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Halifax, N. S.
September, 1950

Hon. Harold Connolly,
Minister of Public Health,
Halifax, Hova Scotia.

Dear Sir:

In have the honor to present a report on the
Survey of Hospitals in Nova Scotia. This report covers
a part of the survey of health and hospital facilities,
which was authorized under the Federal Health Survey
Grant.

In presenting this report I wish to acknowledge
my indebtedness to the members of the Advisory and Central
Committes on the Health Survey and to the various sub-
comnittees. Their assistance and advice have been most
valuable. In addition, I wish to express special thanks
to Mr. John H. Quigley and Mr. Horace Colford, who assisted
in the collection of hospital statistics; to Miss Elizabeth
Doull and Mr. E. D. Chisholm, who tabulated and analyzed
the data; and to Mrs. Mildred Bridgeford, whose help in
preparing the final report was invaluable. It is also a
pleasure to express my sincere thanks to Dr. P. S. Campbell,
the Deputy Minister of Health and to Dr. J. S. Robertson,
the Assistant Deputy Minister, for their assistance in
providing access to data and records and for other manifesta-
tions of full co-operation in this survey.

Yours respectfully,

Director of Health Survey
CBS:MB
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SURVEY OF HOSPITALS IN NOVA SCOTIA

1. FREFACE

This report was prepared by the Survey Director and
staff, and reviewed in detail by the Subcommitteec of the
mt!.. Hospital Association, the Subcommittee of the Medical

of Nova Scotia, the Health Survey Advisory Committee
‘and the Central Committee (see Appendix A). Changes were made
4n some of the recomsendations on the advice of these groups,
‘and the present report includes all such amendments. The
‘major observations, conclusions and recommendations are under-
lined through the report. In its present form the report has
‘been approved by all of the above Committees and Subcommittees.
The summary and major recommendations have been reviewed and
‘approved item by item by each group. The report in its entirety
‘has now been approved by the Advisory and Central Committees for
‘submission to the Governuent of Nova Scotla by the Honorable



2. _ INTRODUCTION

The Director of the Health Survey, on the advice of the
Deputy Minister of Health and the Advisory Committee on the Health
Survey, gave first priority to the investigation of hospital and
nursing facilities and services in lova Scotia. Basic data on
hospital orzanization and on population trends were first collected
and analyzed, and questionnaire forms were prepared for use in a detailed
survey. The questionnaire was based on those used in the Manitoba
survey of 1942, the Ontario Survey of 1948, and the Michigan Survey of
1946. The Director obtained assistance and advice in preparing this
questionnaire from the Sub-comnittees appointed by the Advisory Committee
members who represented the Maritime Hospital Association, the Nova Scotia
Medical Society, the Registered Nurses Associatlon of Nova Scotis and
the Social Workers.

The survey of hospitals was carried out in the summer and
autumn of 1949 by the Director and two fourth year medical students from
Dalhousie University, who assisted in the collection of statistical data.
Personal visits were made to fifty-three hospitals, including all general,
tuberculosis, maternity, pediastric and communicable disease hospitals in
the province. Mental hospitals and county homes were not visited at this
time since these had been investigated in 1948 by the staff of the
Division of Neuropsychiatry of the Provincial Department of Health. A
few small private nursing homes not related to hospitals were excluded
from the survey. Most of these are merely boarding houses for custodial
care of a few elderly or chronically i1l patients, and are not considered
as hospitals.



The development of hospital services in Nova Scotia is a story
of considerable interest, but only a few salient features will be
reviewed here.

The first hospitals in the province, outside Halifax, were
solely for the care of Army or Havy personnel, and it is less than a
century ago that the first institutions were established for the care
of private citizens in other parts of the province. In fact, the
Halifax hospitals prior to 1850 served multiple purposes in addition
to the care of the sick. They included the care of the poor, the
mentally ill, orphans and sometimes the detention of the criminal or

The first public hospital was started in 1750 in approximately
the location of the present Government House. It functioned until 1768.
A workhouse or Bridewell was established in 1752 in what is now the Grafton
Park area, and an orphans' home was later opened nearby. A poor house
hospital was operated in association with the Bridewell, and it later
developed into the chief medical institution for the civilian population.
After severe epidemics of smallpox in 1814-15 the physicians of the city
started a petitition for a separate hospital away from the poor-house
hospital, which was then under the monopoly of one physician. Eventually
this led to the establishment of what is now the Victoria General Hospital.

The oldest hospital still in existence is the Nova Scotia
Hospital, a provincial institution for the treatment of mental diseases.
A statute empowering the Governor-in-Council to select & site and erect
a building for a "lunatic asylum" was passed in April, 1852 and this
hospital was the outcome.

The Victoria General Hospital, in Halifax, is the oldest
general hospitsl still in existence. The first building was completed
in 1859, and known as the "Hospital for the City of Halifax". It
functioned for only one year, but was re-opened in 1866 as a Provincial
and City Hospital, with a capacity of 50 beds. The Province assumed
full responsibility for its operation in 1885, and it was renamed in
honor of Queen Victoria on her Golden Jubilee in 1887. Its capacity
was increased to 180 beds in 1892, to 250 in 1922 and to 400 in 1948.
Nova Scotia and Newfoundland are the only provinces in which general
hospitals are owned and operated by the provincial govermment. The
iuctoria General has developed into the principal diagnostic and treat-
ment center for the province of Nova Scotia and is also the chief teaching
hospital of the Dalhcusie University Faculty of Medicine.

Only three other general hospitals were established before the
turn of the century. The Halifax Infirmary evolved from a Home for Aged
omen established in 1886 by the Sisters of Charity, which began to
ceive a few patients in 1887. It was operated as an eighteen bed
spital until 1903 when a new fifty bed building was opened. This was
laced by a modern hospital building in 1933. All Saint's Hospital
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at Springhill was established in 1893 by the Reverend Canon W. C. Wilson,
of the Church of England to cere for injured and sick miners. Aberdeen
Hospital at New Glasgow was opened in 1895.

Between 1900 and 1910 several other general hospitals were
estublished: St. Joseph's in Glace Bay (19502), Highland View in Amherst
(1903;, Payzant Memorial in Windsor (1504), Sutherland Memorial in Pictou
(1906), St. Martha's in Antigonish (1906), Hamilton Memorial in North
Sydney (1908), Harbour View in Sydney Mines (1908) and Yarmouth General
in Yarmouth (1908).

Since 1910 other general hospitals have been constructed
and operated by voluntary hospital associations within the commnity
served, by religious orders, or, in a few instances, by the local govern-
ment of the town or municipality. Within recent years the Canadian
Red Cross Scciety, Nova Scotia Division, has undertaken to operate several
cottage hospitals in outlying distriots where a suitsble building has been
provided by the citizens of the community.

The first hospital for tuberculosis was the Nova Scotia
Sanatorium, established by the Provincial Government in 1904. Eighteen
patients could be accommodated. Emergency facilities were added during
World War I increasing the capacity to 350 beds, and & new infirmary
was built in 1931. In 1930 a small tuberculosis annex was established
by the Provincial Department of Health at St. Mary's General Hospital,
Inverness, end in 1932 annexes were constructed adjscent to the general
hospitals at Antigonish and Sydney. During the next few years additional
tuberculosis units were provided in association with three other general
hospitals; Highland View at Amherst (1937), St. Joseph's at Glace Bay
(1938) and the Glace Bay General (1940). Two additional tuberculosis
hospitals have also been established by the Provincial Government at
Shelburne and Point Edward, near Sydney, since the close of World War II.

In addition to the Nova Scotia Hospltal already described,
the facilities for care of patients with mental disease include the C
or Municipal Homes and Hospitals established by several municipalities.
These were originally designed for the care both of the indigent and
insane. Most of them date back to the last century. In many instances
the Homes ms well as the Hospitals have becoms for the most part cuatodh#
institutions for the care of the insane.

Other specialized hospitals of early origin include the .L
Halifex Infectious Disease Hespital established in 1890 and the Children'
Hospital of Halifax (1909).

Throughout the years since the turn of the century there has
been a steady growth in the hospital facilities of Nova Scotia. Table 1
indicates the increase in the number of hospital beds, as accurately
as can be determined from existing records.




General (1) 401 | 633| 1006 | 1611 | 2080 | 2614
Mental -
| Municipal Homes(2)| 732 | 982 | 1094 | 1509 | 2036 | 2036
!‘i Nova Scotia
| Hospitel 400 | 400 | 450 | 450 | 450 | 450
| Tuberculosis (3) - 28| 306| 372 | 664 | 1043

TOTAL 1533 | 2048 | 2856 | 3942 | 5230 | 613

- | Including 5 special hospitals for maternity, pediatrics and

i K diseases, but excluding hospitsls for war pen-
(g.mu and members of the armed services.
‘Where there was a definite separation of the mentally defective
| or mentally 111 patients from the paupers, only the beds for
| the first two groups have been included. However, the data are
- | not very precise. Many of the patients admitted as paupers
‘ (13?” been suffering from mental illness as well,
| Four Tuberculosis Hospitals and the Tuberculosis Units of

iix General Hospitals.

It will be noted that since 1900 there has been a rapid growtu
10 <] o Derculogls A S1X-10.C creass
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nunber ¢ al patients, most of which were for only
custoc municipal homes or hospitals.
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Section 2 of the Report on the Health Survey of Nova Scotia
presents considerable information on the geography of the province,
industrial development, transportation, population trends, racial origin,
population density, age distribution, ratio of rural to urban population
and other features. These characteristics are of considerable importance
in relation to hospital requirements and organization, but for reasons
of space economy they will not be reproduced separately in this report.
It is suggested that the reader might find it useful to review the
above-mentioned section of the general report.

Because of geographic features, distribution of population,
direction of transportation routes and other characteristics,

2L ENET IV ince O NOvVe . 5 LAV LUOU

the 8 « It will later

proposed that an integrated hospital system be developed, using these
regions as basic units. If at a future date the Provincial Government
should plan to introduce a compulsory hospital insurance system, these
regions would constitute suitable administrative units. It will further
be recommended in the General Report on the Public Health Survey that
these same units be used as Divisions of the Provincial Health Department
It is considered undesirable to have over-lapping administrative units
for health and hospital divisions. In most instances the proposed
hospital regions already coincide with the existing Health Divisiona.

Table 2 shows the counties or municipalities included in
the proposed hospital regions with the 1941 census population and
the estimated 1948 population. Further details are presented in
Section 1 (c) of the Health Survey Report where Figure § contains a
map of the proposed hospital regions and existing health Divisions.
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TAELE 2
GEOGRAPHIC REGIONS OF NOVA SCOTIA SUITABLE AS
ADMINISTRATIVE HEALTH AND HOSPITAL UNITS
Name of Rogiot] Municipalities : 1041 1948 estimal :
Atlantic Halifax City 122,656 | 140,915
Halifax County
Southern Lunenburg County 44,970 | 47,710
Queens County
Western Digby County 55,105 | 58,546
Yarmouth County
Shelburne County
Kings County
West Hants Municipality
Cobequid Colchester County 38,705 | 43,780
East Hants Municipality]
Cumberland Cumberland County 39,476 | 42,418
Pictou Pictou County 40,789 | 42,801
Eastern Antigonish County 26,006 | 26,833
Guysboro County
Cape Breton Cape Breton County 150,157 (165,446
Inverness County
Victoria County
Richmond

It is fortunate that relatively few patients cross from any
of the proposed regions to a hospital in another, although the regionsal
borders follow county or municipsl boundary lines. The province divides
4tself fairly naturally into the regions here outlined because of
geographic barriers, routes of transportation and habits of the people.
Two possible exceptions might be noted. Digby Hospital and Digby
Municipality, which it serves, might be considered as a part of the
Fundy Region (Amnapolis Valley) or the Western Region. At present
there might be some reasons for including this hospital with those in
the Annapolis Valley. However, Digby Municipality is better linked
with Clare Municipality for the administration of public health
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services, as has been determined by a practical trial. For this reason,
Digby Municipality and, therefore, Digby Hospital, have been included
in the Western Region throughout this report, both for hospital and
health administration. If an adequate regional hospital is established
at Yarmouth, it is believed that Digby Municipality will be better
integrated into the Western Hospital Region, and there is little doubt
that it fits best in the Health Division centered at Yarmouth.

In Cape Breton Island it would be desirable to have two Health
Divisions, one comprising Cape Lreton County alone, with an estimated
1948 population of 125,712, and the other of Victoria, Inverness and
Richmond Counties with a population of 39,734. However, there does not
appear to be any satisfactory method by which two hospital regions
could be set up within this area. The three counties of Victoria,
Inverness and Richmond have no single hospital suitable as a regional
center. If there were only one hospital at Inverness it might serve
as such a center, but both of the present institutions are too small.
Normal routes of transportation make it natural for patients from
hospitals at Neil's Harbour and Baddeck in Victoria County to refer
patients to Sydney, and likewise from Arichat in Richmond County. It
is, therefore, recommended in this report that Cape Breton Island be
considered as one administrative unit under an integrated hospital plan
and likewise as one Health Division for purposes of general administra-
tion and correlation of public health and hospital activities.

However, dsy-to-day public health sctivities might be decentralized
with a sub-section of the Health Division, operated for the three
out-lying counties from Port Hawkesbury or any other relatively
central point.




The survey was conducted by personal visits to fifty-three
in the province. These included all of the general,
s ty, pediatric, tuberculosis and communicable disease
itals. With a few exceptions all data were collected during
visits. The hospitals for mental diseases had been
aded in a survey made during the summer of 1948 by the staff
! ’ltmplyehiatric Division of the Provincial Department of
th, and data concerning these institutions were largely
ined from the reports of that survey. Hospitals operated by
hdu'al Departments of Defence and of the Veterans Affairs
not visited during the survey, and information has been
d by correspondence and interviews with the administra-

, It was found that information on the general hospitals
1 best be obtained by personal visits, and that sending a
ionnaire form in advance served no useful function.
first explained the purpose of the survey and the
content of the questionnaire to the Superintendent or
ndi tor. The system of records was then reviewed, and it
decided which documents or reports would provide the required
it al data. This differed considerably from one hospital

I]J. provinces, the Department of National Health and Welfare
asked that statistics be collected for the calendar year

fiscal year ending November 30th. It was, therefore,
to adjust the statistice contained in the annual

» The student assistants, who accompanied the Survey
Director, carried out all of the work relating to records and
statistics. They obtained data concerning patient-load, area
served, volume of work in various services and other relevant
data. A two-page tabulation was made of information on every
ncer patient treated in each hospital during the year 1948.
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The Director also obtained data concerning the system of
administration and financing by interviews with the administrative
staff, and by reference to the By-laws and Act of Incorporation. He
inspected the buildings, recording data regarding technical equipment
and space provided for special services. He made a count of the beds
and estimated the adequacy of each room for the number of beds set up
in it. In the first hospitals visited the rooms were measured, but
this was not necessary in most instances after a little experience,
since a close estimate of size could be made. The minimum standards
laid down in the "General Standards of llospital Construction" under the
Federal Hospital Construction Grant were used to estimate capacity.
The complement recorded was the average number of beds usually set up
in each room, as stated by the Superintendent. A note was also made of
the actual number of beds on the day of the survey, including those
set-up in corridors, sun porches and other rooms not designed as bed-
rooms. Notes were made also concerning the fire-proofing and fire
precautions, the genersl condition and repair of buildings and furni- ]
ture, the professional and technical services provided, and the number
of personnel on the staff. Each service was then roviewed as to space,
equipment, personnel, their training and qualifications, and the type
of service provided. A statement was obtained from the Administrator
regarding the needs of the institution for expansion of the physical .
plant, modernization of the building or equipment, and increase or f
training of personnel. In most instances the president or chief of
the medical staff or one or more senior medical members was interviewed,
as well as the Administrator. In hospitals with Schools of Nursing, the
superintendent or Director was also interviewed. In & few instances
members of the Hospital Board were also present. Most data were
recorded while at the hospital, but some general impressions and other
information were noted following the visit. The survey was conducted
during the months of July, August and September, 1949, tut most of the
statistical data were collected for the calendar year 1948.
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TYPE AXD DISTRIBUT

Table 3 shows the number and type of hospitals in Nova Scotia
Je 31, 1942, and their capacity in beds for adults and
en. Figure 1 shows the distribution of these hospitals, and
ix B presents more complete data on a map of larger scale.

¥

. TABLE 3
NUMEER AND TYFE OF HOSPITALS IN NOVA SCOTIA

. Bed Capacity | Number of [ Bed Number of | New Beds|
of Hospital |Gen.Hospitals | Hospitals | Capacity) New Hospid added
= tals in 1940
1, 1948 ss_than 20 10 9% 9
20 = 49 15 537 41
[ 50 = 99 5 207 56
100 and over 6 1031 340
7 181
_— 98
2 68 (1)
1 32
b _835
) _6 202
19 2486
J 1 | 600
5 X 2
, HOSPITALS 73 6619 7 627
10 ) -

(1) Including two smell obstetrical units of eight beds for
unmarried mothers.

52; Tuberculosis annex to general hospitals.

3) Including an estimate of the mumber of beds used for mental
patients in Municipal Homes.
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Several new general hospitals were under construction during
the survey in 1949 or had recently been opened. These are shown in a
separate column in the table together with the size of additions to
existing hospitals. The new hospitals are also shown by different symbols
on the maps. Maternity homes are not included in Figure 1, but are shown
in Appendix B.

Figure 1 indicates that the province has a well-scattered net-
work of general hospitals. The newly constructed cottage hospitals
have filled several wide gaps, and ew
. L ! t - 3 » = GO - - J
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i
!
gi
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FIGURE .1
LOCATION AND TYPE OF HOSPITALS IN NOVA SCOTIA




~ Tables 4(s) and 4(b) show the bed capacity of general
als, the complement, the officially reported capacity and the
‘ot beds set up on the date of survey. Three special hospitals
nity, pediatrics and communicable diseases, respectively,
noluded with the general hospitals. Two small obstetrical
whtod with Homes for Unmarried Mothers are included in
but will not be included in any later tables, because of
alty in separating the duration of hospitalization from the
of care in the Home. Thirty-one obstetrical beds in 10 small
d maternity homes are also excluded from later tables because
jaquate d‘t‘o

The capacity recorded here is that estimated by the Survey
stor as the number of beds which would provide a minimum of B0
pe feet of floor space per adult bed, (100 square feet in a
. ::3 50 square feet per child's crib (80 square feet in a
't and 20 square feet per bassinet in a nursery.(l)
 observations were made only on rooms used exclusively as
1 bed rooms, not those which were used only occasionally for
: Sun-porches which were heated and used permanently for
sdation of patients were included, although some of these did
make very satisfactory units for nursing care and the capacity
i to be estimated on the basis of the shape of the room as well as
or area. The complement recorded in the tables is the aversge
ber of beds set up in the hospital, as stated by the superintendent
f{,‘ other official who was interviewed. Beds set up in corridors, though
fa poﬂnnmt in some institutions, probably should not have been
ne) in the complement and the totals for patient's rooms alone
re, thcrotm, shown in brackets. Also included in Table 4(b) is
¢ officially reported capacity of the hospitals, as recorded in
mnual reports to the Nova Scotia Department of Health. These data
‘are available only for those which qualify as public institutions
ndor the Act Relating to Local Hospitals. A number of the small
i (o'l_hp hospitals did not provide such data since they did not qualify
.lg public hospitals until 1949. However, their total capacity as
‘obtained for the survey was inserted in the table as the only
mh data.

(1) General Standards of Hospital Construction - Department of
National Health and Welfare, 1948.



TABLE 4(a)
AC CoMmp iT OF HOSPIT BY COUNTY
Number __ Beds-Adult | Beds-Children |Bassinets-Infant
of Hosp~- | Capa~ |Comple- [Lapa- Comple- Capa~- Comple+
COUNTY itals by | city [ment ity | ment city ment
county
2 37 43 0 3 9 16
L i 100 |16 12 | 22
7 534531 85 69 122
2 2% 78 (73) 2 4 8 18
5 110 | 128 16 25 | 26
- - 28 | 22 0 2 10 12
2 19 19 0 2 9 10
5 676 | 7780400 110} 118(io7) | 98 | 130
- 24 | 40 0l 4 £ 12
3 81 96 3 5 17 26
2 g7 93 5 2 24 27
1 43 | 48 0 2 _12(4) 12
Al 134, | 165 12| 16 20 4l
1 b g il 1
S 11 15 2 3 5 i
L 36 1. 205 6 6 8 1
1 7.1 8 3
1 8 8
1950 0(2253)22 'zp_/.(ggz') 352 523
(1) Bed complement as stated by superintendent, including beds in

corridors, etc. In brackets, complement of patients' rooms.
(2) Pigures are for the old Guysboro Hospital.

(3)Cottage Hospitals not included in Government Report of 1948
nave survey capaecity included in this column.
(4) 12 bed complement but definite capacity not known.
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/."3-1 As in 10 (a)
1 2
3

As in 10 (a)

gpes:oﬁsﬁaxé’saﬁ

147(139)
619 (616)
g2(77)
U
34
21

896 (247)

101

51
181

b o B F « B E B B p

Cottage Hospitals not included in Gov't Report of 1948 have
survey capacity included in this column.
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A comparison of the capacity or complement obtained on the
survey can be made with the figures reported annually to the Department
of Health. It will be noted that agreement is not very close. Most
hospitals reported the number of beds set up instead of capacity. One
hospital, which hsd been reported annually for many years at 71 beds,
had an estimated capacity at the time of the survey of only 38 beds and
children's cribs, according to minimum standards of floor space. In
most hospitals it was necessary to make a personal count of the beds,
cribs, and beds. Furthermore, the official reports to the Government
had rarely shown any change in the number of beds from year to year unless
additions had been made to the building, although internal re-arrangements
may have increased the capacity by taking over sun-porches, board rooms,
nurses' quarters, etc. for patients; or the capacity may have been
decreased by taking over patients’ rooms for a case room, nursery, office
etc. Moreover, some hospitals counted bassinets, as well as cribs and
beds in the total capacity, while others excluded bessinets from this
count.,.

SeTOrs e e dataciad " X0 wilL laler bs recmmsnded that s Directod
of a Hospital Division be appointed in the Department of Health.
Collection of valid hospital statistics should be one of his duties.

Table 4(b) also shows that the number of beds on the date of
the survey vas usually somewhat lees than the average complement reported
by the Superintendent. This is not surprising since the visits were made
during the summer months when crowding is less intense than in the winter.

batween bed ity and bed complement indicates
t. beds cribs and bassinets in all peneral
v A Sixty-three of the adult beds and 11 cribs
were in corridors, x-ray rooms, offices or other quarters not designed
to hau.ae pat:lanta. The beds set up in the adult patients' rooms :~.:“-..v.~
th : ; - €

x-ra.y room, offices, et,c- ware included in the complement, the crowding
of adult beds was 18.5 percent.

The averages shown in these tables still do not give an accurate
plicture of the undesirable degree of crowding in some institutions. As
shown in Table 5, there is a range from O to more than 50 percent in the
differences between the rated bed capacity and the actual number of beds
set up. One cottage hospital was 80 percent over-crowded, and two hospi-
tals in the 20~ to I.9-bed clua were 61 and 70 porcent abovo capncity.

0 \ I 3 I : N - 5 th 5

.t : ad_e _more beds
assigned to children. Percentage st.atistiea for amU.ar children'’s units
would be unrelisble and were not calculated.
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£ the survey of three of the most crowded hospitals many
h‘ﬂl set up in the corridors were occupied by children who
| tonsillectomies and were recovering from a general anaes-
ﬂllnir of acquiring a post-operative pulmonary infection

f and visitors moving past these beds must be a serious one.

i IABIE 5
ANFANT BED CAPACITY
20 of |Percent excess of Complement over Capacit Total
Mor20 {2 1 2 |3 | 2 1 20
2 ala )2 1|2 16
) > ] 1 S i
! I i
5 7110 7 O 39
|
120449
120=22 B - | 1 1 4
{100 & ovexl 1 1 1 1 4
1 Total |5 | 3 2 2 8
ats)Under 20
- |20-9 |2 2 1 |3 2 8
5(2) | 50-99 1 1 1 2 2
100 & oven 1 1 3 5
__Total |3 A | 1 1 - 4

lblpitals wvith a capacity of less than 8 beds or cribs for children
~ are not included, since percentage calculations are too unreliable.
. Nurseries with a capacity of less than 2 bassinets are not included.




LLW thnt had a cspucity of eight or noro b‘ssimta,

41 showed excessive crowding, which was more than 20 percent above the
standard. Cal.culation of individual perce:nt.agoa hued on smaller mmbero
may be misleading, but the onbing RO jm
nurseries, of less than 8 busiueta eaoh, was exceodod bL&, percent.

Most hospitals in Nova Scotia were designed to provide service
for only a few obstetrical patients, and several of the older hospitals
actually refused to admit them until recent years, except when there were
serious complications. The physical facilities which were provided,
vhen the obstetrical services began to expand, were usually inadequate.
In most hospitals only a small utility room, diet kitchen or private
room was converted intc a nursery. These facilities have become more
and more over-loaded because of the great increase in hospitalization
for obstetrics, which will be discussed in a later section. In most
nurseries the bassinets are placed side by side, with inadequate free
working space for the nurses and inadequate protection against cross-
infections. There is undoubtedly a great risk of epidemic diseases
under such crowded conditions. Such outbreaks have occurred in some
hospitals in the past with a high fatality rate. The fact that many
hospitals have escaped such a harrowing experience is probably due
largely to good luck and to good nursing service, but both of these are
being strained beyond the safety point in many institutions in Nova

The percentage of beds occupied per day also provides an index
of the degree of crowding. In order for a hospital to function properly
and to have space available for emergencies, all of the beds cannot be
filled every day. The smaller the hospital the greater will be the
proportion of beds that will have to be left unoccupied at certain times.
Experience from hundreds of hospitals in the U.S.A. (1,2) has shown that
the number of beds likely to be occupied on an average day varies from
40 percent in a 20 bed hospital to 84 percent in a 300 bed hospital.

Use of a greater proportion of the beds can hardly be achieved without

Omo

The total patient-days of care provided by each hospital
in Nova Scotia was divided by 366 to obtain the average daily patient-
load for 1948. Newborn infants were not included. Percent occupancy
was calculated from the average daily number of patients and the beds
available for them.

P

(1) Block, Louis - Hospital Cash Budget - U.S.P.H.S. Division of
Hospital Facilities, Bulletin 353, 1947.

(2) A Guide for Hospital Planning - Oklahoma State Health
Department, 1945.
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: bed occupancies based on the Superintendent's
ﬂn average number of beds set-up in Novs Scotia hospi-
ement) are a little higher than the U. S. standards, as
last two columns of Table 6.
has been somewhat more than was stated by the
: in some institutions, particularly those in the
ed class. Either the data concerning average bed comple-
under-estimate or different methods of administration
higher bed occupancy in Nova Scotia hospitals than in
In any event, a comparison of columns 4 and

These figures suggest

ive crowding beyond the rated bed capacity.

