’. Most of the work in New
Zealand is done under this system but it is very expensive, for every refund
of 7s. 6d. to a patient costs 1s. 6d. to make. That has been their main system,
but there are three other systems in operation to a lesser degree, which we
shall not deseribe.

It is interesting that the government complained that the system was
being abused by the doetors, but the Health Department would never release
the figures. When finally they did come out it was shown that the number
who consistently abused it was 59, and good service had been given to the
people.

It had long been recognized that such a hodge-podge of systems is not
good for anyone, and both government and profession have now come to see
that co-operation ought to rule in such affairs. Accordingly on a suggestion from
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the government the profession nominated members to a government com-
mittee for the purpose of determining the points of agreement as between
the profession and the government, looking to the institution of a complete
service.

It would seem that many points of agreement were found, and the follow-
ing measures are now suggested by the joint committee:

(1) The disciplining of the profession and the organization of the profes-
sion in relation to the service shall be done by the profession itself,
and that all be handed over to their National Medical Organization.
To this end the government has suggested that the Medical Associa-
tion bring in its own legislation.

(2) The replacing of the hodge-podge of systems by one to be known as
the ‘‘Schedule System,” whereby the doctor agrees to accept, on
behalf of his patient, a part payment of the fees, and the Govern-
ment accepts, not each individual voucher, but a sechedule of attend-
ance made out by the doctor, including the name of the patient, the
date, and the address of the patient, and in the next column the pay-
ment he claims from the fund. These will be sent to the Depart-
ment of Health at stated intervals and the doctor will receive the
proper amount.

(3) Introduection of a speecialist benefit on a fee for service basis, of some
sort.

These are the points of agreement presented by the Committee to both
government and profession and their adoption is expected.

This, it is shown, would enable the doetor to practise as he has always
done—free from any government interference, although they will be accept-
ing money from the State, and as the patient has to pay part, the system
tends to prevent the wild orgy of running after wigs and teeth and spectacles,
and unnecessary medical services, and leaves the doctor opportunity to give
his services to those who need them.

New Zealand Points of Special Interest

We find the case of New Zealand of great interest and would point to
certain facts in her case as being of considerable significance to us, at this
juneture in our medical lives.

(1) The Labor Government came to power in that country in 1935,
determined to bring in a full measure of Social Security as they had
promised it.

(2) At first, unfair coercive legislation would seem to have been the order
of the day, as a result of which there were produced years of turmoil;
and it is only now, fourteen years later, that there seems to have
been regained that mutual appreciation of the rights and preroga-
tives of government and of profession, which should never have been
lost. Out of such appreciation there is likely to come that which
does little to inflate anybody’'s ego but that which is best for all
concerned.
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(3) A third, and very important fact is that no government seems to learn
from the experience of another.* New Zealand's failure to fully social-
ize medicine was no deterrent to Australia’s Government to try on
the same thing; indeed it appears to have spurred her on to more
tyrannical action. Then the difficulties in New Zealand and Aus-
tralia were, in turn, no deterrent to Britain to go to even greater
lengths.

(4) There is however, in spite of this similarity of pattern, a great dif-
ference between Britain and the overseas Dominions—a difference
which sets a great lesson for us. New Zealand has had its equilib-
rium restored, and Australia will come out of great tribulation,
on the road to sanity, because in both instances, a well informed
medical profession that knows the truth has had the courage to
fight for it, ‘‘ecome hell or high water’”. Britain, on the other hand
has never known the type of cohesion in medicine that it is necessary
for it to have if it is to withstand the enemy from within. Lloyd George
had the weapon in his pocket with which to slaughter the doctors,
in his day—the jaw-bones of the asses who “knew not the day of
their visitation.” Bevin banked (we purposely reject ‘‘gambled’)
on the same defect. He could not lose, if the same conditions
obtained, and apparently the same conditions did obtain, for we
have seen a high degree of subjugation of Medicine in that country
to the whims of a dictator.

Committee’s Conclusions as a Result of These Studies

Your Committee feels that it should set down what to them are the
obvious conclusions proceeding from these facts:

(I) Medical Economics to the immediately foreseeable future must
rank as a ‘“‘compulsory’’ subject in our studies.

(II) It is a living — vital — subject susceptible of being shaped and
moulded as we go along, not only by us, but by a host of others
who from the experience of our sister Dominions may not be either
wise or friendly.