NG-of| Total| Average | Percent |Totsl | Percent |Standard(2)
| Bed | deily occupancy| Bed occupancy |[Percent
f |itals| Capacq No. of | based on |Comple< based on |occupancy
u ity | patientd capacity | ment | Complement
3
| 10 9% 52.5 5447 121 4347 40.0
16 | 537 45244 83.5 664, 67.9 64..0
5 307 305.1 99.4 388 78.6 68.3
5 | &7 609.9 95.7 797 774 77.7
‘over] 1 | 38, | 343.6 89.5 425 80.8 84.0
37 1969 [1763.5 89.6 2395 73.6
: the three special hospitals for pediatrics, maternity and
commnicable diseases.

on aversge figures calculated from "Hospital Cash Budget"
Block, U.S.Public Health Services Bulletin 353 - 1947.
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These data on the crowding in Nova Scotia Hospitals provide an
indication of the need for more hospitsl facilities, but do not show clear
the number of beds required to meet the problem. Another index is the 1
of the "waiting lists"™ of patients seeking admission to many of the hospi
However, it is also difficult to obtain precise information concerming the
extent of the un-met needs for hospital care from these lists. It is d
ful whether they would give an accurate estimate, since some persons would
use hospital facilities for acute illness if rooms were available, but
not have their names placed on a waiting list unless the illness was likely
to be a long one. These lists, therefore, give an indication of the :
ments for hospital care of only the more chronic or more prolonged types of
illness, but do not show the total requirements for additional beds. Mo
some authorities consider that a small waiting list is inevitable during
months of high sickness rates. Provision of sufficient beds to eliminate
this demand would result, they belisve, in a low occupancy rate during the
rest of the year and would increase costs unnecessarily.

In some aress the need is not adequately recogniszed by the
local authorities or Hospital Board because the patients urgently
needing hospital care are admitted in spite of a dangerocus degree of
crowding. This policy has had a tendency to encourage an indefinite
postponement of hospital expansion. In a later section a system of
hospital grading will be recommended.
grading s be_th t shy

the Provincial Govermment. - It will be argued that such a rigid ruling
would sometimes deprive a dangerously ill patient of much-needed hospital
care. This need not occur, since the Hospital Board could be given an
adequate period of warning before the grade would be reduced, and could
arrange for increased facilities during this interval. But they would
not be permitted to continue operating a dangerously crowded institution
for an indefinite period.

A direct determination of the extent of un-met hospital needs
cannot be made in Nova Scotia since the only morbidity survey made in
this province (1) contained no dates on the proportion of illnesses requir-
ing hospital treatment. However, there are several other reliable methods
for estimating hospital needs. Standards based on the provision of a
specified number of hospital beds per thousand of population have been
proposed by various authorities. Another method, used in some surveys, is
based on the percentage of total births occurring in hospital and the

(1) The Effect of Health Insurance on the Demand for Health Services =~
L. Richter, Dalhousie University, 1944.



d-death ratio" caleculated from the number of days of hospi-
death. Both of these methods have been investigated in an
at the needs for general hospital beds in lNova Scotia,
found that both have to be somewhat modified by considera-
‘conditions, although they show surprisingly close agree-

The standards based on population which are usually quoted are
spital beds per thousand for genersl services (1,2) and at

pal beds per thousand (3) for the care of patients with
888 other than tuberculosis or mental disease. In Nova

as been almost no special provision for the institutional
roni ill. Although most hospitals attempt to limit
admission of such patients, some such cases are occupy-
08t every hospital. The present institutions are,

ding both general hospital services, as usually defined,

care for patients with chronic diseases. The extent of the
ts in gemeral hospitals deponds partly upon a decision
peparate facilities are to be provided for the care of the
e 2 2 R0E LU 3 O - § 810 5 :

" . L y = . . 1 ) ‘f‘f s 10 Z'IC L) ..;.t' 3 l‘,_. =icls I‘I
ong o, W18 chronic N8E as these & ise. In this

will be made of the requirements of general hospitals
disease hospitals. They can be combined, if desired.

7 shows the 1948 bed capacity per county per thousand
on. Bed complement is also included for comparison. The
provided for veterans at Camp Hill Hospital in Halifex, and
armed zervices at the Royal Canadian Naval Hospital are not
4n the calculations by county since these institutions provide
1imited group. However, they are included in the provincial
the estimated number of persons eligible for D.V.A. hospital
(9000) are subtracted from the provineial population. No compar-
potion is made for armed services personnel since accurate
ere not available on the numbers eligible for hospital care.

Survey of Hospitals and Related Institutions, State of Oklahoma,
s 1945
tandard Needs by Regulationa of the Surgeon General, U.S.Public
5 LS ﬁ Service.

Master Flan of New York City.



Estimated 1948 Bed| Bed Capa-| 1948 Bed Bed Comple-
County 1948 Popu~- | Capacity' city per | Complement| ment per
lation 1000 1000
| Annapolls | 19,011 2 2.0 46 24
| Antigondsh| 11,075 | 109 9.8 | 147 3.3
| Cape Bretoy 125,712 512 | 4.0 619 49
| Colchester| 034,204 37 1.7 82 24
| Oumberland| 42,418 122 2.9 1k 34
[Digby | 20,627 28 1.4 O 1.6
| Guysboro | 15,738 19 1.2 21 1.3
| Halifax | 140,915 786 5.6 | 896 bek
| Hants 2442322 24 | 1.4 bh 1.8
| Inverness | 20,608 2 _he2 _101 e
| Kings 32,704 2 2.8 102 21
| Lunenburg | 34,452 4 1.2 3l 1.2
 Pictou | 42,801 YAS 2aby 181 o2
[ Queens | 13,258 ] sh vl o7
Richmond 10,878 A 1.3 18 oI 26
[ Shelburne | 14,040 40 2.8 42 20
| Victoria By248 9 L.l Al 1.2
|aroutn | 23,87 4l 1.7 66 2.8
3.5 2,604 haZ
| 4e8 | 2,453 Dok
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ble 8 presente the 1948 bed capacity and somplement for

proposed hospital re;ions.

The sam2 procedurs az in

 was followed with respect to D.V.A. end nilitary

TABLE 8

~

BED CAPACITY AND COMPLEMENT BY HOSPITAL REGION
EER 1000 POPULATION ON DECEMBER 31, 1948

e

. Estimated Bed Capa-| 1948 Bed |Eed Comple-
| 1948 Popu-| 1948 Bed | city per | Complement| ment per
L0915 | 786 5.6 2% &b
L 49 1.0 60 1.3
. 109 1.9 142 17—

- 163 Y- 122 2:2

Y s | 13 82 19

*"fi‘_ﬂnm 222 _2:9 Lk FPA

| 42,801 | 146 3edy 121 as2

26,833 1286 | 4.8 168 6.2

| 165,446 619 3.7 749 hs

- | 626,000 | 2,179 3.5 2,614 4e2
| 635,000 | 3,026 48 | 3,453 5
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The capacity of all general hospitals in the province as of
December 31, 1948, provided 3.5 beds per thousand. The complement was
4+2 per thousand. There was considerable variation between counties
( Table 7) but comparisons are not very reliable since part of the
population of one county is often served by a hospital in another.
Data for hospital regions (Table 8) are more stable since there is
relatively little transfer of patients from one to another, with the
exception of the referral of major diagnostic or treatment problems
to Halifax hospitals. !

The total number of hospital beds in the Atlantic Region
should not be related solely to the population of that county since
most of these hospitals provide special services for the whole province.
Only 79.3 per cent of patients in Halifax City hospitals (excluding
Camp Hill and the Royal Canadian Naval Hospital) were residents of
Halifax City or County. The beds ordinarily used by the population
of this region may, therefore, be calculated at 4.4 per thousand
instead of 5.6, and the figures for the other counties should be
slightly increased.

In attempting to determine how many beds per thousand
should be provided in Nova Scotia, the experience of the Eastern
Region (Antigonish and Guysboro Counties) is of great interest. The
institutions of this area had a capacity of 4.8 beds per thousand
and s complement of 6.3 in 1948. According to the American standards
quoted above these should have provided enough beds for general
hospital services. However, they have not proven to be sufficient,
as indicated by the "waiting 1ist" and the crowding at St. Martha's
Hospital, Antigonish, which is the regional hoapital of this area.
Since no other facilities are available for the care of the chronic-
ally 111, St. Martha's Hospital provides considerable service for
such cases, as well as for patients with acute illnesses. However,
the proportion is not greatly in excess of those in most other
regional hospitals. Plans are now being made for an addition of
more than 100 adult beds to this hospital, and 19 additional beds
are being provided in cottage hospitals in Guysboro County. These
will increase the bed capacity to 9.6 per thousand in the Eastern
Region, or 9.0 per thousand if a proper proportion of the population
of Inverness and Richmond Counties is included. The size of the
addition to this hospital was determined by the local hospital
authorities and they are convinced that it is fully needed. A high
proportion of the population is covered by Blue Cross Hospital
Insurance and there is a heavy demand for hospital care. Approxi-
mately 20 of the added beds will be used exclusively for the care
of chronically ill patients, but the remainder,somewhat more than
8 beds per thousand,will be for the acutely ili.

It is of interest, therefore, to note that the only
region in the province which has a complement of more than & beds
per thousand is finding this number insufficient to provide for the




the acutely i1l asnd for & limited proportion of the chronically
| experience would seem to indicate that a standard o bads
. "‘__' s A A ADSOLULO T LI sdlid 20U L M
5 _DINQVINGG L he chronicall 1 are cared for
separate se W.
DG Ot@d ) N8 _DIODOILAon O -
e chronigs, although further oxuerienee is requ:l.red to
her these are the proper nroport.ions in this province.
5.0 beds per thousand will eventually be required for
hronic disesss hog s in areas vhers a considerable
n of the pop ation is covered by hosplts nsurance. In
h County 75 to €0 per cent of the populauon have Hlus Cross
psurance. This is s much larger proportion than in »ny
of the province most of waich have npproximately 20 per
rage. It is explained by the fact that there were sovoral
or mitual benefit insurance plans opernting for many years,
w elmroh organizationa, .rhich wers absorbed into t.he Blue

Jovarmnmen
o ‘ 3 »

4 ANV OIS
Lot AanC na DAl C > Y o L5 QL L
cute and chron ABEE « Ponsibh the proviaion of
‘homes as & less expensive type of care for those needing only

and nursing attention, and the addition of out-patient
ts, home mursing and similar services nmight reduce the demand
sationt care somewhst, but one cannot be certain of the extent
reduction. In scattered rural areas patients must be further
d in convalescence before they can return home. This is

area. Convalescent rursing homes night reduce the duration
n hospital and help lower the costs somewhat. In general,
y it has been the cxperience elsevhere that the demands for
tal care continue to grow with each new service. One cannot

r & very great reduction by any of the above methods.

~ In the following pages the bed requirerents of general
dtals for care of the mcutely 11l are calculated on the basis of
ds per thoussnd population and also of 6 beds. Requirements
of the chrorically ill are discussed in a later section.

It should not be inferred that the genernl hospital beds,
8 to reach a standard of five or six per thousané for the
op] n of any county or region, sheuld all be located in hospi-
ls thin the geographic bordera of that area. Sometimes a consider-
& p of the population is served by a hospital in another
A certain proportion of the beds should also be provided
onal and provincial hospitals to which patients are referred.
collected on the survey regurding the place of residence



of all patients who were in general hospitals in 1948. ( Appendix C )
These figures provide a falrly good indisation of the hospitals In
vhich patients from each county are likely to seek attention. Com-
parison with the anmual reports of the hospltals for preceding years
show the figures to be relstively stable. The additional beds needed
to reach a stendard level of 5 or 6 per thoussnd, or any other stan-
dard, 2an be allocated according to the same distribution.(Appendix D)
For exsmple, 1511 patlents residing in Annspolis County were hospitel-
ized during 1948 in all Nova Scotia general hospitals, aa shown in
Appendix C; 689 in Soldier's Memorial Hospital at Middletom; 422 a%
the Annapolis General Hospital, ete. If the people of Annapolis
County were provided with 95 general hospital beds (5 per 1000) it

is ssoumed that 689/1511 of the 95 beds or 43, should be at Middle-
ton, 27 at Annapolis, etc. A similar caloulation has been nade for
every hospital in the province (Appendix D). This method of cal-
culation resulte in sn allocation of some beds from every rogion to
the provincial referral centers, such as the Victoria General
Hospital in Halifax. Table © shows thes number of beds required to
provide 5 or 6 per thousand for the 1948 populstion of sach hospitsl
reglor, and also shows how many of these should be located within the
geographic borders of the region according Lo the 1948 patient dis-
tribution. '

stimated|Hospital | Bede needed to pro- | Beds needed
ospital 1948 |bed capeq vide for 1948 reg- within
t

e | Thia [T per 08¢ ser 1000
tdon | 1948 ﬁm
Wtlantic 040,915 | 786 | 705 | 245 939 _1128
| Southern | 47,710 | 49 228 | 286 | 154 286
Mestern 138,246 | 109 203 | 252 | 284
| 163
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L indicates that except in the Atlantic and
fower beds are needed within the aroa than the total
for the population of the region. This is to be
atients are referred out from each region to
x, and a punber of the beds are allocated
od of calculation. To a lesser extent there
Y nt-movement from parts of Cape Breton Island
1's Hospital in the Eastern Region, which slightly
nsates for the movemont of patients from this area
referral centers. It is emphasized that these
4 on the estimated 1948 population. In planning
of a growing population & larger number of beds
‘a8 will be shown in Table 17.

9 showed that the present capacity of 2179

beds would have to be increased to 3175 to

beds per thousand or to 3810 to provide 6 beds

for the whole province, increases of 46 to 75
 total mumber of beds over the 1948 capacity.
ter sections, a part of this need will be met

second method of estimating hospital needs has
»d by some authorities (1) who consider it more
han providing a fixed number of beds per 1000
: This method is based on the observation that

d for hospital beds is closely related to the number
ha and deaths which occur in hospital. For example,
age stay in hospital of obstetrical patients is
sh one hundred births would require 800 bed-days;
0/365 or 2.2 occupied beds per year. If the
of beds was 70 per cent, 3 beds would have to be
to allow 2.2 to be occupied at all times. To epply
hod of estimation requires a knowledge of the per
births which occur in hospital, the average duration
talization; the size of obstetrical unita, which
the probable per cent occupancy; and the average
of births to be expected in the area each year.

| Hospital Resources and Needs - Report of Michigan
Survey,1946.
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To this estimate of need for obstetrical beds is added an
estimate based on the proportion of deaths occurring in hospital. In
the U.S.A. the public uses about 250 days of general hospital care
for each death and correlated sickness in a general hospital. This
relationship may be expressed in terms of occupled beds per death
by dividing 250 by 365 days which equals 0.685 or about 0.7. This
is the "bed-death ratio". Its validity is said to lie in the
fact that the ratio varies little from state to state. Hospitael
needs, in terms of occupied beds, can be estimated by multiplying
the bed-death ratio by the number of deaths expected to occur in
hospital, as estimated from pest experience. The size of hospital
units will then determine how many beds will be needed to provide
the required number of occupied beds. The bed-death ratlo expresses
the relationship between length of stay and the hospital death rate.
Changes in either will affect the estimate.

Data have been compiled to estimate the needs for general
hospital beds in Nova Scotia by these methods and to compare them
with the estimates based on a standard of 5 or 6 beds per thousand
for each hospital region.

In eatimating the requirements for maternity beds, the
tremendous increase in the proportion of babies born in hospital
must be considered. Table 10 and Figure 2 show the rmumber of
births occurring in hospital as a per cent of the total births in
the province. This is given at five year intervals from 1925 to
1945 and for the year 1G48.

|
s

11,400 1,194 10.5

11,346 24280 20.1
935 11,617 22270 __28:)
FJ&H?__._J&..S}L 5,753 LheT

15,527 11,589 Thsb
ﬁ 17,791 14,153 79:6
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There has been a striking increase in the proportion of
births occurring in hospitals. Only 10.5 per cent of bables were
born in hospital in 1925 and 79.6 per cent in 1948. This trend is
recognized as a sound development resulting in better obstetrical
and nursing care. There has bgen a definite decrease in infant and
maternal mortality during the seme period. The extension of obstetri-
cal services has placed an incressed load on the hospital facilities
and some obstetrics could be safely done in the homes. However,

. wiitels [l NOSD

bs then alt t that direct

CENT O B NG P
Iassxou TOTAL BIRTHS PER CENT IN BEED UArACITY
BIRTHS IN HOSPITAL! HOSPITAL | FER 1000 |

| 4592 4126 89.8 5.6

A 45.0 1.0
1577 859 54.5 2.0
1786 1424 79.7 2.4

1.3
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* of the regions thero are less than 2.5 active treat-
thousand, one half of the minimum recommended standard.
ireas also had the lowest proportion of births in hospital
d 54 per cent. This 1s not surprising, since maternity
available. In Annapolis, Cochester and Pictou Countiea
| per cent of births ocour in hospitals and in Cape Breton
s it 1s 29 At would, therefore, appear
JUSLVE = & Ve G t S a2 EAOWLLG U OAaSed On 15
L0 _per cent of births wil OCCLL D _NoBpllals
ext ten years. In areas where the proportion is still
mall, it will probebly increase as hospital facilities

per cent.

average period of hospitalization for obstetrical pat-
considerably throughout the province. Presumably this
partly upon how far the medical staff has gone
pting the modern trend of early amublation and discharge.
8t average hospital stay for all obstetrical patients in

| 1948 was 5.4 days, and the longest was 10.1 days. The
m in Table 12.

» vhich have obstetrical units, was 7.6 days and the median
t less, 7.3 days. In one hospital that has a reasonably
mumber of beds for the area served, the duration of stay was
D:1 days. However, it was also high, 9.7 and 10.0 days, in

most over-crowded hospitals in the province. The availab-
hospital beds does not seem, therefore, to be a major
determining the length of time a patient is kept in hospi-

is probably more dependent upon the custom of the

. IR SV O A
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Obstetrical units in 28 of the 35 hospitala are of leas than
20 beds oach. Two hospitals have more than 50 beds each, and 5 have
20 to 49 beds. If obstetrical patients are isolated, as they should be,
the obstetrical units will not be used for other types of cases at any
time. Per cent occupancy of beds will, therefore, be low in & 20 bed
obstetrical unit just as it is in a 20 bed hospital.

Calculations of maternity bed requirements in Nove Scotia
have, therafore, been mede on the basis of :

() One hundred per cent of births ocourring in hospital.
(b ) An aversge stay in hospital of 7.3 days for easch patient.

(e) A bed occupancy of 50 per cent for hospitals with
obastetrical units of less than 20 beds, 55 per cent
for those of 20 to 49 beds, and 65 per cent for those
of 50 to 100 beds.

(d4) The average annual number of births in each hospital
region for the five year period 1944 to 1948, inclusive.

An increase in population or change in the birth rate would
affect these requirements. However, a ten per cent increase in popula-
tion over the next ten years - continuing the present trend - would be
partly balanced by the slight post-war decrease in the birth rate.

In addition, these estimates are based on 100 per cent hospitalization,
and it is not likely that more than 90 Lo 95 per cent would be reached.
It 18 believed that s reasonable estimate can be made from the above
four items.

Table 13 indicates the requirements by hospital region for
maternity beds calculated on this basis.

The capacity of obstetrical units, based on floor space, was
difficult to estimate during the survey. Some hospitals did not nse
a special section of the buillding exclusively for maternity patients.
The capacity was, therefore, calculated from the complement, assuming
the same degree of crovding 1n t.ho obstet.rioal dopu'tmnt as for the
hospltal as a vhole. : ) b

M in tho new hoapitds coqplotod or undor oonatruotion in 191.9.
This will meet the requirements in the Southern Region, and will
improve most of the others except the Western and Cumberland Regioms,
which will still be below requirements.



fova scorma 639 432 519
(1) Calculated from the ratio of total capacity to total complement
in each hospital.

) It should be pointed out that the Grace Maternity Hospital
 and Halifax Infirmary received four to five per cent of patients from
‘areas outside Halifax County. The requirements for the Atlantic

' Reglon should, therefore, be approximately 143 beds rather than

135, and those of the other areas should be reduced slightly.

One additional factor which will increase the bed require-
nts somewhat is the modern trend toward "natural" child-birth.
The present over-crowded, and often nolsy, labor-rooms will require
modernization with provision of more room for patients vhile in
labor. Improvement along these lines is especially needed in the

lll'lﬂ' units.

[ To these requirements for obstetrical beds must be

added the bed requirements for care of the acutely 111. This is
salculated from the bed-death ratio. Precise date are not avail-
on the number of days of institutional care per hospital death

s
s
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death in Canada. The U.S. figure, which is said to be very stable from
state to state, is 250 days. The figure, is considerably higher for
Nova Scotis, and there are indications that it is also higher in other
parts of Canada. Table 14 shows the average number of days of hospital
care for each death in hospital per year at five year intervals from
1925 to 1940, and for oach of the five years, 1944 to 1948 inclusive.

The average days of care per death in hospital was
relatively stable between 1930 and 1945, although considersably
higher than the quoted U.S. figure. Moreover, it has risen higher in
the last few years, and averaged about 362 days from 1944 to 1948.

It also varied considerably from one hospital region to another as
shown in Table 15.



TABLE 19
PERIOD OF NHOSPITAL CARE PER BY HOSPIT
REGION IV 1948
FER CENT OF
TOTAL DEATHS AVERAGE REGIONAL DEA
10N PATIENT IN DAYS PER OCCURRING IN
DAYS HOSPITAL | DEATH HOSPITAL
| 243,237(1) 455 (U) | 534.5 35,2
46 286.0 9.3
31,640 124 255.1 1 20e4
43,576 175 2492.0 26.1
b6 | 67 | 3649 174
" 31,127 98 _317.6 2l
44,083 150 293.9 31.5
48,063 | 106 _AS3eh 35.9
l.'.
0 §

(1) Excluding Halifax Infectious Disoase Hospital.

There appears on

first inspection to be a relation between the

days of care and the percentage of total deaths occuring in

=

pds per thousand have a higher

s might be expected.
8, varying from a
tions are small

tal. However, a scatter diagram does not show any striking correla-
« It would seem,

however, that the regions with a larger number of

average number of days of care per death,

There is a rather wide range in the reglonal

bout 250 days of care per death to nearly 550.
and some {luctuations might be expected, but

they are as large as these 1t would seem undesirable tec apply one
to the whole area.

Calculations were also made of the average days of care per

for each region over the T

ive~ysar period 1944 to 1948, and

there were some fluctuations from year to year in most regions,

30

differences betwoen reglons remained relatively constant. Under

sgo circumstances it seemed undesirable to usc the provinclial average
f 362 days, and estimates of bed requirements have, therefore, been



-36=

made for each region using the five-year average bed-death ratio of that
region, a relatively stable figure.

The number of deaths which may be expected to occur in
hospital is another variable factor to be considered. As shown in
Table 16, it has increased progressively since 1925. These calculations
are for deaths in general hospitals only, excluding those in hospitals
for tuberculosis and mental diseases.

6206 970

935 6164 1143
6239 1318

5625 1634

6098 1778

Figure 3 shows that this incroase has almost followed a
straight line, but the fitting of an exponentisl curve to the data
suggests that the rise is likely to level off at sbout 50 per cent.
The level of 35 per cent will probably be reached by 1961, and this
figure will be used in calculating bed requirements. It is consid-
ered desirable in planning hospitals for construction within the
next few years to allow for trends that can be foreseen for at
least a ten year period.
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A calculation of the bed requirements of general hospitals
has, therefors, been based onj

(1) The regional five-year averages of days of care per
hospital death.

(2) An expectation that 35 per cent of deaths will ocour
in hospital by 1961 in all regions.

(3) The average number of deaths in each region for the
five-years 1944-1948.

(4) A 74 percent occupancy of hospital beds, whichk was
the 1948 aversage.

(5) The requirements for maternity beds as already
indicated in Table 13.

Table 17 shows the bed requirements by region based on
these factors. The distribution was modified to take account of
referrals to regional and provincial centers. The standards
recommended in the Michigan Survey of 1946 (1) seemed to be based
on & much higher proportion of referrals than is usual in this
province. Adjustment was, thersfore, made by multiplying the cal-
culated bed requirement for each region by a factor calculated from
the two sections of Table 9; namely, the ratio of the number of beds
to be located in a region to the total number required to serve the
population of that region. The bed requirements to provide 5 or 6
beds per 1000 for the estimated 1961 population are also included
in Table 17 for comparison. It will be noted that these figures

are higher than those shown in Table 9, which represented the immediate

needs based on the 1948 population.

Since this calculation of requirements is based on the aver-

age number of deaths in each region from 1944 to 1948, an increase in
population and, therefore, in totsl deaths would also increase the
bed requirements. However, it will be a few years before 35 per cent
of deaths will occur in hospitals, and the estimates shown in Table
17 are probably reasonably close to the needs based on present

demand for services. They are more likely to be somewhat conserva-
tive than to be an over-estimate.

(1) Hospital Resources and leeds,
Michigan Hospital Survey, 1946.



ZIABLE 17
P NTS BY HOSPITAL REGION CALCULAT
BY THREE METHODS
S ty Based on | Exist or Pla Capacity
p With With
51'! 6 per Birth snd 1949- projected
2000 (1)] 1000 (1)| Desth 1948 | 1950 additions
~ 1 Rotes (2)
1279 1081 786 824 1174
158 191 122 49 145 145
293 350 273 w9 | 109 109
356 426 304 163 204 259
| 182 220 148 s7| 113 13
205 246 213 122 125 125
; 202 243 215 146 244, 244,
135 161 208 128 256 256
859 1030 861 619 728 1010
13455 L246 3425 2179 | 2748 3435

d on 1961 population and 1948 distribution of patients.

for materni‘y beds plus that based on the regional

ratio modified according to 1948 referrsls of

to regional centers.
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The totel bed requirements besed on maternity nesds and the
bed~death ratic is 5.5 beds per thousand celculated on the 1948 popula-
tion or just less than 5 beds per thousand of the 1961 estimated popula-
tion. In five of the regions the calculetion based on 5 beds per thous-
and is very similar to that based on the bed-death ratio. In the other
four there is conaiderable difference. No one method of calculating
requirements can be accepted as being more than a rough guide, to hn
modifiod by comidorat.ion of locnl nooda.

1n the But.em Region thelatter met.hod wculd provido ror 7.8 per =
thousand, which is relatively close to the estimate made by the authori-
ties of St. Mnrtha's Hospital, rumely, 9 beds for ncut.e and chronic

t.houvould no doubt mqnire additionavithinafev . ara e the

insurance plan came into operstion.

Columm 5 shows that the Southern, Pictou and Eastern Regions
will be adequately provided with general hospital beds on completion
of construction now in progress or already approved to receive assist-
ance under the Hospital Construction Grant. If construction is under-
teken that is now under consideration the,Atlantic and Cape Breton
Regions will also have somewhat more than their calculated requirements.
The other four regions, Western, Fundy, Cobequid and Cumberland, will
still be below their calculated requirements, particularly Western
and Cumberland

As already pointed out in Figure 1, this province has a well-
located group of general hospitals. It is believed that few areas
need a hospital vhere none now exists, and for the most part any addi-
tione should be made to present institutions. Distences between exist-
ing hospitals are relatively short and transportation facilities are
good in most aress, with main highways kept open during most of the
winter. There is no doubt that small cottage hospitals are very desir-
able in truly isolated outlying districts. Most of those established
in recent years and operated by the Canadian Red Cross Society were
located in commnities which were some distance from larger hospitals.
These have filled most of the wide gaps between the larger hospital
centers. There are few other areas of the province where such a need
now exists, and it would seem more cdesirable to provide Government aid
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BF construction of larger district or regional hospitals where adequate

phnical and professional services of a specialist type can be provided,
an to multiply the number of small community hospitals.

S D (! RCCEES . Ny AlE uld 5 bc A0Ved D@
rror. The people of the town expect to have almost all major

iness treated in such an institution, although specialist services

) usually not available, and authorities recognize that such inst!tu-

ons should be strictly limited to medical care, emergsncy surgery and
plicated obstetrics.

. The financial burden of such a hospital on the community is a
BYy one. It is estimated by authorities that the cost of operation in
or 4 year period equals the initial cost of the building and equip=-
A\l)s This is borne out by experience in this province. The average
ating expenditures of 33 general hospitals in 1948, including the
irculosis units In general hospitals, was $1929.42 per bed per year,
B & range from ?1100. to $2800. Since accounting systems vary a great
and a few hospitals apparently do not include costs of contributed
8 or donated supplies, it is likely that this average is an under~
mte of the true anmual cost per bed. The initial cost of construc-
of nev hospitals in the last two years has ranged from $6500 to
00 per bed. A commnity must, therefore, be in a financial position
' for the large annual costs as well as the initisl outlay, although
itter is usually the only item that is emphasized during the planning
s True, most of these operating costs will be obtained through income
patients, but this does not change the situation; it is still the
the community who bear the cost whether in patient's fees or con-
. 8 to cover the annual deficit. Costs per patient-day are parti-
iy revealing. The average cost for the two years 1948 and 1949 in
g6 hospitals of leas than 20 beds was $6.82 per patient-day. In
als of 20 to 49 beds the cost in the same period averaged $5.04, and
of 50 Yo 99 beds, $7.19. Further data on hospital finances
_ in a later section. However, it is obvious from these
8 that hospitals of less than 20 beds are an expensive method of pro-
: pital care. High overhead changes, low bed occupancy, and other
8 koep unit costs high. At the same time facilities are not availe-
0 give nearly as adequate a service as can be provided at the same or
post in the larger hospitals.

Vit

- In addition, the larger district and regional hospitals must still
‘& considerable portion of the hospital service for the more d4iffi-

8 from the communities with a cottage hospital, but their adminis-
r boards find it almost impossible to obtain financial support
smaller community that is also maintaining its own institution.
. 5 Ananclial d from Government is 2QuUlTred 0 _compensate Ieji.lon
_WOlch provide specis t services O4 ‘~ ents L I'OMN _neignooring
"i" ILI'lCLl8.

s
L. -

e -
al

Hospital Cash Budget, U.S.Public Health Service
n 353, 1947.
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It is stated by authorities that a hospital of less than 50 b
ecannot support an x-ray or laboratory service economically. The provi
of specialist services also requires an adequate patient-load in order
not only to operate economically, but also to develop and retain the
skill of the specialist. Unless there is a large concentration of pop
lation, it is necessary to have hospitals located at a considerable
distance from each other, if any are to reach a size sufficient to
support modern technical services and professional specialists.

For these reasons it is sounder econonics to pay additiomal
transportation costs %o move patients to a large, fully-eguipped and
well-staffed medical center than to provide hospital facilities near at
hand. Modern methode of transportation, coupled with improved emergensy
care by the local physician, result in no more risk in moving a patient
25 or 30 miles, than in moving him 5 or 10 riles to a cottage hospital,
which has in any event inadaquate facilitiea for more than emergency o

It is fully realized that local pride, jealousy and "patriotim
enter the picture, and it is often difficult to get two adjacent communi:
ties to cooperate in constructing a hospital in one of them. The
convenience of the loon doctor is alao & pot.ent factor, which influ-

makes better services possible. In some areas vhers bospif-als have been
established in the past in very close proximity to each other, considera-
tion should be given to having some of these institutions closed as their
bulldings and other facilities become obsolescent, rather than providing
provineial government aid in rejuvenating them. This procedure has been
successfully followed in other provinces.

If no additional hospitals are to be provided it is possible
to carry the calculations shown in Table 17 on step further and to show
at which of the existing hospitals additional beds would be placed to
meet the requirements. These calculations are based on the assumption
that people will continue to follow the same habits in selecting which
hospitel they will enter, as they did in 1948, and that the medical
profession will also follow the same habits in referral of patients to
hospital. It must be emphasized that such a distribution of sdditional
hospital beds is not necessarily to be recommended, and in some regions
oxtensive changes are desirable if the best form of hospital service ia
to bo provided. Otherwise there will still be a large number of small
hospitals with inadequate or uneconomic technical and specialist
services.

The s to develo tegra
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bode needed to meet the standard be added to only cne ¢

hospitals which is centrally located, so that a comple

san be provided on an economic basis This requires oo-operation
osp) boards and professional utaﬂ‘s, and a willingness to sub-

ate the interests of a single institution in order to improve the

o8 to the people of the whole area. At present each hospitsl 1s

s

‘,_;_) y independent unit.

There are two major arguments for the development of an
pated hospital program:
The development and maintenance of hospital service of a
high stendard.
[2) The provision of such service on an economic basis
_ The major aim in the development of any hospital program
d be the provision of a high quality of service availabls to the
‘mumber of people. In so far as possible this would mean also
n of an adequate number of hospitals so located that every
mld have access to one. However, making hospital services
 available to the maximum number of people by scattering the hospi-
vid in all communities may decrease the quality of the service
b increase the costs. A reasonable "middle road" must be
which will consider both the quality and the cost of the program.
' 'l‘ ties recognize the need for four types of hospitals, which
5. related in an integrated program, if service is to be adequate
fcale In Nova Scotis these may be called the community,
let, regional and provineisl types of hospital. The community
al is a unit of less than 20 beds providing a limited type of
~and usually called a cottage hospital. The distrioct hospital is
institution providing a more complete service but usually too
-' ) varrant, or to make sconomically feasible, the provision of
dete specialist services and technical diagnostic or treatment aids.
onal hospitals, except in one or two areas of the province, are
ic non-existent. They are institutions of approximately 100
 providing fairly complete laboratory, radiological and other
: mmcn and professional services. Their development is
the greatest need in order to provide an improved hospital
4n this province. The chief provincial center is the Victoria
8l Hospital, and to a lesser degree the Children's Hospital and
Maternity Hospital in Halifax.
In an integrated system the community and district hospitals
| be encouraged to transfer patients to the regional hospital,
sialist services of a technical or professional type were roquirod
> nosp 8 ) DIrOogram ms recognlize AL e genera 0o
AL A0l Ul L= BOGLCAL SCIVACE U th 45 L Il Sl
1088 ',‘. .5 LIS A" GLRBS IS B o !_ J1 » " - A . ‘. l’l » lL. ‘ o)
DU LAIICO « JWOVE Neé DProgram m“ L OO Ae accouns
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.



n_each on e N8N one, on distan

M population size warrant it. It is salso rec lt such & 5
regional hospital be granted financial assistance from the vincia

governments Aands oI a0 UL Ml _Egovernman
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organization of such an integrated hospital system ant if the
best quality of service is to be provided at the present time, and it
will become more vitally essential if a system of government-supported
compulsory hospital insurance is introduced, as has been done in some
provinces. Further recommendations regarding the set-up of such an
integrated hospital program will be presented in & later section.

The following sections contain a review of the present hospi=-
tal facllities and the estimated requirements in eech of the proposed
regions calculated on the basis of 5 or 6 general beds per thousand and
on the bed-death ratio. The tables indicate how the beds would be ¢
allocated to existing hospitals on the basis of 1948 patient distribu-
tion and how it is believed they should be distributed under an
integrated hospital program.

Atlantic Repion:

The City of Halifax contains the Victoria General Hospital,
an institution financed by the provincial government to which a consider
able number of cases are referred for diagnosis and treatment from all
parts of the province. Facilities and specialist services are available
in all fields of medicine and surgery. The major diagnostic and treat~
ment center for cancer is located here, and the provincial Poliomyelitis
Clinic. The hospital is also the chief clinical teaching center for
Dalhousie University Faculty of Medicine. In 1948 40.2 per cent of
the patients were from Halifax City and 64.6 per cent were from the
city and county. Services to provincisl patients constituted 35.4 per
cent of the total. The Children's Hospital is the only pediatric
hospital in the province and also receives some patients from other
counties. In 1948 53.4 per cent were from Halifax City, 86.4 per cent
vere from the city and county and 13.6 per cent from other parts of
the province. The patients of the Grace Maternity Hospital, were
almost all drawn from Halifax City or County, 53.3 per cent from the
city alone and 95.1 per cent from the hospital region. Only 4.9
per cent are from other counties. The Halifax Infirmary is a general
hospital operated by the Sisters of Charity, receiving 56.9 per cent
of its patients from the City of Halifax and 88.7 per cent from the
wvhole Atlantic Region. It, therefore, received 11.3 per cent of
referred cases from outside Halifax County in 1948. In addition the
Department of Veterans Affairs operates Camp Hill Hospital, and the
Department of Defence, the R.C.N. Hospital.
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Table 18 shows the present capacity and the requirements of
nese institutions calculated by various methods and the recommended
spacity in an integrated provincial hospital progranm.
8 from other regions of the province is taken into sccount in
f allocation.

The effect of

[Required Bed Capacity|Present and Planned |Recommend-| Recommend-
. C ed capac- | ed
T, 5 6 Mater- | 1948 | 1949-50 w ity in Grouping
per | per [nity & Integrated (3)
1000 | B.D.R. Plan
n'g 160 | 194 170 98 98 198 198 P
14| 137 72 60 60 60 72 P
13 15 14 52 52 52 14 D
397 353 1952 192 192 192 R
536 | 472 384 384 634 634 P
— ————
1279 | 1081 786 | 824(2)[1174(2) 1110

-
3
Key:
;

4

e

| Based on 1961 estimated population

P =~ Provincial referral center
R - Regional referral center

=~ District hospital
=~ Community hospital

) Including 3 new hospitals totalling 38 beds built in 1949-50 at Middle
quodoboit, Sheet Harbor and Musquodoboit Harbor.
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This table shows that the 1948 capacity for the Atlantie

Region was 279 beds less than the minimum recommended mumber of 5 per
thousand, and 295 less than the caleculated requirements based on the
bed-death ratio. The building of 3 cottage hospitals 4in the county
during 1949 and the proposed addition of 100 beds to the Children's
Hospital and of 250 beds to the Victoria General will bring the total
to a level of 5.5 beds per thousand within approximately two years.
Some of the services at the Victoria Gemersl and Children's Hospi-
tals are designed to care for patients with chronic or prolonged
illnesses such as orthopedic conditions and cancer. Additional
facilities for the care of other types of chronic disease are still
required for the residents of this Hospital Region. These will be
discussed in a later section. The estimate based on the bed-death p
ratio and maternity requirements would suggest that 5 beds per thousand
would be almost sufficient. However, one must take into account the
fact that these calculations were based on 1948 figures, and many of
the physicians throughout the province state that referrals to the
Victoria General Hospital were delayed too long at that time. 1t,
therefore, appears to be a wise plan to exceed this basic requirement,
by expanding the Victoria General Hospital to 634 beds. However, it
should also be pointed out that the present facilities at the Victoria
General Hospital would be more than adequate for the volume of cases
referred from the province, if the City of Halifax and the County
provided adequate general hospital facilities for the 65 per cent of
patients from this area. Halifax supports no general hospital and

the Provincial Governments finance the Victoria General Hospital, which
with the Halifax Infirmary, operated by the Sisters of Charity, provides
the general hospital services for the area. However, the city provides
a8 full-time Health Departmant and Tuberculosis Hospital, which are
financed throughout the rest of the province by the Frovincial Depart-
ment of Health.

The allocation of the beds available in this reglon must
receive some consideration, particularly those for Commnicable Diseases
and Obstetrics. Halifax City operates the Infectious Disease Hospital,
an institution of 52 beds. There is no doubt that this hospital has
been needed to full capacity and more during past epidemic periods when
needs were much greater than at present. Since it was established,
communicable diseases have been much reduced in incidence. It is
usually calculated that 1 bed per 10,000 of population is sufficient
number to provide for commnicable diseases at the present time. This
would indicate a need for about 14 beds for this purpose in the Halifax
Metropolitan area. The present capacity 1s 52 beds. This would seem
to be a serious waste of hospital facilities, slthough it is important
that beds be avallable for infectious diseases especially during an
epidemic. The modern method of dealing with acute communicable dis-
eases is to provide an adequate isolation unit in the general hospital
totahomofmatmhcmaandtomemwrormm
expansion into an adjacent wing of the general hospitsal during a large
epidemic by clearing out the other patients from this area.
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Consideration might be given to tbo establinhnmt of oa
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This might result in an increcased demend on the facilities
patients could also be referred to these hospitals from other
nties, while the present Infectious Discass Hospital is limited
-- patienta from the City of Halifax. Alternatively, since the
fuberculosis Hospitel is also owned by the City of Halifax, and
rejuires additional space, it night be possible to effect a union
of these two institutions. This would be less desirable than pro-
tision for communicable dizeases in & general hoepital, since it
; bo more difficult to clear beds snd to axpand the Communicable
8 Section in the event of a major epidemic. Under sny such
getem, the area of service of this hospital might well be expanded
0 include Halifax County, tut even then spproximately one-quarter
of the present bed capacity should be sdequate for commmnicable
dseases except during occasionsl major epidemics.

A third possible soluticn, and one which has much to

d it, would be the union of the Infectious Diseases Hospital
tho Poliomyelitis Clinic. The latter unit at the Victoria
Hospital has almost no facilitles for the segregation of

nts until disgnosis is confirmed nor during the period of
mnicability of the poliomyelitis itself. This is a most undesir-
)le and potentially dangerous situation. Facilities for polio-

elitis In its acute phase should be of the same type as for other
pmmunicable diseases. An efficlent combined unit should be developed
3;- one special section reserved solely for the Poliomyelitis Clinic
another for Commnicable Diseases end an intermediate section
_'_\M.eh either could expand as needed. The maximum use of such
it for poliomyelitis would be during the late summer and sutumn
other acute commnicable diseases are at low level. Special
iodlities would be required for the treatment of poliomyelitis but
hese could resdily be provided in the permanent section reserved

P such cases. If the Hospital for Infectious Diseases is too small
o this dual purpose, it is recommended that a combined unit of this
pe be provided at the Victoria General Hospital.

’ -"“

The hospital fecilities for care of maternity cazes also

qui some further study. The obstetrical section at the Halifax

ifirnary is considerably over-crowded. Five beds in screened-in

ibicles in the main corridor are used for vomen in labor and six

ds are in corridors in the main obstetrical section. Many of

‘ chor rooms are also over-crowded by one extra bed. This hospi~

d provided for only 344 maternity patients in 1935 and 2157 in
mere than a six-fold increase. One floor was added
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to the maternity section and there has been a reduction of the period
of hospitalization. However, these have not been sufficient to com-
pensate for this increase in number of patients. The Grace Maternity
Hospital has also shown a great increase in patient-load. The only
recent addition to the maternity services of the Region is in the
three cottage hospitals built during 1949 in Middle Musquodoboit,
Musquodoboit Harbor and Sheet Harbor. However, the present facilities
are almost sufficlent to meet the needs based on the provision of
hospital facilities for all obstetrical patients for the Halifax

Region, as shown in Table 13. Relief of the present crowding in

are also required in the labor and case-room
sections to provide a modern type of service, and especially in
the nurseries.

The Children's Hospital will exceed the calculated require-
ments by about 25 beds when the new addition is completed. However,
this excess is justified since there will probably be increase in
the referral of patients from other regions, and since some of the
beds in this hospital are providing for the chronically 111, particu-
larly orthopedic cases.

The allocation of additional general hospital beds between
the Victoria General Hospital and the Halifax Infirmary is difficult
to estimate. The proposed addition to the Victoria General Hospital
will provide 162 more beds than the estimated requirements of this
hospital based on the 1948 bed-death ratio. However, much of this
additional section will be used for new services such as orthopedic
surgery, neuro-surgery, etc. Some beds will be used for chronic dis-
eases such as cancer. The total requirements for the two general
hospitals based on the bed-death ratio is 825 beds, and with the
addition to the Victoria General the two will have a combined capacity
of 826 beds. Not all of these are for the acutely i1l and there will
be a need for some expansion of the facilities of the Halifax Infirmary.
The excess of beds at the Victoria General above the calculated require-
ments will no doubt reduce the needs at the Infirmary below the estimate
of 353 beds, but some years of adjustment will be necessary before a
more accurate estimate can be made.

The question of obsolescence of existing facilities will
be discussed in a later section.

Southern Region

The estimated requirements for this area are shown in
Table 190



‘regent and Recomsend=- | Recommended
. ’lanned Capacity| ed Number ergina
I 4 1942 194%- Plan¢ In en (1
1000 | 1000 | nity & 1950 ned | Intograted
F.D- - J m'
12 g 3 6 6 8 c
)
43 43 43 R
90
179 114 - 5% 56 D

1) Key: P - Provincial .referral center
R - Regional Hospital
D - District Hospital
C = Community Hospital

. Te estimate based on bed-death ratio and maternity require~

ents would suggest that this srea will be provided with more than

mough hospital beds when the Lunenburg Hospital is completed. However,

he percentage of births in hospital has been low in this region and will
o doubt increase. Also the availability of hospital services in Queens

sunty vill almost certainly result in ineroased demsnd. There iz little

gubt that the 145 beds will be required within a few years.

How the hospitals in this region can be fitted into an integrated
povincisl program represente a serious problem. This is one of the areas
yich had undertaken hospital construction before the introduction of the

L Hospital Construction grants. The result is two hospitels at
menburg anc Bridgewater, located within 12 miles of each other, and

th too small to support economically the specialist and technical
jervices which could have been so excellently provided in one hospital
£ 100 beds. However, the distance between them is short, and it is to
# hoped that a cooperative plan will be worked out to intecrate the
rvices of these two institutions before each becomes frozen into its
m rigid system. There is an excellent opportunity here to provide one
pod laborstory at one of the hospitels and to have a trained technician
urve both. The provision of s travel allowance would cost less than a
laboratory, and better sarvice would be given. The radiology

£ I



service could also be integrated. Some equipment would be necessary at
each hospital, but one well-trained technician and one radiologist could
serve both. It will require a subordination of local "patriotic" feeling
to the general welfare, if a good high quality hospital service is to be
developed here. The above table shows that the recommendation in an
integrated plan would have been for one regional hospital at Bridgewater
and none at Lunenburg. However, the latter hospital is well on its vay
to completion and the clock cannot be set back. It now remains to the
two hospital boards to try to work out on a co-operative basie the pro-
vision of services which will be too expensive for either one to undertake
alone. It is believed that this can be done but it will require a strong
effort by the two hospitals to make it successful.

On the other hand, the Queens County Hospital at Liverpool fills
a definite need in an area which was inadequately provided with hospital
beds and was too distant from Bridgewater to depend wholly upon the
hospital there. The cottage hospital at Caledonia also serves a useful
function in providing emergency hospital service for the inland region
north of Liverpool. It is epproximately 30 miles from this town and in
a relatively isolated area where transportation difficulties are a serious
problem except in summer months. However, a new building is needed for
this hospital, and a cooperative arrangement is needed by the three munici-
palities, wvhich it serves, to have it supported financially under the terms
of the "Act Relating to Local Hospital". At present it is the only
cottage hospital that receives no per diem grant from the province.

The distance between the hospital at BEridgewater and those in
Halifax is 68 miles, and Lunenburg about the same. There might be some
argument for a small cottage hospital at Hubbards or Chester, but transpor-
tation facilities are good and its need is probably not too acute. It is,
therefore, not recommended. The inland area of New Ross and vicinity might
be more urgently in need of a cottage hospital, and any requests for assi
ance from this area should be given careful consideration.

Western Reglon

Table 20 shows the hosplital facilities and estimated requirements
of the Western Hospital Region, comprising Shelburne and Yarmouth and Digby
Counties.

Western Nova Scotia has a serious deficiency in hospital facili-
ties having only 2.0 beds per thousand. It should also be emphasized that
Table 20 indicates only the number of beds needed in excess of the uncrowded
capacity of buildings now in use. As indicated later, certain existing
hospitals are obsolescent and require complete replacement. Yarmouth
General Hospital is one of these. The shortage is, therefore, greater than
this table suggests.
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29 0 100 1109 27
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) Key to symbols follows Teble 18, page 45.

The estimate based on the bed-death ratio and the maternity

g requiromonts is a little leas than that based on providing 5 beds

r thousand allocated according to the 1948 patient-distribution.

puaver, the proportion of births and deaths in hospital have been low

 this area and would probably increase if more beds wers provided. It

p therefore, believed that 273 beds should bs the minimum and it

puld te preferabls to increase thia to 293 placing most of the additional
38 at Yarmouth, the reglonal hospital.

It should be pointed out that a large portion of the patient-
jpulation of Clare Municipality was hospitalized in Dighby Hospital
pring 1948. It is believed that many of these would go to Yarmouth
‘hospital beds were availatle there, particularly from districts in
are Municipslity which are nearer to Yarmouth than to Digby. Seventy~
@ per cent of the additionel bed requirement for Digby County has,
herefore, been transferred from Digby Hospital to Yarmouth ir estimating
18 onpacity under an integrated plan. Under such a system Yarmouth
puld have the regional hospital, and Digby General would te a district
gspital for Dighy Municipality and & small part of Annapolis County.
pseway Hospital at Shelburne would also be a district hospltal and a
poportion of the beds required to serve this area should be at Yarmouth

v.
The area batween Liverpool and Shelburne can be adequately
arved by the two hospitels in thsse towns, but between Shelburne and
armouth, 76 miles, and between Dighy and Yarmouth, 65 miles, there
gght be reasonable arguments for cottage hospitals. These might be
ocated a% Berrington Passsge or Clarke's Harbour and at Mateghan or
h Point. However, these hospitals should, like other coitage
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hospitals, be strictly limited to medical care, emergency surgery and
normal obstetrics. The major expansion should be at Shelburne and
Yarmouth. In fact, unless there is definite need for a hospital at
these intermediate points because of transportation difficulties for
persons in the inland areas, their construction should not be encouraged,
because of the high costs and the fact that better service can be pro-
vided at the district or regional hospitals at Shelburne, Yarmouth and
Digby and at a lower cost. It would be preferable to provide for trans-
portation costs than to build cottage hospitals here unless the local
conditions make for real hardship in getting to hospital. The only
area which is sufficiently isolated in this region to warrant establish-
ment of a cottage hospital is Digby Neck.

Fundy Region

Table 21 shows the various estimates of bed requirements
for the Annapolis Valley.

Recommend -
ed
Grouping
(1
P
C
R
tern
42 30 | 28 28 | 28 | 28 28 D
93 1111 79 34 75 175 75
oldiers| 56 67 47 23 23 | 62 62 D
estern 53 64 45 20 20 | 36 36 D
356 426 |204 163 |[204 [259 315

(1) Key to symbols follows Table 18, page 45.



~ The Annapollz Valley has too many hospitals but is short of
al beds. All existing institutions are relatively small. Distances
jort and transportation routes are good. There is certainly no need
y additional hospitals in this area and better services could be
up if there were fewer. If any additional beds are provided in
ezion they should be [laced at one, or perhaps two, of the hospitals
pe in reasonably centrzl locations. This would permit the develop-
of at least one regionsl center which could support adequate %ech-
and specialist services, which almost none of the present hospitals
¥ provide on an economic basis.

The proposed construction of a new 20 bed hospital at Bridge-
Annapolis County, should not be approved for & Federal-Provincial
tion Grant, since it is only 15 miles from Annapolis and 14
from Middleton on a paved highway. As already stated, there are
o against the multiplication of small, inadequate hoapitals

‘area with no serious transportation problems, and there are
ons in favor of developing a few larger institutions in this

Table 21 indicates how beds might be allocated on the basis
48 patient-distribution but it also recommends that the additional
' those now approved should be located at two hospitals in
and Kentville. These could then support specialist and
gservices of a more adequate type, as could also Payzant
. Middleton is suggested because of ite central location and
€ new hospital is being planned there. It is proposed that
beds be added to it rather thar the two adjacent hospitals
mapolis and Berwick. Kentville is suggested because of the
mity to the Nova Scotia Sanatorium, which would make the common
f certain specialist and technical services more feasible than if
egional general hospital were in another towm.

Table 22 shows Lhe present facilities and estimated require-
for this region.

to symbols follows Teble 18, page 45
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This region will have about 60 per cent of requirements,
based on 5 beds per thousand, and 75 per cent of that based on the bed-
death ratio, when the new addition to the Colchester County Hospital
at Truro is completed. This was badly needed since overcrowding was
very serious. It is probable that this hospital will require further
expansion to 140 or 150 beds if the demand for hospital care is as great
in this region as in others. The high proportion of births occurring
in hospitals in this region, 81.8 per cent was shown in Table 11. The
proportion of deaths in hospital is relatively low, 17.6 per cent, but
the average period of hospital care per death is 364.9 days, which
is relatively high. These features make it likely that the require-

ment will be higher than can be cared for in the structure now being
built.

The only cottage hospital is located at Tatamagouche. It
is one of the less satisfactory of such units, since it does not pro-
vide suitable nursery facilities, nor privacy of the sexes. It is
also approximately 80 per cent over-crowded. However, relatively
minor modifications would make it satisfactory.

There are no other ereas that are seriously in need of cottage
hospital facilities in this region. Distances might almost justify
one at Bass River or Great Village, but the transportation facilities
are excellent and additional beds at Truro would be of more potential
value than a cottage hospital in either of these villages.

Cumberland Region
Table 23 shows the estimated requirements of this region.

Recommended
Grouping

(1)

1000

8 B

LA ] c

7 9 9 9 9 c

109 95 43 | 43 95 R

213 (122 |125 |125 21

1) Key to symbols follows Table 18, page 45
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This counly has sbout 65 per cent of the bede required to

gh 5 per thousand. However, the hospital at Springhill 1s

plescent and requires complete replacement. The outlying areas et
Advocate and Perrsboro are well-provided with cottage hoapitals.
{8 recormendod that new beds should be located at Amherst and Spring-
| a8 indicatod in Table 23. It would be difficult to centralize the
pital services of the whole area at one large hospital either in
dnghill or Amherst becsuse of distance from the extreme limits of
pregion. Althcugh the two hosplials are only 16 niles apart, the
lation is sufficiently large to require two hospitals of almost

‘ sach, Yoth of wilch could support adequalte servicss. An

fonal procedure which would depend a great deal upon co-operation

the two hoapitals, would be to have a regional hosplitul of 150 bteds
one tovn and a 50 bod district hospital in the other. This would
sraferatle, but would be more diffisult to achieve than two

ately large hospitals.

e

) Table 24 shows the estisated requirement of the general hos-
ds in this area.

TADLE 24
) Required Bed Recommended Recommande
| Capacity besed Nunber Grouping
PITAL| ° pﬂ f, per Mater=- in an (1;
1000| 1000 | nity & Integrated
i-nono o Pu

09 171 ATT o

(% o 128 1320132 321 22 1 D

iy
Yy )& .

: follows Table 12, page 45

A Federal-Provincial grant has been approved for construction of a
bed hospital at New Glasgow, provided satisfactory financial

angements can be worked out with the towns of Stellarton, Trenton
Westville. It is hoped that such a co-operative financial effort
1 be undertaken. The present hospital is most inadequate and the
lding is obsolescent. One large hospital would serve the area more
womically than several smaller units in different towns. In fact,
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it is recommended that separate small hospitals should not be approved
for Federal-frovincial construction grants, since they would not fit in
with the provincial program. It would be a great misfortune if a hospi-
tal vhich is so seriously in need of replacement with a larger and modern
institution should fail to obtain the Federal-Provincial Grants. A new
hospital will become an absolute necessity in a few years, but the grants
were z\snrantood for only five years from the time of their announcement
in 1948.

If and when construction is finished on the new hospital at
New Glasgow, this region will be well-provided with hospital beds, having
approximately 6 per thousand. The calculation based on maternity bed
requirements and on the bed-death ratio suggest that 177 beds would be
sufficient at New Glasgow. Table 11 showed that 93.5 per cent of all
births in this area already occur in hospital, and the bed-death ratio
of this region during the 5 years 1944 to 1948, inclusive, has been the
most stable of the province. Unless some major change occurs in hospital-
ization trends, it would appear that the 212 bed hospital at New Glasgow
should also have room for a small unit to treat chronically i1l patients.
There are no requirements for cottage hospitals in this area.