(III) The profession of medicine of our day with the knowledge that it
has, has a great trust and responsibility, to preserve for the people
of our country as well as for our profession, freedom to develop
as we have developed and to serve as we have served; and that trust
may demand from us, at any time now, the unpleasant and unpop-
ular duty of saving our people from the consequences of their
own devices as expressed by their leaders; and,

(IV) It will be only by virtue of an informed and solidly united mem-
bership with a wise and devoted leadership, that organized med-
icine will be able to withstand the impact of those forces of un-
reason, which are extending themselves throughout the world,
alike in Canada and the antipodes.

*In view of the terrific cost of complete government provided government operated medical
services there is increasing evidence that other governments are growing more cautious.
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The Canadian Position

But, it may be asked, why should we be disturbed by what other coun-
tries do? Why this homily? There are few of us who do not know the answer
but for the record and for posterity we believe that it should now be given:

The recent political contest in Canada saw all parties including in their
platforms promises to extend the Welfare Service of the country, with Com-
pulsory Health Insurance having high priority. It is my understanding
that our Prime Minister has stated that he will fulfil the promises of his pre-
decessor in this connection. What is the attitude of organized medicine in
Canada with respect to that? It will be remembered that Canadian Medicine
has for a long time been on record as being in favour of Health Insurance.
It has, for a long time, seen advantages that might accrue to our people by
the extension of medical services that Health Insurance can provide. It
requires, however, before it can have the support of orzanized medicine, that
certain principles—fundamental and essential—be duly respected in its
operation as, for example, the free choice of doctor; and that no measure, rule
or influence will in any way curtail the secientific freedom by which we have
developed, it is of the utmost importance that it be properly administered.

In this spirit, and moved by these thoughts, our different divisions have
sponsored their own plans of Medical Insurance, on a voluntary basis, all
of which are proving successful in the relatively limited field in which up to
now they have been working.

The Discussions in Saskatoon

In the meetings in Saskatoon earlier this year, Medical Economiecs held
a very prominent place, and the Council of the Canadian Medical Association,
after long and serious deliberation formally adopted a resolution which said,
in effect, that the Canadian Medical Association should take steps through
its constituent divisions to extend these voluntary plans of Prepaid Medical
Care as widely as possible. It was intimated in discussion that insofar as
persons are able, they should pay the premiums themselves, and insofar
as any are unable to pay, it should be paid for them. It is here suggested
that thrift and industry should not be relegated to the limbo of lost virtues,
with any governmental agency officiating at their obsequies.

Compulsory Hospital Insurance
It was also agreed by Council that in any extension of Welfare Services,
contributory hospital insurance should be instituted before any eompulsory
medical services scheme should be considered. In this connection, several -
provinces have already seen the importance of this, and have established a
compulsory Hospital Insurance service and it is understood that other prov-
inces are considering it also.

In Nova Scotia

In Nova Scotia, while voluntary Hospital Insurance has demonstrated
its value, and most doetors we believe will acelaim its worth, there would
seem to be no widespread demand as yet, for its wider application under
governmental auspices. It is something however for which demand will come.
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Maritime Medical Care Incorporated

In the realm of Medical Care Insurance, in Nova Scotia, your plan “Mari-
time Medical Care Incorporated” is making a noble start to supply a real
need. After many difficulties and delays, first in connection with the employ-
ment of suitable personnel, then in connection with office space and equip-
ment, it finally got going, on the 7th of March this year. Now, although
your Committee understands that there is nothing spectacular to show, the
degree of success achieved is greater than that usually seen in so short a time,
in similar plans, and that, in the face of eompetition from various sources.

Communication from the officers of the Corporation expresses the view
that that success is largely due to the support which members of this Society
have given it, first by becoming Participating Physicians (some three-quarters
of our members having signed up) and secondly by being boosters of their
Plan and pointing out, as they have done to their people, the very great
advantages which their Plan has, over all other Plans of Medical Care Insur-
ance doing business in this provinee.

Your Committee is strongly of the opinion that such plans of Prepaid
Medical Care, properly used and fully backed by our profession may indeed
become a great bulwark against the kind of political aggression of which the
pattern is recorded herein.