Eastern Region

Table 25 shows the estimated bed requirements of general
hospitals in this area.

HOSPITAL|5 per|6 per|Mater-| 1 1949~| Plan in an Grouping
1 1000| 1000|nity &| 1950 | ned | Integrated| (1
B.D.R. Plan
astern
6 7 9 10 10 9 c
8 9 13 9 15 15 13 C
te
'g|l 121 | 245 | 186 109 218 | 218 186 R
her-
- - - - 13 13 13 c
135 | 161 | 208 2% | 256 221

(1) Key follows Table 18, page 45.

This region has three cottege hospitalas at Canso, Guysboro
and Sherbrooke, and St. Martha's Hospital is the regional center to
vhich major cases are referred. The region now has the highest
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tdon of beds per thousand in the provines, and will have & beds
pusand with completion of the sddition at, St. Martha's. Eighty-
X por cent of births occur in hospital, and the bed-death ratio has
N very stable for five years, and higher than any region except

i,‘» x. This may Le due to a relatively higher proportion of long-

' chronle patients than other hospitals have had.

It would appear that St. Martha's Hospitel should have con-
ble space for chronic patients with corpletion of the new
5, and it would be preferable if these were in a separate wing
etion of the building from the acutely ill patients. This
is wvell-organized and equipped to serve as a regional
ter having the most complete technical and specialist staff of
‘hospital in the province ocutside Halifax. Provision is being
de hr doctors' offices in the hospita’. Tuere is an adequate
dological and laboratory service with a full-time pathologist-
, and the general organization and administration con=-

to the best modern standards.

i

8 one relatively isolated area of the Atlantic shore
mysboro County, near Seal Harbor or New Harbor, where there might
| need for a small cottage hospital. This district is relatively
uﬂ there are some difficulties in transporting patients

tal in Sherbrocke, Antigonieh or Canso. At present there is

or located in this area, and a smull community health center
attract one.

Table 26 shows the present facilities and recommended

aral hospital bed arrangements of Cape Breton Island. It will

g 84 per cent of the requirements based on 5 beds per thousand,
present construction is completed. However, three other large

are contemplating replacement or additions - St. Rita's

07y New Weterford General and Hamilton General in North

These hospitals all need replacement on the basis of

nee, but whether they need as many beds as are now being

d requires further careful consideration. It was suggested

the Survey Director that each hospital contemplated replacement

i & building of 125 to 150 beds. These would provide 6.4 beds

' thousand in the Cape Breton Region. The calculations based

p bed-death ratio and maternity bed requirements suggests that

3 per thousand should be sufficient. If chronic illnesses

 be treated, the larger number of beds may be justified, but

t would seem preferable to plan some indtitutions or

wings specifically for the care of chronically ill, and not

e quite s0 many general hospital beds.



Required Bed Present and Recommend- | Recommended
ja Sepacity bused on  Plamned Capacity ed Number | Grouping
OSPITAL [ 5 per] 6 per |Mater-] 1948|1949} Plan-| in an (1?
1000 | 1000 |nity & 1950| ned |Integrated
B.D.R. Plan
hanan
hr | 22 27 9 9 9 22 C_
8
3 37 31 |14 |14 14 2 ¢
arbour
77 92 77139 | 391 39 (2135) (1) D
39 | 3 |3 |30] 30 30 D__
ow Wa
e 93 112 93 | 38 | 381150 | 100 D
ac
2 b!A 4l 4 131 | 311 31 > v D
oyt 33 39 33 | 23 | 23] 23 33
amilton
. | 58 68 28 50 | 50 (150 1(135) (1) D
2 - 165 139 | 98 | 98| 98 _R
tats |os |13 | o4 |ss | 55125 | 300 D
lace
132 1158 133 1115 {115 {115 133 D
(139 | 116 1192 | 192 p IS ) -
0 86 0 930 _

(1) 135 beds either at Sydney Mines or North Sydney, with eventually
none at the other.

(2) Key to symbals follows Table 18, page 45.
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The ealculated requirement is for 135 beds in North

and Sydney Mines combined. Hamilton Memorial Hospital
is planning a new building of 150 beds, or more. This
uld be sufficient to serve the whole area since it will be con-
snlently located between the two towns which are only 3 or 4 miles
" + Yet there was a suggestion that Harbour View Hospital at

ney Mines was also contemplating expansion. Obviously there is
fm' co-operative planning in this area. According to past

mce 77 beds are needed at Harbor View and 58 at Hamilton
: « In an integrated hospital plan it is recommended that
hocpital of 135 beds replace these two institutions. Whether
1! at Sydney Mines or North Sydney is immaterial, but it is
portant that there be only one for reasons already noted. The
suthorities of Hamilton Memorial Hospital have made most progress
i their plans, but it would be preferable if they could bring
ﬂydmy Mines authorities into the picture at an early stage
nh the new hospital s really co~operative effort.

In Sydney the calculated requirement is for 210 general
dtel beds, 116 in Sydney City Hospital and 94 in St. Rita's.
iney City Hospital has already planned an addition which with
@ old building will increase the capacity to 192 beds, not includ-
png the present tuberculosis annex nor the temporary building hous-
g the maternity and chronic services. These facilities alone will
Imost meet the requirements for Sydney City even when calculated
I th estimated 1961 population. It seems difficult to justify
® construction of this large a hospital and the proposed 125 bed
replacement of St. Rita's. Either one or both should be reduced
lho or responsibility be divided so that one would provide
services for the acutely 11l and the other for the chronic-
*k i11l. However, there is need in Sydney for a good hospital
jenter to provide modern medical care and rehabilitation services
r patients with arthritis, and other forms of chronic disease.
[t would be more economical to have only one such center for the
: W y area which would then have a sufficient patient-load to
& well-trained staff of specialists and technical experts.
Possibly a fair division of responsibility for the care of both
acute and chronic patients can be effected between these two
",- tutions before plans are finalized. Otherwise the city will
too many general hospital beds and two few for chronics, or
t least no special facilities for the latter.

‘‘‘‘‘

Y It must be frankly recognized that there has been a
'"\ ion of hospital services in this city on a religious basis,
d it is probable that there will be a continued demand for the .
0 general hospitals. Since both hospitals will be of adequate
fw to support full technical and specialist services this will
quto satisfactory. However, it would be definitely contrary
0 sound planning to have two chronic disease units in the Sydney
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Hospitals and two more in Glace Bay. Each would be too small to provide
good modern services. It will, therefore, be recommended that only two
units for chronically ill be organized by the major religious groups to
provide for the whole of Cape Breton County. One possible method would
be to use only the new building of 141 beds at Sydney City for the
acutely ill. This should be more than ample, providing over 6 beds per
1000. The old building and the connecting Tuberculosis Annex could
then be used as a Hospital for Chronics, with a capacity of 111 beds.
This should serve the whole Cape Hreton Regiom together with a similar
Catholic unit at St. Joseph's Hospital in Glace Bay or at St. Rita's.
The other hospitals in the area could then refer their chronically i1l
patients to these two units.

ik 3 & 3 (3 \ ."',m els Ol !4,,.: 3 <l v - . ne
t t ore, recommended that City Hos have

The requirements at Glace Bay are for 272 general hospital beds
and there are now 213. Both hospitels are reasonably large and well-
staffed. A moderate addition to each would provide an adequate number
of general hospital beds for this district based on present demand.

If adequate facilities are provided for the care of chronically ill
patients now treated in general hospitals, additions to the present
general hospitals need not be so large. In both hospitals the

release of the Tuberculosis Unit would provide a worthwhile addition,
when these units are no longer required for their present purpose. The
St. Joseph's Unit might serve as the nucleus for a Hospital for Chronics,
but it would not be sufficient for the whole region.

The hospital at New Waterford is obsolescent and plans were
made some years ago for & new one, but these have been postponed.
Approximately 100 beds should be sdequate for the care of the acutely
i1l in this town.

Cottage hospitals at Arichat and Neil's Harbour fill
definite needs in these districts, and past experience would suggest
the desirability of considerable expansion in both. The hospital at
Baddeck is a new ono, and it will reduce the bed requirements both
at Inverness and Sydney Mines or North Sydney, but no estimate can be
made of the extent of the reduction until it has been in operation
for a time.
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Sacred Heart Hospital at Cheticamp is one of the finest
L hospitals in the province, and it is adequate to give service
to the northern portion of Inverness County. The southern portion
served by two hospitals in Inverness. There is need of a little
mansion to meet the local demands, and one institution for the area
‘would be preferable. However, this is not a practicable suggestion
‘&t present. St. Mary's Hospital is in need of considerable repair
and improvement. If the present tuberculosis amnnex of 10 beds were
d for general hospital cases, its requirsments for more beds would
"' fairly well met.

There has been a proposal to build a cottage hospital at
pisburg, which is 23 miles from Sydney. It is doubted whether
nsportation difficulties would warrant an addition to the number
‘of hospitals in this area. There might be a better argument for
‘such a hospital at or near Port Hawkesbury, but it is on the main

h and railvay and in spite of distance is not sufficiently
‘4solated to have any great need in this regard. Construction of the
n bridge across the Strait of Canso would also make it simpler
‘to refer patients to St. Martha's Hospital in Antigonish.

It must be emphasized that the preceding tables indicated
the need for additional hospital beds and compared these requirements
‘with the capacity of existing hospitals without regard to the condition
‘of the latter. Consideration must also be given to the replacement
_of obsolescent buildings. Obsolescence of a hospital is difficult to
_determine with precision. There are no definite rules to follow. The
‘Survey Director might "pass" certain hospitals which would be severely
eriticized by one more expert. However, it is his opinion that the
following hospitals should be considered obsolescent, and their replace-
‘ment by new structures added to the needs.

“All Saints, Springhill

Buchanan Memorial, Neil's Harbor

New Waterford General, New Waterford
North Queens, Caledonia

| St. Rita, Sydm

. Soldier's Memorial, Middleton

. Yarmouth General, Yarmouth

Bensogrs E-

ELS&a&oC E
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These are all very old buildings which mmst be extremely un-
economical to operate and keep in repair. They are noisy and otherwise
unsatisfactory from the patients' viewpoint and they all have very danger-
ous fire hazards.

A number of other hospitals are also seriously in need of
modernization of part or all of their duildings, and replacement might
in some instances prove the more economical procedure. (Table 28)

Chndren;s Hospital Halifax (0ld Wing) 4B

Western Kings Berwick 20

Hamilton Memorial North Sydney 50

Harbour View Sydney Mines 29

Lillian Fraser Memorial Tatamagouche 5

Payzant Memorial (existing wing) | Windsor 34

St. Mary's Inverness 23

| Sydney City Sydney (old building) 55
274

New wings are to be added to the Children's Hospital and Pay-
zant Memorial, but little or no modernization of the existing buildings
is planned, although they are in serious need of improvement. Sydney
City Hospital is planning to construct a new building, but the old one
will probably be used as well either for acute or chronic cases. It is
in need of considerable modernization and improvement of fire safety.
Western Kings Hospital is planning some extension of services within
the present building to add more patients' rooms. The kitchen and other
household facilities are among the poorest seen in any hospital in the
province and should be improved before new patient rooms are added.

The cottage hospital at Tatamagouche is a house which has never been
modified to provide hospital services or privacy for patients. Hamilton
Memorial Hospital has been kept in very good state of repair and cleanli-
ness, but is overcrowded and has considerable fire risk. Harbour View
Hospital at Sydney Mines, St. Mary's at Inverness and Dawson Memorial

at Bridgewater are also in need of renovation and decoration.
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At present the terms of the Federal grant allow for financial
ance only for the construction of new hoapit.ala or additions to
m Mldingo S s C U e g i

S LI UCL] i ) 5 o E
modern. on o z hospitals. Somminaericma
| of 1mprovouent. without mcesaa.rily mcmaning in size. They could
hen provide better services and more safety from fire hazards.

{g) Organization, Services and Personne

Appendix E contains an extensive tabulation of data on the
ne and special hospitals of liova Scotia. Information is presented
u owmership, administration, financing, type of building, classifica-
‘tion of beds, number of staff members, training facilities, x-ray and
‘elinical laboratory services, volume of patient-load and other features.
following tabulation summarizes the more important aspects of these
data. Brief comments are made on each section;

1 General only

General with tuberculosis unit
Maternity only

I Tuberculosis with a general unit
Pediatrics

Infectious

Industrial

Tuberculosis only

Mental

In addition there are ten small licensed maternity homes
with a total capacity of 31 beds, and the eighteen municipal homes
or hospitals, totalling 2036 beds, are largely occupied by mildly
insane who are retained in custodial care with little active
psychiatric treatment.
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2+ Ownership, Administration and Operation

Province - Tuberculosis 3
Mental 1
General 2 including a general unit
Iiu 1 tuberculosis hospital
Municipality General 7
Town or City Tuberculosis 1
Infectious 1
s
Religious General 9
Maternity —t
-
Lay Voluntary General 19
Organizations Pediatric 1
20
Industrial Industrial 1
Company

The general and tuberculosis hospitals at Shelburne are listed
separately in this section; hence the disparity in the total as compared
with that in the preceding section.

The following data are on the general and special hospitals
exclusive of those for tuberculosis and mental diseases.

t ble for F .

Voluntary Hospital Association 12
Provincial Government 2
Industrial Association 3
Operated by Municipal Government 1
Guaranteed by Municipality 7
Guaranteed by Red Cross 8
Guaranteed by Religious Body A0

4. Membership of Hospital Boards:
Provincial Government 23
Municipal Government T4
Religious Bodies 35
Medical Groups 8
Lay organizations 243
Others 25

Total 418
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Full Approval 12
Conditional Approval 6
Not Approved 25
Proposed Regional Grading
Base Hospital, General 1
Base Hospital, Special 2
Regional 9
District 18
Local 13
OIS LITUC I}
Brick 16
Frame 21
Brick and Frame 5
Brick and Stucco s &
oy C
Fire resistant construction 1
Moderately resistant with sprinkler 14
Doubt ful 7
Poor 15

These represent an evaluation of the fire resistance of
the chief building or wing of the hospital. In some instances
older wings would be lower in rating. The evaluation was made by
the Survey Director after personal inspection and examination of
the Provincial Fire Marshall's reports. It is believed that the
above figures do not over-state the fire hazard of the hospitals
of this province, and they represent a great potential hasard to life.

oy

Isolation and Segregation of Patients

Isolation unit 10
No Isolation Unit 33
Segregation of obstetrical patients 24
Segregation of surgical patients 5
Segregation of medical patients 4
No segregation 17

] Partial segregation of surgical patients from medical is
E:':hcd in a considerable number of hospitals in addition to
noted above.



10. Patient-Beds

(a) Rated Bed Capacity (%4 I.B. Total
Private 5 28 574
Semi-Private 554 50 604
Standard 1096 12 1220
Total, Adults,Children 2196 (1) 202 2398
Adult 1967 202 2169
Children 229 229
Bassinets 374

(b) Bed Complement (Set-up on Dec. 31, 1948)
Private 558 28 586
Semi-Private 644 50 694,
Stendard ;239 124 1553
Total 2631 (1) 202 2833

(¢) Type of Beds
Active treatment 2505
Chronic 26
Communicable 67
Tuberculosis (units in general hospitals) 202
Other 33
Total 2833
These features have received comment in other sections of

the report.

« G t Compl t es'

Rated bed capacity 999
Bed complement 1148
Graduate 275
Student 583
Assistant 29

The crowding of nurses' quarters is serious and is the
major factor limiting the training of a larger number of student
nurses. The total number of nurses is 1380. There is, then, a definite
need for more facilities if all nurses are to be housed in residence,
and in any event there is a need for more quarters for student nurses.

(1) These totals include two obstetrical units in Homes for Unmarried
Mothers and the Industrial Hospital at Dominion Steel and Coal Company,
Sydney. These were not included in earlier tables such as Table 4-b,
Table 7. Hence the difference in totals.
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Administrative staff 179

Salaried medical 17
Internes and residents 60
Professional, non-medical 10
Nurses
Supervisory 149
Teaching 25
Other graduates 320
Student 803
Assistant 64
Other 19
Total nurses 1380
Medical Social Workers 1
Qualified Dietitians 12
Student or unqualified Dietitians 15
Radiological therapists 4
Physiotherapist 1
Occupational therapist 0
Laboratory Techniclans
Registered 12
Not registered 19
Radiological Technicians
Registered 16
Not registered 30
Registered record librarian 18
Household and maintenance staff 1032

There are several obvious deficiencies in staff. A survey
4n 1948 resulted in an estimate that an additional 98 graduate
‘murses were needed. However, it is possible that some of these
‘might be replaced by nursing aides. There is an average of one
murse for two patient beds, including student and assistants
(nursing aides).

v There are notable deficiencies in the numbers of trained
‘dietitians, medical social workers, therapists and laboratory and
x-ray technicians.




- Fac tie

Approved by C.M.A. for interne training 4
Approved by Royal College of Physicians

and Surgeons for residency 3
Approved School of Nursing 13
Non-approved School of Nursing 1
Nursing Students in training in 1948 700
Potential total enrollment 869
Number of graduates in 1948 233

The report on the survey of nursing will elaborate on the
defects in this field and recormend solutions.

4. Hospitel Facilities and Services
(a) Clinical Services Available

General Medicine 39 Neurology 1
General Surgery 30 Neuropsychiatry 1
Obstetrics 38 Neurosurgery 1
Allergy 1 Ophthalmology 15
Ansesthesia 28 Otolaryngology 17
Cancer 1 Orthopedics 2
Commnicable Diseases 6 Pediatrics 5
Dermatology 1 Urology 22
Geriatrics 1 Venereology 19
Gynecology 27
(b) Adjunct Services
B.M.R. 28 Inducto-therm 6
E.C.G. 21 Massage 4
E.E.G. 2 Occupational Therapy 2
Hydrotherapy 3 Oxygen Therapy 37
Ultra-violet 6 Blood Bank (Red Cross) 42
Infra=-red 3 Hospital Blood Bank 1
(¢) Laboratory Service
Minor routine procedures only 15
Blood chemistry, other bilochemistry 10
Bacteriology 4
Tissue pathology 3
(d) Radiology
X-ray machine in hospital 29
Fluoroscope 25
Radium therapy 1
Deep x-ray therapy 2
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i This section on clinical services is only an approximation.
l_lm hospitals have organized departments for the services listed. Some
treat only an occasional patient in certain classes. Most hospitals,
for example, do not have a qualified specialist in anaesthesia. How-
ever, the service is provided and is so listed in this table.

The adjunct services are not notably deficient insofar as
oquipment is concerned, but the trained personnel to make adequate use
of the equipment is frequently absent. Laboratory services are in
general very poor. There are only a few hospital laboratories in the
::wo that have a fully qualified technician and still fewer that
» competent professional supervision. Yet costs of this service
are high to the patient, and in some instances laboratory fees exceed
the costs of providing the service and bring a profit to the hospital.
This service needs a thorough investigation by a competent laboratory
3 . This should be arranged at an early date by a Director
of the Hospital Division, if such an appointment is made. Adequate
hospital laboratories should be available at least in each regional
hospital. There should be professional supervision of the technicians
F11: these laboratories by the director of the regional laboratories of
the Department of Health, or by other qualified professional personnel.
In addition, the senior technician of each Regional Hospital Laboratory
should be responsible for checking on the techniques, reagents, equip-
ment, etc. in the smaller district and local hospitals of the region.

The radiological services require similar integration. Tech-
nical work in the smaller hospitals should be under periodic super-
vision by a senior qualified technician in the Regional Hospitel and
‘occasionally also by the radiologist of that institution. Each

hospital should have a full-time radiologist, who would assist
the district hospitals in the interpretation of films. Smaller dis-
trict hospitals which are in close proximity might also have better
‘technical services if they cooperated to engage one certified techni-
elan for the two institutions rather than trying to train one indivi-
‘dual to do both x-ray and laboratory work.

Admissions in 1948, Adult and child 79,094
Newborn 14,075
Under care in 1948, Adult and child 81,608
Newborn 14,075
Discharges in 1948, Adult and child 77,453
Patient-days Total including newborn 809,779

| A further breakdown of the data on adults and children show the
volume of patient load in hospitals of various sizes.



Hospital Bed Capacity

G JQ:‘ALM_‘M_IM_

blmuhor of Hospitals 10| 16 7 6 39
hami ssions No. | 3,025| 23,547 21,604 30,918 | 79,09
Percent 3-8 8-8 27.3 39-1 100.0
Under Care Oe 3,001 | 24,055 | 22,114 32,348 81,608
ercent 3-8 2905 27.1 3906 100.0
[Discharges 0. 2,804 | 22,970 | 20,996 30,683 | 77,453
ercent] 3.6 29.7 27.1 39.6 100.0
W&tient"dm O« 23, 278 1?7’ 530 201, 35 337’613 m,m
ercenﬁ 2.9 21.04 2‘0 15708 100.0

It will be noted that almost half of the hospital service
measured in patient-days is provided by six hospitals of 100 or more beds,
and almost three quarters by the thirteen hospitals of 50 or more beds.

{n) Hospital Finances:

An effort was made during the hospital survey to obtain acour-
ate data concerning the costs of operating the hospitals of Nova Scotia,
the relative costs of various services, the capital invested in these
institutions and the major sources of income. It was found that the data
wvereincomplete and were not comparable from one hospital to another,
largely because of differences in the accounting systems. Depreclation,
interest on capital loans, costs of contributed services and other
{tems were included in statements of expenditure by some institutions
but not by others. Methods of classifying expenditures for various
services also differed.

An attempt has been made in recent years by the Maritime Hos-
pital Association to introduce a standard system of accounting in all
hospitals. This effort is achieving some success, and several hospitals
were in process of changing to the new method of accounting during the
survey. However, others have made no effort to modify their system, and
a few accountants expressed unwillingness to make the proposed changes.

Until a standard system of accounting is introduced, the costs
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f various services or departments and even accurate total costs cannot
be calculated, nor truatworthy est.imatea made of future roquiremuts.
Al recommended ths em of accounting be one ¢
basic requirements in a ho it grading system.

Annual reports to the Provincial Department of Health show

the total expenditures made by public hospitals. These data are subject
to mora discussed above, and direct comparisons should not be made
n individual hospitals. However, each institution has retained
tho same accounting system from year to year, and the trends in

: nl expenditures during recent years can be compared.

Table 30 shows how the costs of hospital care have increased
‘_, nce 1935 (1). These figures are for the twenty-three general
pitals which have been operating since or before 1935, and have
itted annual reports of expenditures during that period. The figures
norb, therefore, represent the totel expenditures for general hospital
uu in the province. These will be shown in a later section. 4s
already stated, six of these general hospitals have tuberculosis units
of 10 to 50 beds. The costs per patient-day in these annexes are
estimated to be lower than for the general hospital sections. However,
no exact figures are available, since the accounts are not gseparated.
In table 30 the data on hospitals with tuberculosis units are, therefore,
grouped together. Their costs per bed, per patient or per patient-day,
represent an averaze for the general and tuberculosis sections. The
ooct.l for the general hospitals without tuberculosis units are some-
what higher and give a more accurate picture of the trends in the

annting expenses of general hospitals.

(1) Data on the Red Cross lospitals, Blanchard-Fraser, All Saint's,
' Grace Maternity, Childrens' Hospital and Halifax Infirmary
are not included.



ANNUAL ;l} EXPENDITURES OF TWENTY-THREE GENERAL HOSPITALS
IN NOVA SCOTTA, 1935 to 1949.

Hospit;lla]
with or 19 19 1 1948 1949
b 35 40 945
Ib. Unitsl
Ped WNith 316 701 835 836 836
= Withou 1,207 90| __1,178] 1,290 | 1,290 |
With 4y437| 16,031| 16,038 12,177 17,949
2l Without 39,690
With 83,386 | 197,662 | 224,502 | 251,062 | 235,872
|_Without | 341,264 | 349,512
With 153,880 | 547,466 | 899,178 |1,391,605 [1,430,173
| Without | 06,124 | 821,38 1,486,378 2,275,021 [22737:4%0
With 486,96 | 780.98 [1,076.86 [1,664.60 [1,710.73
Without |667.87 . 2,199.60
With 3,.68 | 34.15 56,07 76.56 79.68
| Without | 29.45 | 30.22 39.51 59.34 | 66.04
With 1.85 2.77 401 5.54 6.06

(1) Based on the fiscal year December 1 to November 30.
Excluding newborn infants.
Excluding days of care for newborn infants,

(2)

estimated at 7 days each.
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These figures indicate clearly the tremendous increase in operat-

'f'-_lxpondituros since 1935. a ener ho
ave risen f{rom 2.6 0 +0 an _increase o 87.2 per cen or almos
he 19 init costs. In the hospitals h tuberculosis and

SN AT A2As

ner: gections the increase om o $6.06 was 227 per cent

Another feature which must be obvious from such figures is the
peat need for economic operation of hospitals. The range in costs between
ospitals in 1949 was from $4.11 to $9.99 per patient-day. Some of this

gy have been due to variations in accounting, but most of it was probably
(result of actual differences in costs per patient-day. No doubt some
P the difference was also justifiable, representing better services
endered. However, within the hospitals of 20 to 49 beds, which all
rovide similar services, the range was from $4.11 to $9.21 per patient-
day. There is a need for a well-gualified hospitel edvisor, who can
assist the Boards of Management in reviewing the system of operation
mirchasing, etc. in order to improve efficiency and services and 8
o FEAUCE COD LS. . S I'eCoOmmMenCed ﬂt guch an ancaiv d\ml S0 LU
0 ppointed as D actor o 5 Hospital Dl sion © he Provincial
epartment of Health, and should be loaned to the board o anagement

if any hospite : 0 rvices. It is not considered desirable

necessary that he should have any authority to order changes made in
he operation of the individual hospital. No such govermmental control
{s envisaged, simply an advisory service. Acceptance or rejection of
pecommendations would be the responsibility of the Hospitel Board, as at
present. However, such expert services should be available on request
and it is believed that they would be used to good advantage.

One other feature of hospital finance merits further corment «
is has already been placed upon the relative inefficiency of
small hospital units. Some of these cottage hospitals are necessary
in certain parts of Nova Scotia, but their higher cost for an incomplete
type of service, make it desirable to limit their numbers as much as
possible in areas which are not isolated. Table 31 shows the unit
g for hospitals of various sizes. Again the hospitals with tuber-

eulosis units are separated.

§ | It is clear that the costs per patient-day in hospitals of
Jess than 20 beds have been as high as or higher than the costs in
hospitals of 20 to 49 beds or of 50 to 99 beds. Occasionally they
have even equalled or exceeded the unit costs of the hospitals of 100
or more beds. Data are available on the Red Cross Hospitals for 1949
only. In that year the cost per patient-day in all hospitals of less
than 20 beds was $8.56 as compared with $8.64 for hospitals of 100
beds and over, and only $6.68 and $6.97 for hospitals of intermediate
size. It will also be noted that the larger hospitals had a

higher average cost per bed, but they also had a higher per cent
oocupancy which made for greater economy per patient~day.

(=
Y




TABLE 31
ANNUAL EXPEND OF TWENTY-THREE GENERAL HOSPIT
Yean Average cost Average cost Average cost
per bed per patient per patient-day
Hospitals | Hospitals|iospitals|Hoapitals|Hospitals| Hoapitals|Hospitals
Grouped |With Tb. |Without |[With Withrut |With Without
By od Units Tr. Units|Tbh. Tmits|Th. Units| Tb. Units|Tb.Units
fear [Capscity
of
General
r
Under 20 - - - - - -
20-/0 564,.25 560.11 33.66 26.42 2.12 2.60
1935 SU"% - 597 031 - 28.12 - 2064
120 and
over | 476.72| 819.08] 34.13| 32.68]  1.91] 2.81 |
Under 20 - 4L08.72 - 20.99 - 2.12
1940| 50-99 69443 863.90 2436 22.00 245 3.18
100 and
Q!O],' mo 82 1%&2 ’gw ,kl A :209 3 - 3?
Under 20 - 924 44y - 38.10 - 476
20=49 720.79| 1110.18 36.40 29.68 3.23 4,02
1945 38509“ 1074.57| 1348.50 45442 38.14 3.8l  4.26
gver 1103721 139938 . 5639 helsl 473 |
Under 20 - 1186. - 37.96 - 94
20'&9 1”2 .27 1659039 45.85 45 -I..L ,¢ 078 6027
100 and
gver 1709.14 1 1996.58 25.71 89.20 5.68
Under 20 - 1150.30 - 35.71 - 6.71
(1(8.56)
+949 20-49 1429.81 | 1761.45 53.65 45.14 5.72| ©.68
100 and
_over | 1760.24| 2701.19] 0.3, 107.78] .07l s.64

(1) In 1949 data became zv=ilable for 8 Red Cross cottage hospitals in

addition to those included in previous years.

in brackets.

This average is included
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The Act Relating to Local Hospitals sata forth the provisions
pder which 2 hospital becomes elizible for financial support from
‘the Provincisal Government. The hospitsl must be recognized by the
llnicipnlity or town and receive a grant of not less than five hundred
‘- 8 per yesr. On fulfilling certain other relatively simple
requirements, the hospital then becomes eligible to receive a "per
diem " grant from the Frovince. Until December 1, 1948, this grant
,\ at the rate of 30 cents a dsy for the first 5000 patient-days
d 20 cents for each additicnsl day. This grant was for private as
well as public patients and for new-born infants as well as adults and
:’f~ dren. Since December 1, 1948, these rates have been fifty per cent
higher, 45 cents for the first 5000 days and 30 cents thereafter. In
addition the Provincial Government paid three collars per day for each
‘patient in the six tuberculosis vnits of general hospitals in 1948.
This rate had been $2.20 per patlent-day until December 1, 1946, when
A :;sgincreuod to 33.00. It was again increased to $3.25 per day
Ay ‘ ®

Some additional support of the general hospituls comes from
‘governments of towns and municipalities. The amount varies widely. As
‘already indicated in Table 29, sove of the hospitals are operated by a
branch of the local government. Others have their annual operating deficit
‘guaranteed by the town or mmieipality. However, others receive only the
‘minimun grant of five hundred dollars required to qualify them as "public
=, tals" and the grant has not been incressed during recent years,
tbough costa have almost tripled.

' Frovision is also made for the care of indigent patients at

‘the expense of the municipality in which they have legal settlement.

‘This was at a rate of three dollars per day until December, 1949, when

4t was increased to four dollars. Indigent patients who are not legally
yecognized as having settlement in any municipality are paid for by the
Frovince at the same rate.

Table 32 shows the proportion of total costs borne by the
ncial grants to the 23 hospitsls which have received such grants

1935-
TABLE 32

Yo Expenditures(l) |Provincial Grants(l) | Per cent of Cost
- —jborne by Frovince
19 669,587 78,386 11.71
1940 1,045,064 232,648 7+91
\C 1,854,002 102,403 5.52
%6 | 2,056,964 107,498 5.23
7 2,349,402 106,923 4L.55
e C 2.6‘6’6m 1%'126 4.01

2,831,006 155,645 5.50

\l) To the nearest dollar.
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The totals in this table do not represent the complete costs of
general hospital services or the complete amount of provincial govern-
ment ajd. Institutions opened since 1935 or declared public hospitals
since that time are excluded, as well as the Victoria General and Rose-
way Hospitals.

It can be seen that the provincial grants to this group of
general hospitals have almost doubled since 1935, but the expenditures
have more than quadrupled. The provincial grants, therefore, represent
only half as great a proportion of the total costs as they formerly did.
The greatly increased cost of hospital services has obviously fallen chi
upon the local hospitel administration. Even the fifty per cent increase
per diem rates in 1949 resulted in only a slight rise in the proportion of
the total costs borne by the Province.

The Commission on Hospital Care in the United States(l) recommend-
ed in 1947 that, insofer as possible, the maintenance of hospital services
should be a direct responsibility of the residents of the area who use the
facilities. It is believed that this is a sound policy and that both
administration and finances should be largely a local responsibility. The
Provincial Govermment should assist for the most part in:

(1) providing capital grants or loans to help the communities
obtain the necessary physical facilities,

(2) in maintenance grants to build up and support regional
and provincial hospitals which serve areas extending over
more than one town or municipality, and

(3) maintenance grants to help with the hospital care of the
indigent or partially indigent.

It is not, therefore, recommended that the Provincial Government
increase its basic per diem grants to any great extemt. Rather, it should
supplement this basic grant by additional allowances to those hospitals
which qualify as regional or provincial centers. However, it would be
desirable to have the basic per diem grant and any future grants to region-
sl and provincial centers related to the current value of the dollar. It
is suggested, therefore, that grants be subject to annual change, based
on a fixed proportion of the operating costs of all general hospitals in
the province during the preceding year. For example, during the seven
years shown in Table 32 the provincial grants provided an average of 5.5
per cent of the total expenditures. If the grant were fixed at this or
some other agreed level, the per diem rate would be changed yearly to
correspond with fluctuations in costs. The hospitals would then be
assured of a fixed proportion of their expenses, but the major share would
still come from local sources.

Table 32 showed the expenditures for general hospital services for
only twenty-three hospitals. The total expenditures of all general hos

(1) Hospital Care in the United States - The Commonwealth Fund, 1947.
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in Nova Scotia in 1948 are estimated to have been approximately 34,597,381
od in 1949, approximately $5,382,200. These figures are not exact,
but are reasonably close approximations. Exact data, as reported to the
ovincial Department of ilealth, are available for all excepting the Red
pes Hospitals, the genersl hospiteals with tuberculosis units, and
oseway Hospital, a tuberculosis sanitorium with a small general hospital
iit. However, reasonably accurate estimates of the costs of operating
he general sections of these hospitals can be made from available data.
nditures of Red Cross Hospitals are known for eleven months of 1949
d the total for the twelve-month period was estimated on a proportion-
‘ate basis. The estimated expenditures for 1948 were calculated by
Bpplying the 1949 cost per patient-day, to the 1948 figure for patient-
days. General hospitals with tuberculosis unite do not have a separate
counting system for the two sections. However, the total expenditures
are known, and a reasonable estimate of the operating cost of the
‘tuberculosis unit is obtained from the amount of the Provincial grant.
‘The latter was based on a rate of $3.00 per patient-day in 1948 for
persons in the tuberculosis unit. It was intended that this should
cover the total cost of operating this section. The remainder of the
expenditures would, therefore, be a close estimate of the cost
‘of the general hospital. Roseway Hospital makes no charges for tuber-
‘culosis patients. Its total annual income, as reported in the Publie
Accounts of Nova Scotia, is derived from the general hospital unit.
It is assumed that this income represents the total cost of operation
‘of the section without any deficit. This iz probably a slight under-
‘ostinate. The above figures are, therefore, close aprroximations
of the actual expenditures for general hospital care. If there is any
error, it is likely to be in the direction of an under-estimate.

In 1948 the Provincial Government paid $343,143 in grants to
public hospitals, but $200,970 of this was allccated to the six tuber-
culosis units. The remaining 312,173 was in per diem grants to general
hospitals. In 1949, under the increased scale the per diem grants
to general hospitals were $204,806 and grants to tuberculosis units
were somewhat less than the preceding year, $182,565.

In addition to these grants the province paid the operating
deficit of the Victoria General Hospital in Halifex and the general
unit of Rosewsy Hospital in Shelburne. The size of the latter deficit,
if any, is not known. The expenditure of the Victoria General Hospital
in 1948 exceeded its income by $366,936 and in 1949 by $486,103. The
total known provincial contribution for general hospital care was,
therefore, $509,109 for 1948. This represents 11.1 per cent of the
total expenditures for general hospital services in the province dur-
| ing that year. In 1949 the provincial contribution was $690,909 or

12,8 per cent of the total expenditures. Although the basie rate of
governmental support for general hospitals in the province in 1949
covered only 5.5 per cent of the total costs, the support of the provin-
edal diagnostic and treatment center at Halifax, therefore, raised the

| proportion of government assistance to 12.8 per cent. It 1s believed
 that this is a sound method for providing assistance from the Provincial
| Government, since the major share is used to tuild up and maintain a
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provincial center. However, in other sections of this report it is re-
commended that this system of support be extended to regional hospitals
which qualify for it under a grading system, and possibly also to the
Children's Hospital and Grace Maternity Hospital, as the provincial
pediatric and obstetrical centers. It is suggested that a satisfactory
rate could be caloulated from available data showing the proportion of
patients referred to each institution from areas outside the hospital
district. No details are presented in this report, and it is suggested
that the proposed Director of the Hospital Division work out these details.

During the survey a number of persons suggested that the City
of Halifax was receiving more than its share of general hospital services
at the expense of the Provincial Governmment, since the Victoria General
Hospital provided care for most of the patients of this City as well as
those referred from other parts of the province. The financial relations
between the City and Province relating to health services are somewhat com=
plicated, and it is difficult to evaluate the truth of this statement.

The Victoria General Hospital and the Halifax Infirmary provide general
hospital services for the city. The latter is operated by the Sisters
of Charity and receives a small grant from the City of Halifex. The
Victoria General, as already stated, is financed completely by the Pro-
vincial Government. In 1948, 40.2 per cent of patients in this hospital
were from Halifax City, and 64.6 were from the city or county. Only 35.4
per cent were from other parts of the province.

If Halifax City had been responsible for operating a general
hospital to care for its patients, it might be assumed that such a service
would have required an outlay at least equal to 40.2 per cent of the
$366,936 deficit on the Victoria General. Added to this would have been
capital costs of providing the hospital facilities. It might be assumed
also that the provincial government would have made per diem grants to
such a Halifax Hospital equivalent to 5.5 per cent of its expenditures,
the same grant as is made to other general hospitals in the Province.

On such a basis it is calculated that the City of Halifax received
apneeal. hossptal. nervices. ab. nravincial expense which would have cost
$127,624 in 1948, and $167.686 in 1949. These figures are the estimated
deficits which would have been met, not the total expenditures. Halifax
County, in like manner, received services which would have cost $77,463
in 1948 and $101,779 in 1949. However, the receipt of these services
is balanced by the fact that Halifax City obtains only a partial grant
per patient-day for operation of the Tuberculosis Hospital and also
operates a full-time Department of Health. Throughout the rest of the
province tuberculosis treatment is financed completely by the Provincial
Department of Health and most public health services are provided through
the Divisions of this Department. In 1948 the expenditures for operat
the Halifax Tuberculosis Hospital were $205,542, less the provincial
grant of $83,028, or a total of $122,514. This amount almost exactly
balances the estimated cost of general hospital services provided through
the Victoria General Hospital, $127,624. In 1949 the City of Halifax
had to pay $136,236 to operate the Tuberculosis Hospital, after
grants are subtracted. This was somevhat less than the estimated cost of
general hospital services received through the Victoria General Hospital
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4n that year, namely $167,686. However, the City also &
-- L ;zgt Health which had expenditures in 1948 of $116,667 and in
2949 of $123,822

It is fully recognized that the comparisons made above do

not prosent the full picture. If Halifax City operated its own general

‘hospital it would bear the capitel costs of such an institution. On

the other hand it might be said that the 325 per cent of patients

T od from outside points to the Victoria General are responsible
f[or more than a2 proportionate share of the costs, since they constitute
8 problem cases. Most of the Halifax patients would be hospitalized

for shorter periocds or less extensive care, and less than 40 per cent

of the operating costs might be allocated to the city. Another feature

is that the City receives extensive laboratory services without charge

om the Provincisl Department of Health.

The situation is a complex one and requires further careful
study. However, it is believed that it would be better for all con-
perned if it were solved by some method which would take account of
ib actual facts and not attempt to balance the cost of one service

: another. 1In the general report on the health survey of Nova
Scotia it will be recommended that tuberculosis control and treatment
ja Helifax City be made s provincial responsibility as in the rest of
the province. It is also recommended that a Halifax Metropolitan
Health District be organized as a division of the Provincial Depart-
ment of Health. Both of these developments seem to be essential if

the city and its suburbs are to have health services equal to those

in the rest of the province, and health personnel paid on the same
scale. In return for the Province sssuming these services, the City
should recognize its responsibility for the general hospital care

of its citizens, and the County of Halifax should do likewise. A
large share of the operating costs of the Victoria General Hospital
should still be borne by the Provincial Government, since this will

be provincisl base hospital. Possibly 50 per cent or more of the
costs could be fairly allocated for the care of the 35 per cent of
patients referred from other areas. The remainder should be the respon=-
sibility of the local authorities of the City of Halifax, Town of Dart-
mouth and Municipality of Halifax. This set-up would be in accord
wvith the principle that general hospital services should be the responsi-
bility of the residents of the area receiving these services, and in
accord with the accepted practice in this Province that tuberculosis
treatment and control and public health services can be more effectively
administered st the provincial level. It would also recognize the
facts of the situation and avoid the frequent recriminations of Halifax
citizens to the effect that the City receives less than the rest of the
province for care of tuberculosis patients end public health services,
and the equally pungent comments throughout the province regarding
Halifax receiving "free" general hospital services.



As already noted, there has been a great increase in the use of
hospitals for maternity patients during recent years. There has also been
a definite increase in the demand for hospital care for patients with ucuto
and chronic illnesses. Table 33 shows the average number of days of
hospital care per 1000 population at 5 year intervals from 1925 to 1945 '
and for the year 1948. |

TABIE 233
TRENDS IN HOSPITAL USE BY REGION
REGION 1925 1930 _ 1935 1940 _ 1945
Atlantic 987.5 | 986.0 .2 |1014.2] 2081.6] 2254.9
| 218.3
4185
| T4ked

This table indicates that there has been a progressive increase
from approximately 500 days of hcaspital treatment per 1000 population in
1925 to almost 1000 days in 1948. As shown in Figure 4 this has been
almost a straight line increase, and to date it shows no tendency to level
off. There has been some fluctuation within each district, but in gen-
eral the trend has been almost the same throughout all parts of the
province.



FIGURE 4
TRENDS IN BOSPITAL UNE IN NOVA SCOTIA, 1923 - 1060
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Various explanations have been put forward to account for this
increasing demand for hospital services, which has been observed in all
parts of Canada and in other countries. It is frequently stated that
the growth in pre-paid hospital insurance, such as is provided by the
Blue Cross Hospital Insurance Plan, has been responsible for most of
this increase. However, it will be noted from Figure 4 that there has
been no sudden increase during recent years paralleling the growth in
this service. The trend seems to have been under way before the intro-
duction of hospital insurance systems on a large scale. They have no
doubt further stimulated the demand, as suggested by the difference
between the Eastern Region and the rest of Nova Scotia, but other factors
are also involved.

The influences on the development of hospitals may be classi-
fied into broad general forces. Religion, war, medical science, educa-
tion, social organization, economic conditions and public appreciation
have all hastened or retarded the growth of hospitals(l). In Nova
Scotia all these factors have played a part. Religious orders and
organizations have done much to expand and improve hospital services.
War time problemd during two World Wars hastened the development of
hospitals in some areas, and buildings vacated by the Armed Services
after the war have also provided the facilities for expanding general
and tuberculosis hospital services. Advances in surgery, medicine and
special technical services have increased the need for hospital care,
and have sometimes made the physicians reluctant to treat patients at
home or in the office because of the lack of special facilities and
asaistanta. This is an unavoidable development since modern methods
of investigation and treatment require elaborate technical equipment
and skilled operators. Modern nursing has also added greatly to the
value of hospital services. Economic factors have also played a part,
including the modern method of pre-payment insurance. In addition,
the change to small family dwellings has left almost no room to
accommodate the sick, and there is also increased difficulty in obtain-
ing home nursing services and domestic help. However, the change in
the public attitude toward hospitalization is probably more important
than any other single fector. Twenty-five years sgo the doctor had to
exercise considerable pressure and persuasion to encourage even the
seriously ill patient to enter hospital. This fear of going to hospital
has largely been eliminated, and today patients request hospitalization
who are sometimes notseriously in need of such care. The reduction in
mortality in hospitals and the demonstration that these were not
"death~houses" has probably been more important as a stimulus to the
demand for their service than any economic or other factors.

(1) Hospital Care in the United States, Commission on Hospital Care,
the Commonwealth Fund 1947.
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. It may be worthy of note that the Eastern Region of Nova
h_ootia has the highest number of days of care par 1000 population,
1791.2 in 1948. This was further increased to 2023 ir 1949 and when
the addition to St. Martha's Hospital is completed it will no doubt
still higher. As already stated, this region has an umusually
high demand for hospital services compared with other parts of the
province. It is suggested that this may be a result of the high
_proportion of the population having hospital insurance and also the
‘long history of such insurance in that area. It may, therefore,
serve as an indication of the extent which hospital services will

4ncrease in other areas as voluntary or cther hospital insurance plans

_ In deciding how many hospital beds will be required in

Nova Scotia in the future a major question is whether this demand will
continue to grow indefinitely or will begin to level off. In 1948 the
totel number of admissions to general hospitals in Nova Scotia was

128 per 1000. Lee and Jones (2) suggested in their study of services
required that 107 cases per 1000 should have received hospital care.
This has already bteen exceeded in this province. In Alberta the
demand began to level off at about 160 to 170 admissions per thousand.(l)
In the Eastern Region of Nova Scotia it has slready reached 150 admiss-
dons per 1000 per year. Most suthorities believe that the expansion of
pre-paid hospital insurance plans or the introduction of a tax-
compulsory insurance progrsm would result in a continued rise in the
demands for hospitalization. If so, the financial burden of maintaining
such an expanding service may become o great that more economical
moans must be considered for caring for the sick. The provision of
home nursing services and the expansion of general practitionsr and
specialist services in the home require carsful investigation before

&n uneconomic over-expansion of hospitel services is allowed to develop.
The Montefiore Hospital plan of caring for patients in their homes

by sending hospital staff and services to them has received much favor-
able attention. This is, of course, only applicable to urban centers.

The danger of over-sxjansion is one major eriticism egainst
the development of a tex-supported hospital insurence program before
the introduction of other methods to provide increased medical services
in the home end physician's office, and nursing services in tha home.

(1) MeGelp, J. - Are We in Danger of Building Too Many Hospitel
Beds in Alberta? 194G.

(2) Lee, R. I., Jones L.W. - Fundamentels of Good Madical Care -
Publication 22, Committee con Costs of Medicel Cers, 1933.
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Certain arguments have been presented in an earlier section of
this report regarding the desirability of developing at least one large
hospital in each of the nine regions of Nova Scotia, and of integrating
all the general hospitals in the interests of better service and greater
economy. This is a modern trend aimed at producing a hospital system
rather than simply an unrelated collection of hospitals.

Details concerning the organization and administration of such
a plan require careful study. Standards should be set up defining mini-
mum physical facilities, persomnel, etc., required in each of four grades
of hospitals - commnity, district, regional and provincial. Hospitals
would have an opportunity to move up the scale as they developed additioc
serviced. A system of inspection would be required, and the amount of
per diem granta from the Province would depend upon the grade which the
hospital had reached. This type of government inspection of voluntary
institutions might be subject to some criticism, but it is similar to
that now practised by the American College of Surgeons. It also has the
support of the Maritime Hospital Association. There is already precedent
for it in the present system of inspection conducted by the Department
of Health through its Inspector of Hospitals and Humane Institutions.

One difference would lie in the fact that the inspection would
be of the type conducted by the American College of Surgeons, another
would be that the results of inspection might affect the size of the
per diem grant from the provincial government. At present all public
hospitals receive the same amount per patient-day.

There is no doubt that serious objections and difficulties
would arise if a Government inspector tried to set standards which would
limit the type of work done in any hospital, and this would be completely
impractical and undesirable for other reasons as well. For example, it
is quite possible that a small district hospital may have a better
laboratory service or a surgeon who is better qualified than the one
practising at the regional hospital. It is not, therefore, suggested
that this inspection and grading system attempt to define what type of
work can or cannot be done in each of the four types of hospitals. Rather,
it is suggested that the Government define certain minimum requirements
for each type and when these are provided the hospital will qualify for
an inocreased per diem grant, which will help pay for the improved servic
It is believed that this will encourage regional hospitals to develop
adequate technical and specialist services, in order to obtain the additic
al grant and when these services are available there will be a natural
flow of patients from the community hospitals to the district centers,
also from the district hospitals to the regional centers.

tails of the proposed grading system
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It is suggested that the Nova Scctia Division of the Maritime Hospital
Association, the Medical Society of Nova Scotia and the N. S. Registered
furses Aszociation should be represented. Probably Dalhousie Univer-
gity should also be included. It is the medical teaching center and
mch‘i should play an increasingly importent part in an Integrated
1087 tal plan.

' It is most emphatically recommended that the Director of the
pepital Diviaion of the Department of Health should not have any
suthority involving the internal administration of & hospital or of
fhe clisical or technical services, (except in Government institutions).
A vorkeble basis for division of responsibility between the Health
: ment and the practising clinician is cutlined in the introduc-
! section of the Report on the Public Health Survey of Nova Scotls.
| elear-cut demarcation of responsibilities in the hospital field
W sveid later misunderstandings. It would also go far toward re-
moving the lingering suspicion that provincial government aid %o
hospitals, and a hospitel grading system, might be the first step
ovard control of the actusl operation of the institution and its
elinical services. This is nol envisaged as a future development
i i3 not recommended in this report.

There have been criticisms of hospital grading based on a
ng system. By this method & single 2core, made up of many
pmponent parts, is cslculated for each hospital. If this score
reaches o certsin level the hospitel 1s granted an increase in
grading. Under such a system 2 hogpital with & dangercusly poor
infants' nursery might add so many points for other less important
features that a pessing grade would be attained without any {mprove-
at in the nursery. It is suggested that the grading system in
i Scotia should require & "passing" acore for each of the services
onsidered basic for that type of hospitel.

Al
g7

Since regional hospitals will be expected to receive and care
; petients from the whole region, and will have to meet additional
ospitel and operating costs in order to provide technical equipment
and trained personnel, it is logical that a larger grant should be
provided to them than to district hospitals. It is also recommended
‘that a hospitsl should be sprroximately 100 beds in capacity before
4t oonld qualify es & Regional Hospitel, since 4t is uneconcmical
to operate good laboratory and x-rasy services in smaller units, snd

here is insufficient work Lo support specialists in the major

branchee of clinical medicins, surgery and obstetrics.

Many district hospitals of Nova Scotis have inadequate x-ray
and laborstory services, and what is mvailable lays an inordinately
h financial burden upon the patients. Charges for laborstory
tests and x-rays constitute a much greater proportion of petients'
bills in small hospitals, that have relatively poor services in
these fields, than in larger vell-staffed institutions that provide
better service. In the smull district hospitals expensive
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equipment is in use only part of the time, and the technician is aquently
idle or becomes an odd-job worker in other fields, eventually losing skill
in his or her special work. Many of the smaller hospitals have one person
employed both as a laboratory technician and x-ray technician. For the
most part these technicians are qualified in only one of the fields, or
may be only partly trained in both. Specialist services within the medical
profession are also lacking in many of the small hospitals, The services
of a radlologist are available ir only a relatively few hospitals in the
province, In the Sydney-Glace Bay area, a system has been worked out to
have on radiologist serve several hospitals. This type of cooperative
arrangement might be introduced in other areas with considerable improve-
nen! of the services.

Perhaps an even greater need for integration of hospital se
lies in the field of major surgery. There is at present little co-
operation or consultation between the surgical services of neighboring
district hospitals. Only the provincial hospital is used as a referral
center for major problems of diagnosis and treatment. However, all of
the cottage hospitals except Annapolis and North Queens are operated by
the Canadian Red Cross Society, and this organization has laid down defi-
nite rules limiting the type of work to be done in these institutions.
Major surgery is excluded, except in emergencies. In most of these
hospitals tonsillectomies are also excluded. In genmeral, this policy
peems a sound one, Most of the hospitals do not have more than one doctor
on the staff. Lack of qualified anaesthetic service and of an assistant
surgeon require strict limitation of the type of work to be carried out
in such hospitals. The physician is under considerable pressure from
the people of the area to undertake all types of surgery. Having support=
ed the establishment of a hospital in the area, they feel that it should
care for all patients regardless of the severity of the condition, It
is, therefore, better to have the hospital accept the burden of responsi=
bility for limiting the type of service than to add to the doctor's
responsibilities. Patients requiring major surgery are transferred
from these Red Cross Cottage Hospitals to the nearest district hospital
or to the provincial institutions in Halifax. This type of control
may be only temporary. The Society has guaranteed to under-write the
operating deficit for only three years.

COX

The situation is somewhat different in the district hospitals.
Here there are usually several staff doctors who assist each other,
There may or may not be certified specialists, but the senior practi-
tioners are well qualified by experience and practical ability. It is
not desirable or practicable that there should be any regulations in
the grading system that would 1limit the work done within such a hospital.
The medical staff will be in the best position to judge what cases
require transfer to centers with more adequate technical or professional
services, and vhen these become more readily available at the regional
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they will make use of them. However, it is believed that there
s a need for including in the grading system a requirement that the
piical staff adopt and enforce regulations requiring supervision of
Junior staff members. Considerable major surgery is done in the dis-
riot hospitals. In some of these the facilities and trained per-
gonnel are adequate, but in others there are definite deficiencies.
Only 2 of the 16 hospitals with 20 to 4S beds require special training
in surgery or the approval of the medical etaff, or both, before
mitting & new staff member to do major surgery. Most of the hos-

jupervision of the work of new staff members until the approval of
6 medical staff is granted, but these regulations are not always
mforced. That many of the hospitals do not place any limitation
on staff members doing major surgery or operative obstetrics does not
mean that this privilege is abused. In many institutions it probably
48 not. Howover, gastrectomies, hysterectomies, caesarian sections,
‘ote., are among the operations not infrequently reported from some of
the smaller hospitals which do not have a trained or experienced
rgeon. In the public interest some control of the quality of
se; in these district hospitals is required. Standards should
‘be laid down by the Director of the Hospitsl Division in consultation
‘with an Advisory Council. However, the day-to-day supervision of the
quality of service in the hospital should rest where it belongs -
with the medical staff of the hospital. Only if they refuse to
gaccept this responsibility would there be any reason for interference
y & hogpltal inspector. Disregard of the basic requirements laid
fown in the grading system would then be subject to review by the
Regional Council and Director

In order that & specialist in surgery or any other branch
of medicine attain proficiency, an adequate volume of work in his
specialty is necessary. This depends largely upon the volume of
[nfomla from other practitioners and is a matter which must be
worked out by the medical profession itself. No rigid system of
controls over the type of work to be done in a district hospital
can be imposed or enforced from a provincial level, and it would
undoubtedly be objscted to. The responsibility rests with the medi-
cal profession, both in the provincial and local organizations, and
particularly with the hospital medical staff, to institute their own
controls on the quality of service and limitations on the less
qualified staff members. If this is not done by the profession it
vill almost certainly be imposed by a Government inspection at some
future date. Avoidance of Government interference in hospital
administration and medical services can best be achieved by co-
operative efforts of hospital staff members to provide a quality
of service which cannot be seriously ecriticized.
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8 X. HEOSP THE CHRON
e Protlem of 8

It 13 generally rocognized that persons suffering from chronic
diseases are lsss effectively cared for than the acutely ill, under the
existing hospital system, apart from those who have tuberculosais or
mentsl diseases. Nova Scotia is no exception in this regard. Only onme
general hospital in the province has any separate facilities for the
care of the chronically 111 and it has only twenty-six beds. Some
hospital trestment is provided in othor general hospitals but it 1s
limited in =cope. Frequently also it is not of the type best suited
to the needs .f the particular ailment, since most general hospitals
are not squipred to provide such care.