Medical Care of the Welfare Group

The extension of Welfare Services entered a new phase in this province
when at last session of the legislature the Premier announced that the gov-
ernment had undertaken to provide medical care —outside hospital—to its
Welfare Groups—old age pensioners, mothers’ allowance and blind. This
came before the Executive of our Society and has since been handled by a
speecial committee of that body, under the chairmanship of our President.

The Schedules

Your Committee would call to your attention again the fact that the
By-laws and Regulations of Maritime Medical Care Incorporated to which
we subscribed last year require that body to pay doctor’s aceounts on the
basis of the latest approved schedule of fees of The Medical Society of Nova
Seotia.

It is our understanding that formal application was made to the Society
for such a schedule of fees and that same was duly received. It seems, how-
ever, that the schedule supplied is of consilerable antiquity, showing rates
below those of current usage; but though this is so, the taxing committee of
the Corporation has been obliged to be guided by it, to the regret of all con-
cerned. Your Committee recommends that action be taken to bring the
schedule up to date.

Apologia

It has not been customary for our reports of Committees on Economics
to take this form, but these are strange times, and at the risk of incurring a
charge of prolixity, your Committee has thought fit to present not only an
aceount of our provineial and national affairs but a review of the situation
obtaining in the countries named. We do not expect the pattern to be followed
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here that was followed in those other countries. We like to think that we are
in Canada more reasonable than any of them, and that is our belief. Never-
theless, though that is our trust, the dry powder of their experience cited
herein may prove to be of value when the shooting begins.

All of which is respectfully submitted,

F. J. Barton

P. S. Cochrane
W. G. Colwell
J. V. Graham

D. F. Maedonald
D. M. MacRae
N. H. Gosse, Chairman

Note: Since the above was prepared statements purporting to come from
government officials at Ottawa indicate that no system of com-
pulsory Health Insurance will be instituted until adequate hos-
pital facilities and adequate medical and nursing personnel is
assured.

Doctor N. H. Gosse moved the adoption of this report which was seconded
by Doctor J. C. Wickwire.

Doctor V. O. Mader stated that he had read the Economics report of the
Canadian Medical Association which includes reports of all the Empire, and
he thought it would be wise for each one to read the report of the Canadian
Medical Association which is a great volume.

Doctor N. H. Gosse advised that the report of the Canadian Medical
Association had been used in making the Committee's report.

Doctor J. W. Merritt: “‘I would like to ask for clarification. In the radio
address of the present Prime Minister I heard him say that he would live
up to his pre-election promise, and he made only one, and that was to give
this country the best possible Government. The second is a small petty detail.
The first is that we have imposed on ourselves the necessity of rendering
accounts every month. I think a maximum period of twenty-eight days is a
little hard on the average practitioner. We have imposed upon ourselves a
penalty of five per cent if these accounts are not rendered in twenty-eight
days. The third point; in our accounts it requests that an anatomical and
aetiological diagnosis be given. In a great majority of cases this can be only
made out by one person, and that is the doctor himself, which involves more
work. We are going beyond the rule of professional confidence when we give
this information to lay people.”’

Doctor H. E. LeBlane: ‘“‘Doctor Gosse’s report denotes a lot of work, and
I was glad to see the applause which he received. I hear from another speaker
that there is a political issue. We are coming here to be well informed and
we would like to have some details before we vote, as we want to go back home
with a elear back ground. The Secretary of the Canadian Medical Associa-
tion is present, and if there are any differences he should be called upon to
dispel these grounds before we take action.”