It {2 not easy to formulate a fully scceptable definition
for the term "chronic disease", but the following hes been used in
a number of surveya(l);

"A chronically 4111 person is one of any age who has been or
is expected to be incspacitated by persistent or recurrent discase
for a period of at least three months. Incapacitated persons are
those unable to follow the routine of & normal person”.

The treatment of such chronically 111 persons is becoming
an increasing problem in this country. Chronic diseases are now the
principal causes of morbidity. Several reasons for the increase
may be briefly mentioned. As already shown, & greater proportion
of the population is in the older age groups, which are most subject
to chronic disesses. Progress in preventive medicine has reduced
the incidence of many acute conditions with the result that chronie
diseases now constitute an increased proportion of all illness.
Periods of hospital care have also been greatly reduced for many
of the scute diseases as a result of improvements in therapy. The
demands on hospital time for the care of the chronically 111 are,
therefore, proportionately higher. Difficulty in obtaining home
rursing care, the small size modern living accommodations and
various other factors also have a bearing on this problem.

The present medical care system is organized primarily
for the prevention and treatment of acute illness, and the hospital
system is devoted almost wholly to this type of condition. Too little

(1) A Survey of the Care of the Chronically I1l of the Milwaukes
County Council of Social Agencies, 1946.
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attention has been given to the adjustments which mist be made in medical
services and hospital administration, in medicel education and research,
in nursing and social services, if adequate care is to be provided for
those patients who require treatment and supervision for long periods of
time. There is s growing demand for improvement in the hospital facilit
for the treatment, ths prevention of permanent disability and the rehabi-
l4tation of these individuals. During the survey of hospitals in Nova
Scotia the one defect in the present hospital system upon which almost
every hospital superintendent and head of the medical staff commented
was the great need for improved facilities for the care of the chronic-

ally i11.
{b) Type of Hospital Facilities Reguired

The type and quality of care required by many of these chronic
patients differ little from those needed by the patient afflicted with
an acute illness. Patients with such chronic diseases as diebetes,
hypertension, cancer, chronic bronchitis, asthma, rheumatoid arthritis,
or chronic nephritis, require extensive facilities for diagnosis and
treatment. The shief difference between the two types of patients lies
in the longer average stey in hospital and in the amount of special
services the chronics require for prevention of permanent disability,
or rehabilitation to a useful degree of activity. General hospitals
have been loathe to sccept these patients or to continue treatment
beyond the time ordinarily needed for the acutely 1l1l. This is parti-
cularly true today, with the rising costs of hospital operation.

The statemsnt is frequently made that the cost of operation
of a hospital for chronic disease will be mch less than that of a
general hospital. This is not quite true. The cost can be somewhat
less per day, but the period of hospitalisation is longer, and the cost
per patient is, therefore, greater. DMoreover, special physical facili-
ties and trained personnel are sssential if the hospital is to serve
any effective function. Physiotherapy, occupational and recreational
therapy and cther specilsl forms of treatment are essential. Solaria,
sitting-rooms and recreational facilities are slso required.

A striot differentiation must be made between the requirement
for hospitals for chronics and the need for homes for the aged, infirm
and permanently disabled. It is the former need which we are concerned
with - the provision of hospitals with the special equipment, the t d
technical personnel and the professional specialists needed to diagnose,
treat, prevent disability and rehabilitate the chronically 111, who can
benefit from this hospital care. These hospitals must also include '
of the incursbles who require skilled medical and rursing attention for
relief of their suffering, btut not the group who need only a homs wvith
a certain degree of custodial care. Separate institutions or homes are
required for these individuals. Moreover, the need for facilities for
convalescent care should not be confused with the hospitalization of
the chronically i11. A convalescent home may be established in close
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proximity to a hospital for chronic disease in order to teke advantege
of ocoupational and rehabilitation facilities, btut it is not desirable
%o mix thes two classes of patients.

{¢) Present Facilities in Nova Scotis snd Estinnted Reguirements

A Estimatea of the prevalence of chronic diseases vary widely.
" One report staton that more than ona-sixth of the population of the
U.S.A. has a chroniec disease, or 25 million persons. Seven million
of these are said to have a resulting disability that impairs their
normal woy of 1ifo, and one and = half million are invalids. Based
on the sams proportions, one would estimate that lNova Scotia might

" have 113,000 persons with chronic diseases, 32,000 of them disabled
in some degres and 4800 invalided. However, a calculation based on
the age zpecific rates determined on the 1935-36 Nutional Health
Survey of United States applied to the Nova Scotia population would
place the figure at ap;roximately 50,000 with chronic disease or
physical disability and 3800 invalids. It is not known which estimate
is nearer the truth. It is hoped that the sickness survey, now bteing
planned, mey provide dats on this subject. Other studles on the
incidence of disabling attacks of illness resulting from chronic dis-
eases indicate s rate of 14 to 17 per 1000 per annum for all age
groups. One study(l) shows a varistion from 3.6 per 1000 in those
under 15 years to £6.4 por thousand in those over 65 years. Hospitel
treatment 1s not required for all such disabling attacks and data om
the bed requirements are not readily calculated from these rates.
However, it has been estimated in several studies that 2 beds per
thousand are needed for the chronically 11l. (2) The Master Flan
for New York City recommended 1 bed per 1000 for convalescent care
and 3 per 1000 for chronically 111. Stendards based on conditions in
a large city would probably not be applicable in Kova Scotia and 2
per 1000 might be nesrer to our requirements. However, we have no
direct deta on which a calculation of the locsl needs can be based,
and some practitioners consider this calculation also is too high.

It &s Qifficult to obtain precise data concerning the
incidence of chronic illness requiring hospitel care in the Province
of Nova Scotia. Dste mre not available on cases now treated at home
who should be in an institution and it is even difficult to obtain
an acourate estimste of the rmumber of chronic cases being trested in

(1) Hollingsworth H and Klem C - "Medical Care and Costs in Relation
to Fanily Income® Washington Social Sesurity Board, 1942.

(2) Standard Hospital Requirements sccording to the Recommendations
of the Surgeon General of the U.S.Publis Health Service.
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the general hospitals who might have been more effectively handled in an
institution for chronics during part or all of their hospital stay.
Unly one hospital provides a small separate section for treatment of
chronic cases - Sydney City Hospital having twe wards totalling 26 beds.
This is considered by the superintendent to be quite inedequate to meet
the demands. Superintendents of many other general hospitals were rather
vague in their statements as to procedure with respect to such cases.
Many stated that they tried to exclude chronic cases, but some added
that they were not very successful. Others limited the stay to three
or four weeks, and enforced discharge at that time regardless of home
conditions or the status of the patient. The Victoria General Hospi-
tel (Provincial) admits patients with chronic diseases who require
active treatment and keeps them so long as progress is being shown, but
will not retain them for custodial care only.

An sttempt was made during the hospital survey to obtain some
indication of the number of patients with chronic diseases who were
occupying beds in the general hospitals. A check was made of the diag-
nosis of sll patients who were in hospital on two sample days in 1948,
April lst, and December 3lst. All diagnoses suggesting that the dis-
ease might be of a chronic nature were counted, and calculated as a
percentage of all petients present in hospital on those days. It is
recognized that this is only a crude measure and that many of those pat-
fents might have required general hospital care because of an acute
exacerbation of the chronic disease. Nevertheless the data may be of
some value as an indication of the approximate amount of hospital care
now provided for the chronically 111 in this province. It is interest-
ing to note that the figures obtained on the two sample days in the
Victoria Genersl Hospital were only slightly lower than those obtained
on a one-month survey in lNovember, 1947(1). The results on the two
sample days were very similar to each other in most hospitals. The
hospitals of over 100 beds had 28 per cent and 25 per cent of chronic-
ally 111 on the two sample deys, respectively. Those of 20 to 99 beds
had 17 and 18 per cent. It is believed that the average of the two
sample dsys gives a reasonably close estimate of the percentage of the
total yearly patient-load who suffer from chronic diseases. However,
it 1s still aifficult to estimate what proportion of these would best
be cared for in the general hospital and what proportion in a special
hospital for chronics, if both facilities were available.

Table 34 shows the results of epplying the data obtained on the
two sample days to the yearly population of the same hospitals.

(1) The Chronically I1l, A Study of the Problem in Halifex
Institutions by Helen Freeman, Thesis, Maritime School of
Social Work, 19248.
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It is obwious that the stated ;olicy regarding the admission
of chronically 111 patients has little relation to the actual facta.
Some hospditals which report that their yolicy is limitation or axclu~
sion hava as many such cases as the institutions which report that
chronic cases are admittad freely. The figures suggest that a con-
siderable munber of hospitals are open Yo chronic patients. This is
not quite true. There are definite linitstions in almost all hospi-
tuls et least on 4duration tractment.

There 1s an inorease in the average stay of petients in the
hospitals that had a higher proportion of chronic patisnts on the two
gampls days. However, there are marked fluctuations and the relation
is not consistent.

Bagsed or these flguras, one might eatimate the sverage dally
stay in hospital c¢f acutaly 111 patients &t 5.5 to 6.3 days, as in
those hospitals having few or no chronic patients. Subtraction of
the estimated number of chronic patients from the total patient-load
ard sstimation of the total patient-days of hospital care for these
asoutely 111 pstients would indicate that each chronically-ill patient
must have en aversge of 17 days in honpital, almost three times as
long as the escutely 111 persons. In all Nova Scotia hesplitals the
estimated proportion of chronic patients was 24.9 per cent, and these
apparently required 48.7 per cent of the total hospital days. These
are very rough estimates. It is probable that the average stay in
hospital of scutely 111 patients is longer in the large regional hos~
pitals than in the district and cottage hospitals, which contributed
rost to the firat two groups in the abav. table.



lore patients with scute Illness of long cduration, such as fractures,

may be treated in the larger lospitals. But even if the average stay of
ascutely 111 patlents vers 2 days in the sir largest hospitals, it is
caleulated that 25.7 per cent of their patients who had chronic diseases
would require 45.7 per cent of the total days of hospitel care. Prob-
ably the minimum figure is 267,000 patient-days of care for the estimated
19,200 patients in all hospitals who had a diagnosis of a chronic disease,
or 13.9 days per patient. This is almost certainly an under-estimate.
Yet, it means that 267,438/365 or 732 hospital beds were occupied through-
out the year by chronically ill patients. If the usual standard of 2 beéds
per 1000 wvere provided for chronleally 11l in this province, we would need
a total of 1270 beds now or 1332 by the year 1961. It would appear, therse
fore, that the gencral hospitals have already been providing somewhat more
than half of the bed requirement for the chronically 111, and this should
be considered both in our estimates of future requirements for beds in
chronic disease hospitale, and in the esiimates of the true bed require-
ment of the general hospltals.

It must be emphasized again that the dats obtained on the two
sample days were based on diagnosis only. Many of these patients may have
required treatment in a general hospital rather than in a hospital for
chronics. There seems to be no way in which an accurate estimate of the
true needs for chronic disease hospitals in Nova Scotia can be arri ’

As already steted, the chronic disease hospital is not a custe
dial institution but an active treatment unit. Provision of adequate
facilities for rehabilitation, physiotherapy, occupational therapy, re-
creation, eto. requires & reasonably large institution, if it is to be
vell-staffed and economicelly operated. Provision for chronically ill
patients is, therefore, not possible nor desirable in all general hos-
pitals. On the other hand over-centralization in one or two large
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tutions would rean the moving of pstients long distances from

£ homes. When prolonged treatment is required this is to te
avoided if possible, since pstlients are more cortent to remain at the
4nstitution and complete their treatment when they can receive visits
fron their relatives and friends.
recormencied that one hospital fo

Some Regional hospitals already have a Tuberculosis Unit
tuilt by the Provincial Government. When facilities for the care
‘of tuberculosis become adequate in the three provinecial sanitoris
and these units are released, acommanded the he present

a1y 1 oA . »
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! On this basis the following tentative suggestions concerning
the care of the chroniecally 111 in Nova Scotia are put forward:

It is estimated that the Atlantic Hospital Region will have
& population of 163,000 by 1961. On the basis of 2 beds per thousand
326 beds would be required for the chronically 11l. It is estimated
that the two general hospitals and the pediatric hospital are now pro-
viding slightly more than 100,000 hospital-days of care for persons
with 2 dlagnosis of chronic cisease, representing approximately 275
occupied beds. It is probable Lhat one~half of this time could have
been spent in s speclal active-treatment center for chronically 111,
‘and only 137 of these beds were used for general hospital purposes.
| Assuming the gemeral hospitals continue to provide these services,
| the requirement for chronic disease hospitals would be 129 beds. The
maximm would be 326 beds, if peneral hospitals provided no care for
the chronically ill. d
with one of the ge hos (&)
incisl active tresztment ce : s_and rheun

2 _and_rhoun
in associstion with the Victoris General los
of 189 beds.
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The hospitals of the Southern Reglon have accepted few
chronically 111 patients in past years because of inadequate facilities.
With completion of the hospital at Lumenburg the region will have 23
beds more than the general hospital requirement caloulated from the
bed-death ratio and maternity needs. Based on the 1961 ectimated
population of 49,000 a totsl of 98 beds may ultimately be required
for the chronieally ill. Because of the recent increase in general
hospital beds in this region, it is likely that at least half of this
requirement can be handled in existing institutions, although these
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will not provide any good active-treatment and rehabilitstion seteup. If
there appears to be an un-met need irn a few years, a hospital for chronie
diseases of approximately 50 beds may be required. It 1s recommended
that this be losated in direct assceistion with the general hospital at
Bridgewster, vhich 1s the most central of the hoapitels of the reglon.

The Wastorn Hospital Reglon would also require 120 beds for
chronically 111, based on 2 par 1000 of the 1961 population. Thia area
is under-hospitalized and very little servics has been provided for -
chronic patients in the gensral hospitals. Unless 2 beda per thousand
is an over-estimate this area should, therefore, require the total |
number of 120 beds. However, to be conzervative, it is recommended |
that a wing of st least 60 bads be provided for chronic diseases if =
new genersl hospital is constructed at Yarmouth, and that provision be
made in the plans to double the size of this wing if required. This
is in addition to the 168 beds already raecommended in Tahle 20 for the
care of the acutely 111.

The caloulsted requirement for the Fundy Reglon is 146 beds
for chronics. It ?s5 estimated that the gensral hospitals are now pro-
viding about 10,000 patient-days of care for sush cases, the equivalent
of sbout 30 secupled beds. There are a number of private nursing homes
in this area also, although they are capable of giving only custodial
care. It 1s helhvad that an institution of 75 beds should be provided
for trentment of the chronically 111, with provision for expansion to
twice that size if the need should arise. This should be a single
inatitution for the area, not ncattered among several hospitals. It
shculd also be directly connscted with a general hospital. Kentville
or Middleton ares suggested bacause of central location, size of exist-
ing or planned hospitals and availability of some specilalist services.

Tho Cobequid Region should have 99 bads for chronies by 1961,
if 2 per thousand are provided. The region will be somewhat hbelow the
estimated requiremonts 4nm the mumber of reneral hoapital beds even
when the now additlon to the Nolchester County Hospital 13 completed.
However, in spite of ths shortage of hospital beds a conalderable
number of chronically 111 patisnte have been tLreated in this general
hospital. It i{s comservetively recommended that a wing of 50 beds be
provided in sssoclation with this hospital, plennsed in mch a way that
it csn be doubled If required.

The Cumberland Hospital Region should have B89 beds for the
chronically 111, calculated on the same standard as sbove. The
general hospit.nl faoilities are not sdequate to provide sny significant
services at present. The Tuberculosis Annsex at Highland View Hospital
in Azherst is only 17 beds. Even if aventually it should be unnece
for this purposs, it wonld be too small to provide more than = token
service for the chronically ill. This hospital needs some 37 additi
beds to meet its estinated requirement for genaral services. It is,
therefore, rezormmended that this Tuberculosis Unit, when it 1 no 1
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: as such, should be converted into a maternity section for the
general hospital. This would be almost exactly the sise required,

ind would provide a highly desirable degree of separation from the

other services, at the same time releasing space for other purposes

in the main building. Provision for chronically i1l should be made in
8 separate building or wing of this hospital or the one at Springhill,
4f a new general hospital is constructed there. The availability of
some specialist services would favor Amherst as the site for this hospi-
tal. A 50-bed unit is recommended, with provision for expansion if
necessary.

The Pictou Hospital Region will have approximately 30 beds in
excess of estimated general hospital requirements if and when the New
Glasgov Hospital as now planned is completed. The estimated needs for
ghronic beds at 2 per thousand would be 86. It would be highly desir-
able if the plans for this institution could be modified to include 20
additional beds, which, together with the surplus 30 beds, would give a
50 bed chronic disease wing. This would be a good nucleus, and might
even prove sufficient for the area.

The Eastern Kegion requires 52 beds for chronics based on the
1961 estimated population and the standard of 2 beds per 1000. St. Martha's
Hospital is now providing care for a number of chronically ill patients.
One-third of all patients were in this category on the two sample days,
but an unknown proportion of these would have required general hospital
care in any event. Some would, however, be better cared for in a unit
with special facilities, and it is now planned that the new additions
vill provide a small Chronic Disease Section. Another possible solution
would be to have the tuberculosis unit of 49 beds made over into a hospi-
tal for chronic diseases, if and when the provincial sanitoria are
upudodtothepointthatthisunitvﬁlnolongsrhoroquind. How=
ever, this Tuberculosis Unit is likely to be used as such for some years.
If the two sample days provided a reasonably true index of the mumber of
chronically 111, it is estimated that 1231 of the 3622 patients treated
in 1948 were in that class. If the remaining 2391 had an average
hospital stay of 8 days each, a total of 19,128 hospital days were employ-
od for treatment of the acutely ill. The total patient days for the year
vere 46,122, leaving 26,99, patient-days for the 1231 chronically ill, or
21 days each. This would represent 74 occupied beds. However, not all
of such patients with a diagnosis of chronic disease could be best treated
in a special annex, and, therefore, fewer than 74 beds in the gensral
hospital would be released if an adequate chronic disease unit were con-
structed. Forty-nine beds would probably be sufficient to accommodate
those who could be moved from the general hospital. These 49 beds could
provide care for 852 chronically ill patients for an average of 21 days
each, and would release an equal number of beds in the general hospital.

The estimated bed requirement for this hospital was 186 beds
(Table 25) based on bed-death ratio. This estimate reflects the practice
of treating a proportion of chronically ill, and would be lower if separate
provision were made for chronics. The general hospitel now has a capacity
of 109 beds. Seventy-seven additional beds are, therefore, needed to
meet the standard of 186 beds. If 49 of these could be provided by
removing chronically ill patients only 28 additional
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beds might be needed. Since an addition of more than 100 beds is planned,
this should prove to be sufficient for both the acutely and chronically
111 who require hospital care without making any use of the Tuberculosis
Unit. Proposals have been made for the establishment in Antigonish of

a home for aged and the chronically ill who need only custodial care.
Possibly the release of the Tuberculosis Unit at some future date

would provide a building for this purpose.

The Cape Breton Region with an estimated 1961 population of
180,841 may require as many as 361 beds for chronically ill. Most of
the present hospitals have a considerable proportion of chronically ill
patients, averaging 24 per cent. The total rumber of days of hospital
care for these patients represent the equivalent of 160 beds. If these
were released the capacity of the general hospitals now available or
under construction (730) should be sufficient to meet the requirements,
which were estimated at 861 beds by the bed-death ratio. There are ulso
a total of 139 beds in the Tuberculosis Units associated with Glace Bay
General (48), St. Joseph's (48) and Sydney City Hospitals (43). If
some of these could be released for the care of chronics a great improve-
ment would result, although it would be preferable to have at least
one larger unit to provide a good active treatment center for chronics.
One proposal has alroady been suggested, namely, that St. Rita's Hospital
in Sydney assume responsibility for active treatment of the chronically
111 for the whole city, and the Sydney City General for acute cases.
It is recognized that this proposal is unlikely to be accepted. However,
it 1s strongly recommended that no more than two hospitals for chronics
be established in Cape Breton County, whether in Sydney or Glace Bay.
Four small units would be uneconomic, and worse still, would not be
adequate to provide good rehabilitation, physiotherapy, occupational
therapy and other special services. The present Tuberculosis Units at
Sydney City and St. Joseph's Hospitals might serve as the nuclei. A
part or all of the old building of 68 beds at Sydney might also be used
for chronics, since there will be more than encugh beds for the acutely
111 when the new building of 141 beds is provided, and St. Rita's
Hospital is also constructed. The old hospital together with the Tuber-
culosis Unit at Sydney would provide a 111 bed Hospital for Chronics.
St. Joseph's at Glace Bay might use the Tuberculosis Unit as a nucleus
for a similar institution to serve the whole region or a new wing for
chronics might be added at St. Rita's. It is suggested that a minimum
of 180 beds be provided for the area as a beginning (one per thousand).
Any increase beyond this should be in the unit at St. Rita's or St. R
Joseph's until this equals the one at Sydney City Hospital.




Region

Hospital

Atlantio

Victoris General,
Holifax

Dawaon Memorisal,
Bridgevater

Yarmouth Genersal,
Yarmouth

Blanchard-Fraser,
Kentville

Colchester County,
Truro

Highland View,
Arherst

Aberdeen,
New Glasgow

St. Martha's,
Antigonish

Sydney City,
Sydney

St. Joseph's
Glace Bay or

Ste Rita, Sydney |

Numbeyr of Use of
Ney Bedg _mm&q
189
50
60
75
50
50
50
T. B. Unit 43,
014 Hospital 68
21 48
59. 159

It may appesr that the number of beds thus proposed is large
when compared with the general hospital requirements of the same

areas.

This 1s true, but it is necessarily so because of the much

longer periods of hospitaliszation and consequently the small number
of patients vho csn be carad for per hospital bed during a year.
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It is again emphasized that the provision of teds for the acute-
1y 111 in general hospitals and for the chronically 111 who need hospital
treatment, in special wings or sections of the regional hospitals will
still leave a gap in the hospital system. If a hospital insurance plsn
were to be introduced before hospital facilities were available to care
for the chronically 111, the general hospitals would be overwhelmed
with these cases and be unable to care for the acutely 111. This has
been the experience in other areas where such insurance was introduced.
But, it is equally true that the Hospital for the Chronically I1l1 would
soon be filled with permanently disabled or others requiring only cus-
todial care. Rehabilitation and treatment services would be unnecessary
for such cases and this hospital would also fuil in its function. There
is, therefore, a definite need for the third member of the hospital group =
the nursing home. The invalid who requires little hospital or medical
care can be looked after more effectively and more economically in small
home-like units. These can also be scattered so that they will be
located nearer to the homes of the individual patients which is a desir-
able feature. There is no need for centralizatiom of the facilities
for their care.

Tho' basic need is to develop a system of standards and licens-
ing, with periodic inspection, and to provide sufficient financial
incentive to encourage the local development of such nursing homes.

. NANCc
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The existing type of county home or hospital does not fit into
this modern hospital system. As operated at present most of these are a
combination of a welfare institution for indigents and a mental hospital,
with 1little or no facilities for psychiatric treatment or even a nursing
service. The recommendations of this report are for a centralization of
psychiatric and active treatment units for the chronically 111 in se '
sections of regional hospitals. It is believed that most or all of 'the
remainder could be best cared for in mursing homes, rather than in large

municipal institutions. It is probable also that this would be more
economical,
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9 (21 HOSPITAL INSURANCE

Brief reference has already been made in several sections of
report to systems of hospital insurance financed by government.
subject requires further comment.

Strong movements have been developing in recent years with

aim of reducing the financial burden of medical, hospital and
th services by employing insurance methods to pool the costs.
growing public appreciation of the benefits of such medical and
ital services and the increasing costs of providing them have

with other factors to hasten the development of these insur-
ance plans. Governments have also been moving toward the acceptance
of wider responsibilities for these aspects of social security.

Not all of these insurance plans have besn soundly conceived
or financially stable, but some of the voluntary non-profit organiza-
tions, such as Blue Cross, have built up a strong and efficient
hospital insurance system. However, these voluntsary non-profit insur-
‘ance plans are said to have certain deficiencies. Critics state that
they provide insurance coverage for only a portion of the population,
that the low wage earnmer and indigent cannot afford to tudget for
~or insure against the costs of illness or hospitalization, and that
- adequate coverage can only be obtained by a compulsory hospital insur-
~ance plan financed or supported by government. Similar eriticisms
‘are directed against pre-paid medicsl care insurance plans.

Two provinces of Canada, Saskatchewan and British Columbia,
‘have embarked upon hospital insurance plans. Some definite advantages
have accrued, but serious problems have also arisen, particularly with
| respect to finances. The Govermment of the Province of Nova Scotia
must consider its future policy in this respect with considerable
care.

There can be little argument against the desirability of
individual budgeting to cover the costs of illness or pooling the costs
through an insurance plan. This has many obvious advantages both to
the insured person and the institutions or individusls providing the
services. There is also no doubt that a portion of the population
cannot afford the premiums of an insurance plan. But how large this
proportion is may be subject to considersble argument. There are some who
would wish the Government to assume the major share of the cost of a com-
plete health insurance plan, and to {inance it through some form of taxation.
Others argue that a major portion of the population can now psy for hospital
and medical care and should continue to do so. The burden of such costs
wonldbolightonodmtthmughaoontrihxtminmmoophn.w
under a voluntary or governmental agency. An individual would
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pay no more on the average than at present but would be relieved of the
financisl catastrophe of a major illness.

No precise figures are at hand to settle this difference of
opinion as to how many persons need financial assistance from the govern-
ment to insure against the costs of health services. It is doubtful
whether any of the available figures on the incomes of wage-earners will
give a clear index of the proportion who can or cannot afford to pay
health insurance premiums. It depends not only upon the person's income
but also the size of the premium, the number of dependents for whom pro-
tection must be secured, the interest of the individual in providing
insurance protection of this type, and whether hospital insurance alone
or hospital and medical care insurance is to be provided. A considersble
proportion of the population might be able to afford a hospital insurance
premium of eighty-five cents a month per person or $1.75 per family, :
(Blue Cross rates) but might not be sble to pay an additional premium of
$1.50 to $5.50 for medical care insurance as well. (Maritime Medical Care
rates). Arguments that a large proportion of the population cannot affard
complete medical care do not necessarily apply when only hospital insurance
is under consideration, since this is less expensive.

It may be pointed out once again that seventy-five to eight per
cent of the population of Antigonish County are covered by hospital insw
ance under a voluntary plan, although this is not a region of high
economic status. In fact, it is one of the counties which had shown a
consistent drop in population from 1901 to 1941, largely for economic
reasons. The active interest of church organizations in hospital ins
and other forms of co-operative effort has had considerable effect in this
region. It, therefore, appears that, when local interest is stimulated, &
major portion of the pupulation can afford pre-paid hospital insurance.
Whether or not all of the remaining 20 to 25 per cent would require Gove:
ment aid is not known.