Doctor T. C. Routley: “I listened to Doctor Gosse’s report with very
much interest. I agree with the last two speakers that a meeting of this
character should be thoroughly informed. One of the great tragedies of
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certain counfries is the apathy of their people to the important matters which
confront them. The great majority of doctors do not become well informed
on these great issues. It is surpassing strange to me why we have so much
difficulty in persuading our colleagues in coming to grips with major prob-
lems. Sir Lionel Whitby said to-day that participation in some form of med-
icine by the State faces us. I know something about what the Prime Minister
of Canada has said. Mr. King, in announcing these grants in May, 1948,
sald that they were ‘fundamental pre-requisites of a nation-wide system of
Health Insurance.” Mr. St. Laurent is reported to have said that he fully
intends to implement the promises made by his predecessor, Mr. King, in
the great field of welfare and social insurance. It seems to me that in gaug-
ing our position to these measures, we should ready ourselves for anything.
The Canadian Medical Association has gone on record, you will find it in
your September issue, has recommended that we all get behind our plans of
voluntary prepaid medical care. Mr. President, that is a very laudable plan.
I think we can take a hopeful view that we could go a long way in Canada with
these voluntary schemes. Nowhere in the world have these voluntary sechemes
failed. The voluntary effort of the medical man has the answer to the ques-
tion. I think we should redouble our effors in the voluntary field. It offers
the profession an opportunity to become thoroughly acquainted with the
workings of a scheme of a corporate nature. I would also remind this meet-
ing that several of the Divisions have now been recognized by the Provincial
Governments as being capable of rendering voluntary complete medical care
to old age pensioners. Since 1935 Ontario has had an arrangement with its
Government to provide medical care to the welfare group. These are all
indications that the responsible Governments in Canada do recognize the
necessity of administering medical care. If health insurance comes, with your
experience of administering medical services to the poor, why are you not
capable of administering medical services to all the people. The biggest
question facing medicine is medical economics. We must become thoroughly
informed ourselves as to what it is all about. If we drift along what position
will we be in if some political party suddenly precipitates something. I trust
and hope that the Division will come to grips with the situation and that you
will be informed thoroughly on all these problems."

Doctor H. A. Fraser stated that the report of Doctor N. H. Gosse's was
merely informative.

Doctor V. O. Mader: “The reason I rose in the first place is exactly the
reason that has become so clear by the remarks of Doctor Routley and Doctor
LeBlane. This is a very serious matter. It contains so many important
things that have to be carefully considered before they go on the records of
this Society.”

Doctor J. W. Reid: “There seems to be some difference of opinion as to
what Doctor Gosse’s report contains. Maritime Medical Care has been
mentioned in that report; otherwise Doctor Gosse said nothing in that report
except to tell us what is going on in the rest of the world, and I see no reason
why it should not be accepted.”

Original motion carried.

As Doctor W. A. Curry had to leave the meeting Doctor H. W. Schwartz
acted as chairman of the Fees Committee, and read the following changes, in
the Radiology section.
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Certified Specialists in Radiology—
Consultation, in office, diagnostic or treatment..............
ATIRIOFTADLY - o e ke T, WAL O al LN e s

Chest—Thoracic Viseera
(a) Bronchography, including lipiodol, ete..................
(b) Roulin@! Flucroscopiean &, ML Saglen e e A 2

NS RS e R e A e il R il e
(d) Tomogram, etc

Eye—
(a) Establishing presence of foreign body..................
(b) Localizing foreign body, additional . . ..................
Face—small bones of, and/OF TOSO . . ws -+ cie e < s eisvmm e o simrere b o
Fhionogeopy, surgical,fracture. 5. . tuilk wacv o lna s sl b
for extraetionlefiforsign bodies ol atidWal, | soiad s ialailln,

Gastro Intestinal Tract—
(#) QRO DhBZURLONLY L dd canele upel sttt im HE O 6 R ST SR
(b)isStomachand iduoenum ! . o. slwaypion. & o, sandne . 8 Jo.ag
(e)' ‘Special '‘small ‘bowel 'studies’ ol SV E ST A0 Lo
kel B [y ey b il RS PR tia i AR gl ey S e
(e)f Entire G. I. tract, including barium enema. ............
(Bmiibalodvetar PATN LOTALNEE. .t ot oot i B oyl s
(g) Stomach duodenum and cholecystogram................
(h) Entire G. I. tract and choleeystogram..................
(1)1 ICholean@Tageags ...1- 435 R e Ve X
g Miller-Abhotthubetin . RISE TS Ha) L O TSt S
(k) Abdomen for free gas or obstruction...................

Genito-Urinary Traect
(8) "Wathout cOntrast Medis. . . . .. . v cvcne o e v =y ogres 2o
(b) Prelogram—rotropTadle . . worvi s b o pims s 5is s iy s oissiak o b
(e) Pyelogram—intravVenous . « uarss. &30 o talsn bl o 6 3ot b
(d) Oystogram or urethrogsim .. lL valohealo o imrgndndd ol
(e) Utero-salpinogram, including fluoroscopic control
69 e e Lo s e e AL R Bl S S it T g e
o M 7 E T N e R S 500 ol g il a4, i
() PSR RIS, vt bbb s sosistandafinns Bt - el N el vl

Lower Extremity—
e e L e T e e T
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Leg; sAnklolor. oot oot by - sisetinmves aams o de stk svids 10.00

oed, onkyollnl, Jo.  LA0hiednsy | JEBNLG . S0 Y e konnng e 5.00
Mandible;yone side sy L RGN, . St JUSBEROE s ik 10.00
LT [y e e el R B A L T LR Tl TR S R 15.00
BINNEes—PATA-NASAl, TOUTINIO .« m st - o iviias s s 5 5 salse s oresse 10.00

—special basilar or lipiodol studies (additional)........... 10.00

Shoulder—

Clomiplete’s Jiec 0 T PRI W e T L 15.00
Sleallopibes Bosiod cmnm o bbdiifolte. . Do oo e damd i Aot > 1 15.00

Ventriculogram or encephalogram (not including surgical fee) 25.00
Spine— ;

(NS RT AR e L0 0 NSRRI (WG & o St R 15.00

L Y R B ot = A e R e 25.00

(e Rntiretspiaere) Wl b dipes . et ey e AL RS 30.00

(d) Myelogram (not including surgieal fee)................. 20.00
Teeth—

calii Sinpde areailenGhies e Boie . . Sl e s a0 Lh dema s . 2.00

(b) ‘Upper:or lowerieomplete (7 L)« o i ciennasvihihas oo 6.00

o e Mo Te e d ep Wbl adan Sl . R oyt i o I I 10.00

() Addition sl HImES (8aBR)- 5 v  Givninas s = s o5 ss sis setem i o 1.00
Therapy—

Roentgen therapy, per treatment for neoplasms. . ... ... .5.00 and up

Roentgen therapy, per treatment for non-neoplastic......... 3.00

Radinn or raden theTapyr . . . S o itk $10.00 to $50.00
Relviasr. Wbl X afs i paebie s B 0 Lo B sl g el 10.00
Portable anthome (additionalli e . B0 o L o s seiei g o o 25.00
Upper Extremity—

(a) "Heenierus; albew jox forearm . (L o M007 R UL I R 10.00

(b VTR gom Dt L . e e ol N i e s el s i 10.00

(g g A FE T I EE 1 SC N l. SoMpiC - 5 7.50

L R T e PR 5.00
Follow-up examinations of same condition.................... less 259

Doctor W. H. Eagar moved the adoption of the complete report of the
radiologists’ fees as submitted, with the exception of the non-specialist radio-
logy fees. This was seconded by Doctor H. R. Corbett and carried.

As the non-specialist radiology fees still had to be disposed of, it was
moved by Doctor A. R. Morton that the Chairman appoint a small committee
to go into the matter of non-specialist radiology fees. This was seconded
by Doctor H. R. Corbett and carried.

Doctor H. G. Grant then read the list of obituaries, when a moment’s
silence was observed.
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Doctor H. A. Fraser named the committee to look into the matter of a
full-time secretary for the Maritime Provinces as follows; Doector C. B.
Stewart, R. M. MacDonald, and the incoming President.

Doctor H. A. Fraser made a special plea that the members be on hand
the next morning at nine o'clock for the scientific papers.

Doctor A. R. Morton moved that the business meeting scheduled for
twelve o’clock on Thursday be postponed until two o’cloek, which was sec-
onded and carried.

It was moved that the meeting adjourn at 11.30 p.m.

Society Meeting

Cape Breton Medical Society

The November meeting of the Cape Breton Medical Society was held
at the Point Edward Tuberculosis Hospital on the evening of November
10th. Routine business was discussed and Doctor John R. Macneil was
appointed to represent the Society on the Central Committee of the Canadian
Medical Association Convention Planning Group.

The President, Doctor A. C. Gouthro, introduced the speaker of the
evening, Doctor John Laurie, Medical Superintendent Point Edward Hos-
pital, who presented a brief resume of the use of streptomyecin therapy in
the treatment of tuberculosis.

H. R. Corbett, M.D.
Secretary




Personal Interest Notes

ocTor Arthur W. Titus who has been practising medicine in Halifax with
Doctor J. W. Merritt since his graduation from Dalhousie Medical School
in 1947, will leave the first of December to take up practice in Liverpool.