There is little doubt of the desirability of extending hospital
insurance coverage to a larger portion of the population of Nova Scotia.
In 1948 the total enrollment in the Maritime Hospital Service Associatic
(Blue Cross) was approximately 123,000 or somewhat less than 20 per cent
of the population. How much this could be extended without direct
government assistance it not known, but the Antigonish experience sugges!
interesting possibilitiea. Whether a government-sponsored compulsory
system will be necessary depends partly upon the success of the voluntm
agency in extending its coverage. However, it should be noted that the
Blue Cross Plan had rather wide coverage in British Columbia but it vas
still replaced by a compulsory government plan,

If a povernment~-financed system were introduced, replacing the
voluntary plans, a decision would be required as to the extent of direct
Government financial support and the amount to be collected in the form
of contributions, premium payments or direct taxes from the insured
individuals, their employers or both.
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The Commission on Hospital Care in the United States(l)
nded that insofar as possible, the maintenance of hospital

jervices should be a direct responsibility of the residents of the area
o use the facilities. It is believed that this is a sound policy.
Applying a similar principle, the government insurance plan should be
0 organized that the major portion of the operating budget of a
iocal hospital should be met by the premiums or tax contributions
of the citizens of that district. The contribution of the provincial
and/or Municipal Govermment should be sufficient to cover the costs
of caring for the indigents and also to reduce the total costs so that
the monthly or yearly premium or hospital tax would be at a level within

oh of the lower income groups. If a substantial Federal grant were
ded, it could be used to assist in this respect.

In estimating the total cost of such a hospital service and

the size of anmual premiums, past experience in this province can serve
a8 only a very rough guide. There is no casy way to estimate the
extent of the demandupon hospital services which would follow introduc~
tion of a government-supported plan or even a wide extension of the
loluntary insurance plans. The extent of un-met needs is not known,
and estimates have not proven very reliable in the past. Experience in
other provinces and in Great Britain show that there has been a very
‘large increase in the demand for hospital care and the initial budgets
prepared by their governments proved to be gross underestimates of the
sctual expenditures required. Nevertheless, these costs had to be met
‘or the services reduced below the level guaranteed by the plan.

In addition, the rapid increase in volume of services has
created a major problem in areas where sdequate hospital facilities
and persomnnel were not available. Planning must go forward to provide
‘these requirements or the introduction of an insurance system will
cause a deterioration rather than an improvement in the over-all hospi-
tal service. One of the major difficulties in Great Britain and in
the provinces which have introduced compulsory hospital insurance
plans, has been the crowding of hospitals with chronically i1l or
comnletely disabled long-staying mtients to the detriment of services
for the acutely ill. Ancther has been the inability to expand the
physical facilities rapidly enough to meet the demand. In addition,
a great under-estimate of the operating costs has in some instances
resulted in the allocation of funds meant for capital outlay in order
to cover the deficit in operating costs, leaving no budget for future
improvements or additions to the hospitals.

(1) Hospital Care in the United States, Cormission on Hospital Care,
Cormonwealth Fund, 1947.
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It is recommended, that the Government of the Province of lNova
Scotia should not introduce a hospital insurance plan until general
hospital facilities have been provided at least to the level suggested
in Tebles 18 to 26, nor until chronic disease hospitals and nursing
homes are provided, as suggested in preceding sections. Moreover,
trained personnel must be available to staff these additional institu-
tions in much greater numbers than at present. However, it is recommend-
edthatphnabemdotoproddeusoonupouibloboththephyaioal
facilities and the trained personnel with a view to reaching the minimum
standards necessary to institute a hospital insurance plan. These
facilities will be needed to provide adequate service whether or not an
{nsurance system is ever initiated. It is also believed that the
difficulties in organizing a compulsory hospital insurance plan can
be solved, but it is recommended that they be foreseen and worked out
before the insurance system is started, not aftervard.

During this period of development of the physical facilities
and training of persomnel, further intensive study should be directed
toward the need for a complete or partial hospital insurance plan, and
the method of paying for such, with a view to determing whether or not
it can be soundly financed by this Province, and if so, by what methods.
It is important not only to determine what portion of the total costs
should be bornme by the individual citizens and how these monies should
be collected; but alsowhat division should be made of the remaining
costs between Federal, Provincial and Municipal Governments. It is
believed that the figures which have been used in the past to estimate
Dominion-Provincial shares of an expanded health insurance plan have
been gross under-estimates.

JUCED | 22
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governments, which have introduced such an insurance plan, have not
made even a close aspproximation of the true costs in their initial
estimated budgets. They have then been faced with the embarrassment
of budgeting for two, three or more times this amount in the following
years, or, alternatively, they had to provide less effective services
than were promised to the insured persons.

As an example of the possibilities of under-estimation,
figures are quoted from the proposals made at the Dominion-Provincial
Conference in 1945. Hospital insurance was only one item of this
proposed program, but the under-estimation of costs for the whole pro=
gram apply to this as well as to other component parts.

At the Dominion-Provincial Conference in 1945 proposals were
made which were meant to put the provincial governments in a position
develop and administer a comprehensive health insurance program to be
introduced by progressive stages. The first stage included genersl
practitioner service, hospital care and diagnostic services.
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ter stages included other medical services (consultant, specialist,
‘surgical) nursing services, dental care, pharmaceuticals and laboratory
‘gervices(1). The total average cost of all of these services was
‘estimated at 250 million dollars or $21.60 per capita. This was some-
what less than the figure of $26.45 obtained from data collected by the

Dominion Bureau of Statistics in 1935 on the annual cost of illness in

, divided by the total adult population over 16 years(2).

The proposed federal contritutions towards the costs of such
a plan were:

(1) A basic grant of one-fifth of the estimated cost of each
gervice and

(41) One-half of the additional actual cost incurred by each
provincial government in providing each benefit, provided that the total
federal contribution did not exceed 60 per cent of the cost of each
service or a maximum of $12.96 per person when the complete program was
in operation. Federal aid for the first three years would be limited
to the amounts estimated. These would be altered after each three
years to conform with the average cost of each benefit.

These proposals are subject to several important eriticisms:

(1) The probable costs were apparently estimated from surveys
made in 1935 of the costs of illness - not the costs of services peeded,
| but those provided. This was s depression year, and any figures on the
volume of medical, nursing and hospital care would greatly under-estimate
the actual needs.

(44) The estimates did not take account of the tremendous in-
crease in the costs from 1935 to 1945 end did not allow for adjustment
of under-estimates until a period of three years would have elapeed.
Between 1935 and 1945 hospital costs per patient-day had already more
than doubled and by 1948 had trebled. In addition the volume of
gervices had greatly expanded. Costs of other services had also risen.

(141) The Federal contribution was fixed at $12.96 or 60
per cent of $21.60 per person. Hence, any miscalculations would be
paid for in full by the provinces. This placed the Federal Govern-
ment in a safe position to estimate its outlay for st least three years,
but the provincial governments would have been less fortunate.

(1) Health Keference Book, Dominion Bureau of Statistics, 1948.

(2) Taylor, M. G. - The Saskatchewan Hospital Services Flan,
PP =~ 7T1-72, 1949.
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If these proposals had been accepted by the Province of Nova
Scotia in 1945, and if it had been possible to initiate all phases of
the health insurance program within the next three years the situation
in 1948 would have been as follows:

For an estimated population of 635,000, a total tudget of
$13,716,000 would have been available for all of the proposed health
insurance programs. The share to be paid by the Federsl Government
would have been $8,229,600, and that paid by the Provincial Government
$5,486,400 plus any deficits. If the province had been able to
initiate only a hospital insurance program by 1948, the total budget
for the purpose would have been $2,921,000. This was based on a rate
of $4.60 per person per year(l). The Federal share of this would have
m ‘1,752,@-

Since there are no available figures to show the total costs
for medical, dental, mursing, pharmaceutical and other services in this
rovince for 1948, one cannot be certain how far the proposed budget of
£13,716.000 would have fallen below the actual costs. One can, however,
obtain some impression by using various methods of estimating the cost
of these services, and in the case of hospitalization accurate figures
are available. A close estimate of the expenditures for general
hospital care in Nova Scotia in 1948 was $4,597,381. The proposed
tudget for the hospital insurance plan would have been sufficient to
provide only 63.5 per cent of the services which were actually available
in this province in 1948. Since these services were considerably below
the desirable level, it is obvious that this budget would have fallen
far short of the requirements to cover a compulsory hospital insurance
plan. The Federal Government's contribution would have covered 38.1
per cent of this cost, rather than the estimated 60 per cent.

Several very valuable studies have been made in the United
States on the incidence of illness, the extent of medical and other
services, and the costs of various health programs. Some of these
studies reported the volume of service received by the group under
observation, and others attempted to estimate what services should have
been provided under ideal circumstances. Falk and his associates(2)
presented one such report on the volume of services received. Lee and
Jones(3) attempted to estimate the volume of service required. Table
36 presents some of their data as guoted by Sinai(4), and compares
their figures with those obtained during the present hospital survey.

(1) Health Reference Book, = Dominion Bureau of Statistics, 1948.

(2) rllk. Its- lm’ M.C. l.lﬂ sim, n. - IncidGRCO Of nlm“ “ m
Receipt and Costs of Medical Care Among Representative Families,
Chicago University, Press, 1933, (Committee on Costs of Medical
Care, Publication No. 26

(3 ) Lee, R.I., Jones, L.W. = The Fundamentals of Good Medical Care-
University of Chicage Press, 1933 (C.C.M.C. No. 22)

(L) sm’ '!. mr”n. 00"" mm, “-Io'mrmﬂion to Public
Health Economics-Teaching Series No.1l,1946,School of Public Health,
University of Michigan.
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More recently the experience of the Saskatchewan Hospital Services
Plan (1) has been of great value, and data from this province are
included for comparison.

It will be noted that the Nova Scotia figures relating to
hospitalization are considerably higher than those reported by Falk
and his associates. The Lee-Jones estimate of the number of cases
requiring hospital care per thousand population had also been
exceeded by 20 per cent in this province in 1948, although their
estimate was supposed to be based on adequate service to cover all

ts. However, the modern trend toward shorter hospitalisza~
tion made the number of days of hospital care in Nova Scotia lower
than the Lee-Jones estimate. It is believed that the Eastern Region
of Nova Scotia, with its longer experience under hospital insurance,
probably provides a more accurate estimate of the volume of services
under a government-sponsored hospital insurance plan. These figures
exceed the Lee-Jones estimate of requirements by more than 40 per cenl
It is probable that they would have been still higher under an insw
ance plan which provided complete coverage on a compulsory basis,
instead of the 75 to 80 per cent coverage which now exists in that
region. The experience of the Saskatchewan Plan would seem to
confirm this view. The number of patients was greater in that pro
than in the Eastern Region of Nova Scotia. However, the hospi at
of a larger number of chronically ill in the latter region resulted
a higher average stay in hospital, and a larger rate of patient-days
per 1000. In 1948 the average cost per patient-day in all Novs St
general hospitals, excluding tuberculosis units, was $7.67. If this
rate were applied to the Lee-Jones figure of 1385 patient-days per
thousand, the total hospital cost would be estimated at $6,745,000.
If, on the other hand, the experience in the Eastern Region provic
a better index of the number of patient-days per thousand populatic
the estimate of hospital costs would have been $9,850,000. It is
believed that the latter figure would not be an over-estimate of wha
a general hospital insurance system would cost within a few years afl
its inception in this province. The budget of $2,921,000 based on &
1945 proposals would have covered only 29.7 per cent of these costs,
and the Federal Government's share would have provided only 19.8 per
cent, instead of the 60 per cent that the province was led to peot

As further evidence that the proposed budget of $2,921,000
would have been inadequate, it may be pointed out that the
emium for Blue Cross Hospital Insurance is 85 cents a month or
10.20 per year for a single person, when paid by payroll deductic
If this rate were applied to the population figures of Nova Sco
it would provide a budget of $6,477,000. It is recognized,
course, that the premium rate for a family is less than that que

(1) Taylor, M.G. - The Saskatchewan Hospital Services Flan, 1949«
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above, but there are also some limitstions on the benefits provided by
this insurancs plan and it is based on ward accomodatlion. Expenditures
for all general hospitals might, therefore, be expected to exceed this
estimate of $6,477,000. Moreover, the costs per patient-dsy have con-
tinued to rise sinze 1948 and there is no indication that they have
reached their peak. Even the maximum estimate of $9,850,000 shown
above, might therefore prove tc be tco smell to meet the demands under
a compulsory hospital insurence plan. Provision would have to be made
for an expending budget if the costs of operation continued to rise.
Furthermore, it is emphasized that the estimates given above are based
upon general hospital care only. They do not include hospitalization
for the chronicslly 111 or for patients with tuberculosis or mental
diseases. A total hospital insurance coversge would, therefore, cost
more than the largest estimates mentioned above, and would far exceed
the amounts contemplated at the 1945 Dominion-Provincisl Conference.

It is not intendsd that the asbove comments should be presented
as argument against a hospital insurance plan, but rsther an argument
for recognizing how much this will cost ané for sound planning to meet
these expenditures. Although they would be large, they might not be
prohibitive. It might be possible for the province of Nova Scotia to
finance such = plan with assistance from the Federal government, and
with a special system of taxation or collection of premiums for the
majority of the population, who can afford-to pay. A plan based upon
a cost of 15 per person would provide a budget of more than $10,000,000.
At the present level of demand for hospital services and at the present
costs, this would probably be & minimum budget. If the Federal Govern-
ment provided substantial assistance, say 60 per cent, the premium rate
to cover the remainder would not be beyond the reach of most people
in this province. It would be approximately 50 cents per person per
month. With further assistance from the provincial government, even
if no more than equal to the present grants for gemeral hospitals, this
could be reduced still morea.

An honest presentation of the facts regarding the costs of
such an insurance plan is most desirsble. The initial budget must
boadoquat.otoprovidsnotonlyforindutemdc, but for a greatly
expanded service. Provision must also be made for further growth as
the demand increases and the costs rise. It would be unfair to sll
concerned if this subject wers pressnted in such a way thast = provineial
government would be committed to it, and would in turn commit its con-
stituents to it, under the impression that the costs would be low.
There might be little opportunity to withdraw when the truth becams
obvious that the costs might be anywhere from three to six times what
had been expected. Nothing can be gained by disregarding the facts
concerning the costs of such an insurance plan.

The above comments have dealt wholly with hospital insurance.
The proposals made at the 1945 Dominion=-Provincial Conference covered
an all-inclusive health insurance program. As already stated, a total
tudget of 313,716,000 would have been available in 1548 under this plan.
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Although only rough estimates can be made, 1t is interesting to calculate
what would have been the financial status of the province of lNova Scotia
if these proposals had been adopted and if a complete health insurance
program had been initiated within the three years 1945 to 1948.

Falk and his associates(l) reported that hospital services
comprised 13 per cent of the total expenditures for health services.
Physicians' services made up 39.8 per cent, dentlstry 18.5 per cent,
ndieinulZ-9p¢rmt,main¢8.1perocntmddlotbcrurvim
7.7 per cent. Costs of all of these services have risen since that
study was made but it 1s not known whether the rise has been propor-
tionate in all services. Hospitaliszation may now constitute a larger
proportion of the total costs. Other studies have estimated that
1t may make up 15 to 18 per cent of the total expenditures.

As already stated the anmual expenditures for general hospital
care in Nova Scotia in 1948 were $4,597,381. If this figure repre-
sented 13 per cent of the costs of all health services a total budget
of $35,364,469 per year would be required for a complete health
insurance plan. The Federal Government 's contribution under the 1945
proposals would have been $8,229,600. This would have provided only
23.3 per cent of the total cost, instead of the 60 per cent which the
Provincial Government would have expected to receive. The Province of
lmmthwmmunpﬂmtmnuluondolhnuinnhm
of a complete health insurance program in 1948 instead of the five and
a half million dollars for which it would have btudgeted under the 1945 |
proposals. Moreover, no increase in the Federal Government's alloca-
tionwouldhavehunudctmtnnthmyurperiodhdpund,thn |
is, until 1949. It is doubtful whether the Nova Scotia Government
could have afforded such an expensive three-year initiation into the
financing of a health insurance plan. Some may suggest that the
above statements exaggerate the total costs. This may be true ir
hospital costs constitute more than a 13 per cent proportion of the
total expenditures. Unfortunately there are no soccurate data avaii-
able to indisate what proportion should be allocated for hospital
services. However, if hospitalization ¢osts 18 per cenmt of the
total for all services, the estimated budget would still have been
$25,541,000, and the Federal contribution would have been only 32.2 1
per cent of the amount, instead of the 60 per cent which was - with
reservations - promised. 1

It might also be pointed out that these estimates vere based
on the anmual costs of operating general hospitals 1in Nova Scotia
in 1948 under the present system. These expenditures would certainly
Mnbonguatlyuooododuthntyaummmthirdmm
the initiation of a hospital expansion program and the introduction
of compulsory hospital insurance. Under such circumstances the total
budget for an all inclusive health insurance plan might well

(1) Falk, et al - op. cit.
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have been much more than the figure of thirty-seven millions.

It might also be emphasized that the two estimates quoted
sbove on the sosts of a health insurance program in Nova Scotla differ
bty $10,000,000 depending upon whether hospital services comprise 13 or
18 per cent of the total costs of all health services. It is not
known which of these figures should be used. In fact, it is not known whether
sither of them are applicable in Canada. The importance of obtaining
further data by surveys and other methods can hardly be emphasized too
strongly. Without such basic data we are courting financial disaster. It
is suggested that the present national morbidity survey would provide use-
ful data, and it might be wise to wait its results before making final plans.
However, this does not mean that no action can be teken in the interval.
Extenasion of physical facilities and training of personnel cen proceed.

Other calculations have been made which indicate that the above~
mentioned estimates of the costs of a health insurance program in Nova
Scotia are not too high. In fact they may be too low. As elready stated,
the costs of hospitalization were estimated at $6,745,000 using the Lee-
Jones figure of 1385 patient-days per thousand population. If nospitali-
zation constituted 13 to 18 per cent of a complste service, the annual
health insurance budget of Nova Scotia would be estimated at 37 to 52
million dollars. If the 9,850,000 dollar estimate, based on the exper-
ience of the Eastern Region of Nova Scotia, were used, the total cost of
a complete insurance program would lie between 55 and 75 millions per
year. Costs may also be estimated from studies of the expenditures for
professional medical services. Bradbury(l) estimated in 1937 that adequate
medical care for an average family of four would cost $170.96. Assuming
that the population of Nova Scotia is grouped into 156,250 such femilies,
the cost for professional services would be $26,712,526. As already
stated, Falk found that 39.8 per cent of the totsl costs were represented
by professional charges. Based on these figures a total health insurance
program of Nova Scotia would cost 67 millions per year.

It seems obvious from the above remarks that a total health
insurance plan would cost a great deal more than would have been provided
by the budget of $13,716,000 based on the 1945 proposals. It is also
obvious that there are a very few sound statistics upon which accurate
estimates of the costs can be based. It would seem to be an extremely
hazardous undertsking to embark upon a program whose budget might be
anywhere between 13 million and 75 million dollars, depending upon which
estimates one accepted. It would also seem highly desirable that the
collection of such important data should precede the inauguration of any
extensive insurance program under Government suspices. It 4s, therefore,
recommended that the Province of Nova Scotia meke no plans with respect
to health insurance programs, apart from hospital insurance, until the

(1) Bradbury, S. - The Cost of Adequate Medical Care - University of
Chicago Press, 1937.
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data obtained from the proposed National Morbidity survey are available
for careful and intensive study.

It is particularly important that both the public and the
Government should be aware of the fact that costs of health insurance
plans are likely to be very high. These are not necessarily arguments
against the development of such programs. It is possible that the
people of Nova Scotia are already expending amounts in this neighbour-
hood, if one could obtain accurate figures on the amounts spent,
including the cost of drugs for self-medication as well as money
spent for medical, nursing, hospital, dental, and other health services.
If so, an insurance plan might spread the costs more evenly and improve
the services. If, however, there is a need for am extension of hospital
and medical services, mconey must be found to pay for them. Any attempt
to spread the present services too widely without adequate provision
for all necessary increases in physical facilities and personnel, and
in money to pay for them, would undoubtedly lead to deterioration
of the services.

Problems relating to the organization and administration of
insurance plans will not be discussed. These are just as important
as the financial problems, or perhaps more so, However, the financial
situation must be clarified before the Provincial Government will be in
@ position even to consider whether any forms of health insurance
could be undertaken. If it seems practicable and desirable, to under-
take a system of compulsory hospital insurance, or a more extensive
insurance to cover costs of medical, nursing, dentel and other services,
consideration can then be directed to the important problems of organi-
pation and administration. Many of these are of vital importance
involving the relation of a govermment-financed insurance plan to the
individuals and institutions providing the services. They will require
careful and co-operative study on the part of all concerned if and
when the financial soundness of health insurance plans are decided

upon.
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10, %__HOSPITALS FOR TUFERCULOSIS AND )ENTAL DISEASES

In Nova Scotia the treatment of pulmonary tuberculosis is
financed largely by the Provincial Government, vhich operates three

senitoria and provides financial
hospital and to six tuberculosis units associated

assistance to one other tuberculosis
with general hospitals.

Table 37 shows the location snd capacity of these hospitals and units.

Patients

Bed Cared for m
Fq_ggu& Location Capacity 1948
IN. . Sanitorium Kentville 398 612 [132,949
lalifex Tuberculosis |  Halifax 135 285 | 41,531
Poaom Shelburne 110 194 32,858
[rom. Edward Sydney,

Cape Breton 200 Opened 1949

-
Glace Bay General Glace Bay 48 m 13,339
Highland View Amherst 17 A 4,967
5t.. Joseph's Glace Bay 48 110 16,219
[St. Martha's Antigonish 60 115 14,721
St. Mary's Inverness 10 28 2,437
Sydney City Sydney 43 89 15,307
Eot.nl 869 1591 274,328
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The Nova Scotia Sanitorium, established in 1904, is the oldest
tuberculosis hospital in the province. It is situated on a large property
Just cutside the town of Kentville. It consists of a group of pavilions,
two centrally located infirmaries, and other buildings for staff, kitchen
and dining services, recreation, library, etc. The pavilions are wooden
two-storey buildings with sunporches, and vary in capacity from 28 to 57
beds. The old infirmary is also a wooden structure with a capacity of 90
beds. It was built in 1918 and has serious fire hassrds. The new
Infirmary, built in 1932, is of cement and tile. It has a capacity of 94
beds, and houses also the x-ray department, laboratory, administrative
offices and operating rooms.

This hospital is the chief center for the treatment of tubercu-
losis by major surgical methods. Members of its surgical staff also visit
the other two provineial sanitoria on several occasions each year to do
some major surgery. The hospital has a full-time medical staff of five
and three part~time visiting specialists.

Plans are being made for the building of a 100-bed residence
for nurses and other steff, and a new 200-bed infirmary. With these addi-
tions, and the removal of patients from the old infirmary, this hospital
will have a very satisfactory set-up for the treatment of tuberculosis.

The Halifax Tuberculosis hospital is well-located in assocliation
with most of the other hospitals of the city in what might be called the
"hospital center®. It is a brick building. Part of it, constructed in
1921, contains 56 beds, the x~-ray, surgical and administrative departments.
A new addition, constructed in 1946, has a bed capacity of 69. As already
described, this hospitsl receives a grant from the Provincial Government,
but the major share of the cost is borne by the City of Halifax. The
hospital serves only the city. In view of the large population in the
suburba and the town of Dartmouth, it would be preferable to have this
hospital serve a larger area. The Tuberculosis Control Division of the
City Health Department 4is also centered in the hospital, and its services
might also be more effective if it covered the whole Metropolitan area.
There is a full-time medical staff of three.

Roseway Hospital in Shelburne has a general hospital unit of
40 beds in addition to the tuberculosis unit of 110 beds. It is located
in a large one-storey wooden building, which was constructed as a jolnt
avy and Army Hospital during World War II. Additional military buildings
are used as staff residences. There is a full-time medical staff of two.

Point Edward Hospital was opened in 1949. It occupies a former
Navy Hospital at Point Edward, about 16 miles from Sydney. The
are very satisfactory for use as a Tuberculosis Sanitorium. There is a
full-time medical staff of two.

The Tuberculosis units are in annexes or wings comnected with
the six general hospitals menticned in the preceding table. These build-
ings were constructed by the Provincial Government anu ownership trans
to the local hospital board with the provision that the buildings be used
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only for tuborculosis patients. As the facilities in the provinclal
hospitals have incronsed, the need for the smaller tuberculosis
units hss declined. Patiente nre also asid to prefer the sanitoria.
In these units thers are no full-time medical staff members, but
one of the practiticmers of the general hospital staff is in

cherge of the tuberculosis treatment on a part-time basis.

Further details concerning the tuberculosis hospitals,
and estimates of the future bed requirements are presented in the
section on Tuberculosis Control of the Heslth Survey Report.

There 1s only one active treatment hospital for mental
disessss 1n the province, the Nova Scotia Hospital at Woodside, near
Dartmouth. This hospital has a capacity of A50 beds. There are
also r number of county homes or hospitels to which the "harmleas

insane" may be committed. These do not have facilities for psychlatric

or other forms of treatment. A description of the mentel hospitel
set-up is conteined in the section on Mental Hygiene of the Health

s‘m" Ropm-



1T30: GENERAL RECOMMENDATICHS

A study has been made of the chief recormmendations of the
Commission on Hospital Care in the United States(l) and those which
appear applicable to the situation in lova Scctia are presented below
with comments:

Patient-Service

(1) ™"General hospitals should provide the essential services
necessary for adequate treatment of patients who are admitted for care”.

A system of hospital grading and inspection should define, at
least in general terms, what these requirements are, and make it the
responsibility of the commmnity or district hospital to transfer patients
to regional hospitals if the essentisl services are not available for
their care.

(2) "General hospitals should assume responsibility for con=
tinuously improving their service through the addition of more efficient
equipment and the adoption of those newly developed techniques whose
value has been established, to the end that the most effective and com-
prehensive service possible will be assured all patients".

It is also proposed that an integrated hospital program in
Nova Scotia should provide the smaller district and community hospitals
with visiting consultants from the provincial or regional hospitals at
regular intervals to assist in the introduction of new techniques and
in the solution of other problems.

It is recommended that financial assistance should be given
to assist a hospital in the costs of major egquipment, and in moderniza-
tion of old buildings and equipment, as well as in the cepital costs of
nev buildings, as now provided under the Federal and Provincial Hospital
Construction Grants. However, in smaller hospitels assistance should
not be provided for installation of expsnsive squipment for x-ray, major
surgery, physiotherapy, etc., unless there is a sufficient volume of
vork to wsrrant it, and qualified personrel to provide the service.

(3) "General hospitals, whenever practicable, should provide
for the care of communicable diseases and certain types of cases of
tuberculosis, nervous and mentsl diseases, chronic diseases and con-
valescent patients, as vell as for acute illness and injuries".

LY
(1) Hospitel Care in the United States, The Commonwealth Fund, 1947
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In some instances special hospitals are desirable, but in most
of Nova Scotia the general hospitals should be equipped to deal with all
types of cases becsuse the golume of work in any speciel field is too
small to varrant the maintenance of a separate institution.

Provision for the care of communicable dissases is very inade-
quate in most Nova Scotia Hospitals. None of the 10 community hospitals
have any facilities for such patients; 4 of the 16 hospitals with 20 to
49 beds have a total of only 6 beds in separate communicable disease
units. The remaining 12 hospitals have none. 1 of the 5 hospitals of
50 to 99 beds has a 2-bed communicable disease unit. The rest have nome.
Only 2 of the 6 hospitals of over 100 beds have provision for such cases.
A total of 7 hospitals have 18 beds for commnicable diseases; thirty
hospitals have none. The Halifax Infectious Disease Hospital is the
only special institution for this type of case. Its bed capacity is
almost sufficient for the whole mainland portion of the irovince at the
rate of 1 bed per 10,000 population. However, it would be preferable
to have a separate unit in at least each of the regional hospitals to
avold movement of patients for long distances, and to use the Halifax
Hospital for other purpcses. The facilities for the control of communi-
cable disecases in children 's wards and pediatric hospitals in this
province are particularly poor, and many members both of the medical
and nursing staff also require oducation in modern commmmicable disease
techniques. Infection of an 111 child with a second disease while in
hospital should not be parmitted to occur, but it does.