The marriage took place in Montreal in September of Miss Ellen Maria
Henriette Laurent, daughter of Mr. and Mrs. Hans Christian Hansen, Tata-
magouche, formerly of Denmark, and Doctor Ian Edward Lawman Hollands
Rusted, son of Rev. Canon and Mrs. E. E. Rusted, Carbonear, Newfound-
land. Doctor Rusted graduated from Dalhousie Medical School in 1948,
and is at present working as a Fellow in Internal Medicine at the Mayo Clinic
in Rochester, Minnesota.

Announcement was made recently of two new appointments to the staff
of the Victoria General Hospital in the department of anaesthesia. Those
appointed are Doctor Cyril M. Kineaide and Doctor Ralph W. M. Ballem.
Doctor Kincaide is a native of Saint John, N. B., and graduated from Dal-
housie Medical School in 1945, and for a year was resident in medicine at the
Lancaster Hospital in Saint John. Specialized training in anaesthesiology
was received at the Lahey Clinie in Boston over a period of two years. Doector
Ballem is a native of Sydney and also graduated from Dalhousie Medical
School in 1945. Training in anaesthesiology was received for a year at the
Victoria General Hospital and for another year at Hartford General Hospital
in Connecticuft.

Doctor Kenneth C. Rodger, Dal. 1947, who has been practising at River
Hebert left the end of September for London, England, where he will take
post-graduate studies at Hammersmith Hospital.

Doctor Kenneth A. MacKenzie of Halifax has been appointed a coun-
cillor of the Canadian Heart Association.

Doctor J. H. Buntain, Dal. 1935, who has been practising at Kentville,
has left for New York where he will take post-graduate work at the New
York Polyclinic Medical School and Hospital in diseases of the eye, ear, nose
and throat.

Doctor and Mrs. Smith Henderson of Halifax and Doctor Russell Zinck
of Lunenbhurg were present at the 25th anniversary reunion of the class in
medicine, 1924, at MeGill University which took place on October 17th
in Montreal.

The second group of nurses to graduate from the new Vietoria General
Hospital received their diplomas at the graduation exercises of the School
of Nursing at the Lord Nelson Hotel on September 15th. The diplomas were
presented to the thirty-eight graduates by Doctor P. S. Campbell, Deputy
Minister of Health, and the address to the graduates was given by Doctor
H. L. Secammell.
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Doector Arthur H. Sangster, F.R.C.S., son of Judge and Mrs. H. W.
Sangster of Windsor, has been appointed senior surgeon to the hospitals under
the control of the Board of Management for Southern Ayrshire, Scotland.
Doctor Sangster matriculated from Ashbury College in Ottawa, and gradu-
ated from the Dalhousie Medical School in 1930.

The Bulletin extends congratulations to Doctor and Mrs. D. S. Mae-
Keigan (Pat Flynn) of Dartmouth on the birth of a son, Peter John, on Sep-
tember 4th; and to Doctor and Mrs. G. B. Shaw (Marie Burton) on the birth
of a daughter, Karen Elizabeth, on August 30th.

Doctor and Mrs. Cyril M. Kinecaide, who have been living in Boston for
the last two years, moved to Halifax the last of July, and are living at 1413
Coburg Road. Mrs. Kincaide is the daughter of Doctor T. M. Sieniewicz.

The BuLLETIN extends congratulations to Docetor and Mrs. H. Ian Mae-
Gregor of Halifax on the birth of a son on October 18th; to Doctor and Mrs.
G. H. Murphy, Jr., (Frances Martell) of Virginia on the birth of a son on
October 25th; and to Doctor and Mrs. J. J. Stanton (Margaret MacLean,
R.N.) of Canso on the birth of a son, John Terrence, on October 27th.

Miners Critical of Medical Plan at Glace Bay

A sub-district convention of U. M. W. locals at Glace Bay on November
7th on the proposed co-operative medical set-up instructed delegates to ascer-
tain the stand of their locals and report back to another meeting on Novem-
ber 20th.

This meeting, called by No. 11 Loeal, heard criticism of the present
medical plan and rising cost of drugs. Three directors of the union-sponsored
New Waterford Co-operative Medical Services outlined progress to date in
that area. Miners in New Waterford and Glace Bay sub-districts voted in
favour of the co-operative medical plan. The vote was about 10 to 1 in New
Waterford, but was close in Glace Bay.



Obituary

Dr. P. A. Macdonald

LL of our members of the medical profession of Halifax and Nova Scotia

were deeply grieved when we heard of the passing of one of our most
esteemed and distinguished ecolleagues, Dr. P. A. Maedonald, on October
27th, at the Vietoria General Hospital, Halifax, N. S., after an illness of
three months.

Dr. P. A. Macdonald, familiarly known as Dr. P. A., was born at Alma,
N. B., in the year 1879. After he was graduated from MeGill, he spent more
than a year with Dr. G. A. Armstrong of Montreal, one of the leading surgeons
of his day. He then came to reside in Halifax, N. S., where he opened a
practice of his own.

Dr. P. A. was a Fellow of the American College of Surgeons, a member
of the Masonie Order, of the Halifax Club, and of the Ashburn Golf and Coun-
try Club. His chief medical interests were the Children’s Hospital and the
Grace Maternity Hospital. He was an elected member of the Children’s
Hospital, and Mr. Corbett, the donor of that Institution, stipulated in the
Act of Incorporation that Dr. P. A. Macdonald was to be a member of the
staff during his lifetime.

Dr. P. A. Macdonald was one of nature’s noblemen; he was kind, friendly,
generous and charitable. He will be remembered in his younger days as an
outstanding athlete, and even in later years he was our most proficient golfer.
He was also a born entertainer—some of his stories were masterpieces. No
gathering was complete unless Dr. P. A. was in the party.

He enjoyed an exceptionally large practice, both among the rich and the
poor alike. He won the esteem and affection of his patients because his was
a service rendered for the love of his profession and not for monetary gain.
Many of his patients never received an account from him. Those of us in
his own profession esteemed him for his common sense and uncanny judgment.
He belonged to the old school, in that he did so many things extremely well.
As an obstetrician, he had few equals and certainly no superiors.

Over the many years of our acquaintance, the writer of this brief tribute
never heard him utter a harsh or uncharitable word about anyone. Quiet,
modest, and unassuming, he had the eapacity for makine and keeping friends.
I, who knew him so well, perhaps better than most, found my admiration
for him growing with the years.

The funeral service, which was attended by a large gathering of people
from all walks of life, was conducted by his long time friend and patient, the
Rev. Dr. Harry B. Clarke, who applied to him the following appropriate
lines:
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Uncounted Friends

He was a friend

Whose heart was good;
Who walked with men

And understood;
His was a voice

That spoke to cheer,
And fell like musie

On the ear.
His was a smile

Men loved to see;
His was a hand

That asked no fee
For friendliness

Or kindness done.
And now that he

Has journeyed on,
His is a fame

That never ends;
He leaves behind

Unecounted friends.

Surviving Dr. P. A. Macdonald are his wife, the former Miss Verna
Cross of New York; his sister, Mrs. Charles Dorman of Hantsport, N. S.;
and one brother, E. .. Macdonald of Halifax, N. S. To these mourners, the
Medical Profession desires to extend its deepest sympathy.

F. R. Little

The BurLeEriN extends sympathy to Doector R. H. Suthérland of Pictou
on the death of his wife, Mrs. Gladys Lawrence Sutherland, which occurred
on October 24th, after several weeks illness, and to Doctor D. Lawrence
Sutherland on the loss of his mother.

Dr. Henry Ernest Kendall, Lieutenant-Governor of Nova Scotia from
1942 to 1947, died at his home in windsor on September 2nd. Dr.
Kendall was born at Sydney in April, 1864, son of Rev. Samuel Frederick
Kendall of Bristol and Emily Long Kendall of London, England. He was
educated at Sydney Academy, received his Arts Degree from Mount Allison
University and studied medicine at MeGill University, completing his course
at Bellevue Hospital Medical College, graduating in 1888. Until the out-
break of the First World War he practised in Sydney, with the exception of
a short time spent in practice in St. John's, Newfoundland. For a time he
held the post of Provineial Medical Registrar in Halifax. Doctor Kendall
was twice married, his first wife being the late Ida Burchell, daughter of
George Burchell, Sydney. Of this marriage one daughter, Miss Helen Mary,
R.R.C., of Sydney survives. In 1913 he married Margaret McLennan, second
daughter of the late Hon. Senator John S. McLennan of Sydney, who sur-
vives him. There are two children of this marriage, Hugh MecLennan Kendall,
M.B.E., now living in England and John Stewart Kendall, now of Windsor.
Also surviving are an adopted daughter, Mary Christine, at home, three
grandchildren and two great-grandchildren.
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