Provisicn for the care of nervous and mental disease in general
hospitals are almost non-existent except in the Victoria General.
Facilities for these patients and for chronic and convalescent patients
should be provided in separate sections of a general hospital. It is
not recommended that the patients be mixed indiscriminately, but
separated according to services, as medicine, surgery and obstetrics
now are.

o2
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and convalescents. It 1s also recommended that at least one isolation
room be available in each distriet and commmnity hospital, and that
this be one item of the minimum facilities required to qualify for a
per diem grant.

(4) ™An integrated program should be established between
general hospitals, tuberculosis sanatoris, nervous and mental disease
hospitals and institutions for chronic and convalescent patients to the
end that the scientific equipment and professional personnel in the
general hospital may be used to assist in the treatment of patients in
those institutions®.

It is worth pointing out that the advantages of this co-
operation work both ways in Nova Scotia and the general hospital gains
as much as it gives in such an integrated system. It is also worth



noting that co-operation has been very close in the past. Many hospitals
make use of consultant and radiological services in the nearest Tubercu-
losis Sanitorium, and these hospitals employ specialists in other fields
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ings. This will tend to avold a deterioration in the services of such
institutions and will provide a staff with a wider range of interests and
training.

Most of the tuberculosis hospitals in the province are now
separate, but as much integration of services and staff as possible
should be employed between them and the nearest general hospitals.
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communicable diseagses, which can best be cared for in a general hospital.
The use of general operation rooms for surgery on a patient with open
tuberculosis is no more dangerous than for those with streptococcal
infections, probably much less. Both the medical and nursing staff of
any peneral hospital should have sufficient training in communicable
disease technique, to handle such problems. A unit should be available
for such patients until trensfer to a sanatorium if possible.

(5) "General hospitals should coordinate their efforts with
those of other community agencies concerned with the prevention and
trestment of disease and, when conditions permit, the general hospital
should serve as the focal point through which the health service of
the community is integrated".

This is a recommendation which, if fully implemented, would
result in a great advance in the service of hospitals to their corrmni-
ties and a great advance in preventive medicine. It is most regrettable
thst ten community hospitals have been constructed within the last five
years with facilities only for the care of the sick. These should be
commnity health and medical care centers, with the office of the publie
health nurse located here, offices of the doctor and dentist, and clinie
facilities for a fully integrated program of both curative and preventive
medicine.

It is recommended that every new general hospital provide
space for preventive services including out-patient clinics for immuni-
zations, pre-natal care, well-baby clinics, etc. and where local condi-
tions permit, provide also for the offices, and examing rooms of
physicians and dentists. The separation of clinical and preventive
services has gone too far in recent years and the time is ripe for an
integration of these services, giving back to the general practitioner .
and clinical specialist a greater respomsibility for prevention of illness.
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In addition, keth the recuirements of economy and improved quality of
service require group practics of several physicians, and the ideal
physical arrangement would be tc have offices located in the hospital
building or an annex or wing of it, where equipment, technical services
and consultetion services would be readily available. Authorities
responsible for construction of the new cottage hospital at Sheet
Harbor with this modern set-up are to be highly commended.

The hospitel wes once regarded as an institution to which
the sick were removed to die. That attitude has fortunately been ocut-
grown. The presently accepted attitude that a hospital is sclely for
the care of the sick is alsc out-moded. The services must be expanded
to provide for the potentially 111 and the well person, in the same
manner as the scope of practice of the family physician is expanding.
There are sound economic as well as medical and social reassons for
expanding the out-patient and group practice facilities of the hospitals.
Costs of in-patient care are becoming so high that it is increasingly
important to provide for the care of as many patients as possible on an
out-patient basis. The recent successful experiment with "day patient®
services in psychiastric hospitals are a similar development in the
field of mental hospital care.

(6) "Hospitals should participate in community-wide educa-
tional programs; thereby assisting the public to obtain a full under-
standing to the importance and methods of maintaining a high level of
health".

An unusual opportunity for heslth education in respect to
personal hygiene, nutrition and many other aspects of health are
missed by hoapital personnel whose attention is focussed solely on ths
immediate problems of the i1l patient.

(7) "The Boards of Management of voluntary hospitals should
be composed of members who are broadly representative of the publie".

This practice is followed in most veluntary hospitals in
Nova Scotia, although a few are,in effsot, self-perpetusting organiza-
tions.

(8) "Hospitals cpersted by provincial, county or municipal
governmental units should be conducted under the supervision of or
have the advice and counsel of boards broadly representative of the

]mblic' .

In Nova Scotia 18 general hospitals are owned by voluntary
organizations in the commmity or district, 8 by local govermment bodies
(eity, town or municipality), 9 by church organizations or orders, 3 by
associations of industrial workers and Z by the provincilal government.
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In 1948 seven of the hospitals owned by the local voluntary organizations
and one of the church-owned hospitals were operated by the Nova Scotia
Division of the Red Cross Society. Since that time 5 other hospitals
have been opened under mansgement of this organization.

The provincial government hospital at Halifax has a Board of
Trustees named by the Government but selected from non-govermmental per-
sonnel. Roseway Hospital at Shelburne has an advisory board but manage~
ment is under the Department of Health. These provincial hospitals, there-
fore, conform to the above recommendations.

The eight towms or cities which operate general or special
hospitals have a Board appointed by the town council largely from its
own membership. A few also have one citizen appointed by the mayor, but
the Board is composed almost wholly of town councillors. It is said that
this type of Board takes more interest in the hospital finances than in
the quality of service. Changes of board membership are frequent and
make it difficult for the members to obtain much knowledge of the principles
of hospital operation during their term of office. In addition, the other
extensive calls upon their time in operation of the town government limit
the attention which they can give to hospital planning and supervision.
Several hospital superintendents and other interested persons also
reported a marked decrease in the interest of voluntary agencies and of
the community as a whole when voluntary hospitals were transferred to
the management of the local government. Under these circumstances the
town council has a right to retain control of financial matters relating
to the hospital, but it would seem preferable to have an advisory board
representative of the interested citizens of the town, and perhaps also
the surrounding communities, to maintain general oversight of the hospital
administration and policy, and to foster good public relations. Financial
matters could still be subject to approval of a committee of the town
council. Appointment of the whole Board or most of it from the Town
Council is not recommended. A broadened base of authority and responsi-
bility would go far toward awakening public interest and participation.

(9) *Church organizations should appoint boards of representa-
tive citizens to advise the over-all management authorities and the
hospital administrator concerning the needs of the community and to
assist in the development of public relations".

Most church hospitals in Nova Scotia have such a board, and
the administrative authorities report favorably on the improvement in
public relations and in hospital service to the community.

t Service - Th at
(1) "Full authority and responsibility for the administration

of the hospital should be vested in a single administrative officer in
each hospital”.
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Nominally this 18 the practice in Nova Scotis hospitals, but
in fact there are a few where the Board of Management and its various
committees coxercise an undesirable degree of day-to-day supervision
over the details of administration and operation. Instead of determ-
ining policy, arranging finances, and maintaining supervision over
the administration within certain general terms of reference, they
interfere in deta!led management and persomnel problems. One hospital,
where this condition was particularly obvious at the time of the survey,
d1d not appear to have benefited from such an arrengement. Hospital
administration has become a highly speclalized fleld of endeavor, and
the administrators' day-to-day sctivities should be subject only to
policy decisions und general supsrvision by the Board. Constant
detailsd inapaction, supervision or participation in routine duties
frequently make for less rather than greater offlcisncy in the hospital®.

(11) "In the selection of the chief executive, emphasis should
be placed upon 2i= particular qualifications for the  osition".

In Nova Scotia the two weneral hosp!tals of the srovincial
sovernment (one assoclated with a Tuberculosis Sanitorium) have
nodical administrators. Two others had, at the time of survey, a
male administrative officer, one qualifiad !n hospitel aduinistration.
Most of the church hospitsls had nurses es superintend:nts who were
also trained In ho:scital o'rinistration. Tue remslnisg hoapitals
had a rogistered nurse as =ujorintendent, many of »honm un had consid-
erstle practisal ezperience hut ro formel iraining fa hoacitsl
administration.

The yositisn of administrator !n a hospital is no longer one
that cen be filled by an untra‘ned, ine: crienced indi!vldual. Like-
vise, =n erccitive from ansthor 7ield, 'r a ‘orson trzined in the
profea-lons of wedicine or nursing, cannot occupy the post satisfactorily
until full knowladge of the functions and complexities of the organiza-
tion has been gaired.

Thers appears to be a need for more trained hospltal adminis~-
trators particularly in the larger regional hospitals in Nova Scotia,
and there is a definite place for frequ-nt "work-shops" or "refresher
courses"for the suverintendents of the m:ller hosr!trla. One such
course was orzunized in 1943 by the Maritin: Hospit.l As-ociation in
so-operation with the Victoria Gencral Hospital.

Organdzation ¥or S_rvice = 'lcicul Stall
(12) "Thercshould be a formal odleal asteff orgunizstion
in all Lospitals".

This is ths practlcs 1 25 of s Ju genersl hospltals with
more than 20 beds. Tne cotture hoepitnls usnally hava no more than
two medical staf{ members and heve no forusl organi:zation. The activity
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of the medical staff in improving the hospital services varies consider-
ably from hospital to hospital. Some are very active, and a few have only
a nominal organization which meets only at rare intervals. Most of the
25 have monthly meetings and a few weekly. The quality of hospital care
is dependent upon the competence and effectiveness of those members of
the medical profession who work in the institutiom. A formal organization
of the medical staff is considered an essential requirement for the main-
tenance and conduct of efficient professional service in a hospital.

A unified co-operative staff can as a unit accomplish more than the
individual members each working as an individualist.

(13) "The medical staff should prescribe and enforce standards
for membership".

This is only a nominal precedure in a considerable number of
hospitals in Nova Scotia and every practitiomer in the area is admitted
to the staff. Twelve of the 30 hospitals of more than 20 beds are said
to have an "open" staff although nine of these have provision in their
by-laws requiring approval by the medical staff and Board. If, as is
usually the case, the new practitioner is a graduate of a recognized
university, has & license to practice in the province, and his record
as a practitioner is acceptabls, it is desirable that he should be
accepted as a staff member of the community and district hospitals with
a minimum of "red-tape". However, it is recommended that he be
appointed only on a provisional associate basis. His technical and
professional ability and judgement should be proven acceptable to the
rest of the medical staff before he be allowed to do major work without
supervision. This probationary period should be at least one year in
all cases, and unless the associate has had post-graduate training in
one of the speclalties, it should be at least 3 years before he be per=-
mitted the privilege of doing major surgery or operative obstetrics,
except with the assistance of a senior member who is experienced in this
field. Similar supervision of his major medical cases should be re-
quired with the assistance of a senior physician. These regulations
should be more strictly enforced than at present in many hospitals
vhere they are nominally "on the books" already. It is undoubtedly
the responsibility of the medical staff to advise the Board concerning
medical staff appointments and other standards of conduct. It is not |
an easy responsibility and may involve difficult and unpopular decisioms.
However, the medical staff would certainly not wish to sllocate this
responsibility to any other group or individual and the alternative is
to exercise the responsibility without fear or favor.

(14) "The medical staff should adopt rules and regulations
governing the conduct of professional service™.

Ten of the 30 hospitals with more than 20 beds have no written
constitution or by-laws. Twenty have adopted the standards proposed
by the American College of Surgeons or of similar type, but a few of
these need revision because they are out-dated.
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It is fully recognized that matters pertaining to the quality
of professional service are delicate subjects, and ones in which the
medical members of hospital staffs would not wish to see any "outside
interference®”. If a system of government inspection were instituted
as a part of a hospital grading system or an integrated hospltal
program, or as a part of the operation of a tax-supported compulsory
hospital insurance program, is

A
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medical commit might be a separate body or a part of a Provincial
Advisory Council which would adviss the Director and would include
other non-medical members.

(15) "The medical staff should maintain vigilant supervision
and continuing evaluation of the quality of medical care in the hospitals®.

Several hospitals provide an outline of monthly statistics
for consideration of the medical staff at its regular meetings. A
review of serious cases and of all deaths occurring within the month
also provide a useful method of evaluation. However, this must be
more than a mere formality if it is to have any value. It is suggested
that an annual review of the frequency of certain types of surgical
and other therapeutic procedures and comparision with generally accepted
average "standards" or with hospitals of similar size in the province
might also be revealing. This method is little used at present. For
example, two general hospitals of similar size in Nova Scotia had
stillbirth rates of 9.7 and 31.4 per thousand births in 1948. The
high rate in the second hosplital should stimulate the medical staff
to investigate the reasmms. Similarly in 1948 ons reglonal hospital
had 39 Caesarian sections in 774 births wvhile the chief provincial
maternity hospital had 39 in 1969 births. An occurrence of a major
operative procedure more than twice as often in one hospital than
another should be worthy of consideration by the medicel staff.

(16) "Definite lialson arrangements should be mads among
the managing board, the administrator, and the medical staff for
the discussion of professional affairs and the establishment of
administrative and professional relationships".

In Nova Scotia this is done in various ways. Some medical
staffs have a represantative appointed to the Board, othsrs have a
liaison committee to the Board and administrator. A few have no
formal arrangement by which the medical staff can voice ite opinion
at the policy making level. On the other hand, a few hospitals
have a member of the medical staff as President of the Board.
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This may be advantageous in some respects, but it makes for difficulty
if there is any difference of opinion between the administrator and the
medical staff. A liaison Committee seems the most satisfactory set-up.

The aim of professional standards should be to provide a
system under which competent physicians should not be excluded from
practice in individual hospitals, particularly when one institution
servea the entire comminity. However, developwents in the special
fields of medicine and surgery preclude the individual physician's
competence in all fields. Limitations of professional activity should,
therefore, be within fields in which the staff member has no special train-
ing or experience. Restriction of service in this mammer, or supervision
and training of junior staff members by the seniors, is essential to the
maintenance of a high standard of service in the hospital and is in the
best interests of the patient, end in the long view of the physician

oOne
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(17) "A dental service should be established whenever
competent dentists are available and willing to practice in the
hoapital®.

Hospitals for chronic diseases, tuberculosis and mental
diseases should have a system for providing dental care for long-term
patients. This may be done on a fee-for-service basis for those who
can pay, but the hospital should provide the service free for those who
cannot afford it.

(18) "Dental examinations, directed toward the discovery and
diagnosis of dental and oral infactions which may be related to systemic
disease, should be made of all patients admitted to general hospitals
except when the physician in charge pronounces this procedure unnecessary

or impractical".

It would be difficult to provide a complete service for dental
treatmant for all general hospitals in Nova Scotia within the near future
because of the shortage of dentists, and it is not considered desirable
since most acutely ill patients should not be subjected to additionsal
treatment procedures. However, the regional and provincial hospitals
and as many district hospitals as possible, should have a dental con-
sultation service, which may be expanded to include the routine check
of all admissions as personnel become available. A dental examination
may be an essential part of a complete physical investigation in many
instances, and a hospital should at least provide this minimum.
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Decause of the difficulty of cbiaining full-time dental
services in a limited field such as school dentistry, it is recommended
that hospital dental services and school dental scrvices be integrated.
Dentists would then devote thoir time to children's dental services in
the spring and summer months when travel is easiest, ard would serve
in the chronic disesse nospitals, tuberculosis hospitels, etc., during
the winter months, vhere they would have expericnce in a wider range
of procedures.

(19) "The dental service in a hospital should include ordinary
posthetic dentsl procedures only when patients are in long residence.
Its primary objective should be the elimination of dental infections,
especislly those bearing & relation to systemic cisease. The surgical
measures that are undertaken should be linited tc those procedures upon
which surgical and dentcl staffs agree”.

(20) "The chief of the dental service preferably should be
a person trained in genersl surgical techniques and competent as an
oral surgeon. The service should be so organized and controlled that
only members of the staff who are of proven competence are permitted
to perform surgical procedures".

Orgenization of Service - Personnel Policies

Policies with respect to personnel vary greatly from hospital
to hospital. Some have no settled policy on salary scales, duties,
administrative responsitilities, etc. It is emphasized by modern
authorities that definite personnel policies play an irportsnt pert in
administrative efficiency and staff relations and, therefore, have much
to do with improved service within the hospital. It is suggested that
the following rules form the basis of a nospital's personnel policies.The
adoption of standard personnel practices, preferably in written form,
and with the knowledge of the employses tends towards more efficient
administration, a smaller turn-over of stuff and improved cslibre of
service.

(21) "Qualified personnel should be selscted by classifica-
cation of the jobs to be performed, and appointment should be made on
the btesis of the individual's ability to perform the tesks Involved.

In the selection of qualified personnel, co-operation should be devsloped
with the various professional, counsellin; and placement aencies in
the community”.

(22) "The duties and responsibilities of escn employee
should be clearly defined. Conditicns of employment should be form-
ulated and made known to the member: of the stuff.

(23) ™iorking relationships should be set up between the
professional, administrative, and other departments of the institution".
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(24) ™A continuous program of orientation and in-service
education should be maintained".

(25) "Adequate supervision and measures for evaluating indivi-
dual and departmentel performance should be provided".

(26) "Acceptuble working and living conditions should be
maintained. Hours, salaries, vacations, and leaves of absence should
be established in accordance with accepted standards in the community".

(27) "Personsl sdvancement should be encoursaged by opportunities
for further study and experience".

(28) "An effective system of records and reports covering
employee performance should be mainteined".

(29) "The professional, technical, and service staffs of
the hospital should be organized in such manner as to ensure sufficient
and competent care of all patients".

(30) "Authority and responsibility for the conduct of the
institution should be centralized in the administrator of the hospital
with a direct line of authority from the administrator through the
directors of various professional and non-professional services to
the members of the staffs of those departments”.

(31) "Authority commensurate with the responsibility vested
in their positions should be delegated to heads of departments, and
of ficial channels of communication should be estsblished between the
central authority and the department heads, between the various depart=-
ments, and within the departments themselves".

(32) "The ethicsl responsibility of the professional and
service staffs should be defined in relation to the institution, the
patient, and the medical profession".

(33) "Professional and social relationships should be fostered
between the staff and community organizations and facilities".

(34) "Policies should be established for promotion end trans-
fer of employees”.

Under an integrated hospitel plan this should eventually
be developed into a system by which highly qualified or promising
employees could transfer to posts of greater authority and opportunity
in larger hospitals. This is an obvious advantege which the hospitals
operated by religious orders now have over the independent hospitals.
A promising worker can be promoted not only within one nospital but within
the group of hospitals.
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(35) 'An adequate health service should be maintained for
all employees".

Preventive medical service for the staffs of Nova Scotla
hospitals could stand some improvement. The hospitals should set a
good example to their communities in this regard. Student nurses
are better cared for in this respect than any other category of hospi-
tal personnel, but even they are subjected to unnecessary risk in some
institutions.

Of 14 hospitals with schools of nursing 11 require a physical
examination on adnmission to training; 14 require a chest x-ray on
admission; 4 require an annual physical examination; 4 require chest
x-rays at 3 months interval, 6 at 6 months interval, 3 at yearly
intervals and one "as required"; 8 have a serological test for syphilis
made on admission; 13 require immunization against smallpox and diptheria,
10 against scarlet fever, 12 against typhold, 4 against tuberculosis;

12 require tuberculin tests. All give free hospital and modical care for
a student murse who becomes ill.

Services of a preventive nature are much lesr common for the
graduate nurse. Of 27 hospitals with more than 20 beds, 23 have chest
x-rays on their graduate nurses on appointment. Only 2 have periodic
x-rays at 3 months interval, 13 have them every 6 months, and 8 only
once a year. Graduate nurses have no routine re-checks for immunity or
re-immunizations in any of the hospitals. Immunity conferred by the
procedures carried out at the time of admission to training is not
permanent, and routine booster doses, Schick tests, tuberculin tests,
etc. should be a part of the protective program. Auxiliary nursing
personnel have chest x-rays on appointment in 20 hospitals and routine
re-checks in 19, but no immunizations. Kitchen staff and other helpers
have chest x-rays on sppointment and at regular intervals in 22 of the
27 hospitals, but no other protective procedures. Food handlers are
checked for typhoid carriers in only one single hospital. There are
also three hospitals which use unpasteurized milk or cream.

Reports indicate a high incidence of tuberculosis in student
nurses in general hospitals.(l) These result from contact with
undiagnosed cases or from lack of care in handling known cases. Routine
x-ray of all patients admitted to general hospitals, and training of
all nurses in commmnicable disease technique are as important a part
of the preventive service as routine x-rays, immunizations, etc. of
the murses themselves. Only 8 hospitals have routine chest x-rays of
most patients admitted, and 8 nursing schools have affiliate or other
training in tuberculosis or acute commnicable diseases.

(1) *"Hazards of Tuberculosis in the General Hospital" - Stewart, C.B.
“ Becmth' C-J-“. e c‘no Jo P‘lblic ue’-llth. Dﬁc. 19‘9.
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In addition other hospital personnel who have contact with
patients or articles contaminated by them require the same preventive
services for their protection as the nurses. Preventive procedures for
the protection of the hospital community from infection by other staff
members should also be employed, such as examination of food handlers.

Preventive medicine 1s too big a service and too important to
be left,as it has been in most institutions, with no responsible person
in charge. At least the provincial and regional hospitals should have an
active staff member responsible for preventive services with adequate
assistance from the nursing and record departments to maintain constant
control over the situation.

Education- Hospitel Administration

(36) "administrative internships should be developed in
vell-organized hospitals which offer broad programs of service and
should be conducted unier the immediate direction of competent adminis-
trators".

Such training can be arranged at the Victoria General Hospital
at present but is not made use of to any great degree.

(37) "Boards of trustees should afford opportunities to the
administrator and also to his assistants and department heads through
which they can improve their qualifications for the positions they occupy®.

Action has alreedy been taken by the Maritime Hospital Associa-
tion to develop such a program of training, as has already been mentioned.
However, it is believed that a period of training lasting longer than these
ghort courses would be desirable.

Educatdon - Medicine

(38) "Affiliations should be established between medical colleges
and hospitals which would provide for the establishment of educational
programs for residents in the latter. Such programs should be supervised
by appropriate members of the sponsoring medical schools".

Undergraduate interneships are now provided in some hospitals
through affiliation with the Victoria General Hospital or the St. John
General Hospital in their rotation of Fifth Year students of Dalhousie
University. During the survey suthorities of other hospitals expressed
& keen desire to participate in this program. However, the reason most
frequently given was the desire to use the interne to keep up the clinical
records of the institution. This activity is not recognized today as
sufficient training for a physician. The hospitals must provide a well~
planned snd broad training program for the student in return for receiving
certain services. Unlike many other Universities in Canada and the U.S.A.
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Dalhousie retains control of the final ysar interneship, and will not
permit a atudent to qualify in non-agproved hospitals. Resident educa-
tion is at present largely under the supervision and administration of
the hoapitals which are qualified to give post-graduate training in the
specialtiss. These hospitals are the Victorlas General, Halifax Tuber-
culosis, Children's Hospital, and Grace Maternity Hoapitel, all located
in Halifax. In order to ste t ams
L 3 -~ r E - anded e

vould do much tomiae thelovel ofpmtioo thronghout. the province
and would be well-worth the financisl outlsy involved. Specialists
underteking such out-of-town work should receive commensurate financial

recompense.

(29) "Regular medical staff conferences should be held in all
hospitals. Attendance of staff members should be required. Conference
programs of varied content should be carefully planned. They should
regularly include a careful and eritical audit of the medical work in
the institutions®™. The importance of this has already been emphasized.

(40) "Arrangements should be made between groups of hospitals
for the conduct of conferences and educational programs for the benefit
of those staff members who represent the special fields in medicine”.

This could be arranged on a regional basis, and should be one
of the responsibilities of a Regional Committee- which will be dis-
cussed in a later section.

(41) "The faculties of medical colleges should be augmented
so that they cen provide consultants and instructors who would be
available to the staffs of hospitals, particularly in the smaller communi-
ties and rural aress, for the conduct of clinics and the informal dis-
cussion of professional affairs".

Delhousie University has the only Faculty of Medicine in this
province and in the Maritimes. This Faculty now receives considerabls
assistance from Governments of the four provinces, but the amount is
much less than the total cost of operation of the Faculty and i1s on an
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insecure year-to-year basis. The support of the Medical and Dental
Faculties of this University on an sdequate and permanent basis is a
basic requirement in the provision of training professional personnel
in this area.

(42) "The medical colleges should conduct at frequent inter-
vals short review or refresher courses in general medicine and surgery
as vell as in the special fields".

The Dalhousie Refresher Course has been conducted anmually
for some years and serves a useful function in this regard.

(43) "Rural physicians and nurses should alsc be encouraged
and helped financially to take "sabbatical leaves" for purposes of
post-graduate education and resident experience in larger hospitals".

(44) "Dental internshipes and residencies should be establish-
ed in large hospitals in which adequate educational programs can be
developed under competent guidance and supervision".

It is recommended that a system of graduate interneships be
provided in the combined School and Institutional Dental Service as they
are developed. Undergraduate training facilities in the clinical years
should also include experience in dealing with dsntal problems of i1l
patients in hospitals.

Educatdon, Technical Staff

(45) "Hospitals which have facilities for training technical
personnel and which can meet the prescribed standards for the various
special training programs should establish and conduct such educational
courses” .

Courses for x-ray technicians are now being given in six of the
eight hospitals, where there is & radiologist. Five Hospitals and the
Provincial Pathology Laboratory also train laboratory technicians. A
total of 9}3 laboratory technicians and 15 x-ray technicians were in train-
ing in 1948.

Education - Service Staff

(46) "Hospitals should conduct in-service training programs
for their service staffs, including instruction concerning methods for
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performing specific assignements, philosophy of hospital objectives,
hospital ethics, relationships between employees and patients, and
opportunities for promotion".

This is as ivportant as the training of the professional and
technical persomnel if a hospital is to be efficlently operated and
provide the best service. A careless,disinterested or ill-natured
telephone operator, elevator boy or floor maid may do much harm to the
reputation and public relations of a hospital.

Regearch

(47) "Fundamental scientific rescarch should be promoted in
the hospitals associated with medical schools and in such others as
have competent scientists and facilities available®.

(48) "The medical staffs of all hospitals should be urged
to contribute to the advancement of medical knowledge and the improve-
ment of hospital service through clinical studies and investigation".

A great deal of clinical research could be done in the
regional and provincial hospit al centers, but it requires some stimu-
lation and supervision from the University group on the staff of the
provinciesl medical center. It would be hoped that some of the
advantages of an integration of hospital services would accrue in this
field.

(49) "Governing boards and hospital sdministrators should provide
the necessary facilities and organize the service of general hospital
8o that proper provisions can be made for the care and treatment of
communicable disease™.

As already stated, units for comminicable diseases should be
available in all regional hospitals in the ratio of 1 bed per 10,000
population. This would require the following set-up based on 1961
population estimates. (Table 38)



This should include one bed in each district or commnity hospi-
tal to isolate a suspected case, particularly a child, and the remainder
at the regional hospitals.

(50) "Hospitals should conduct educational programs designed
to show the adventages of caring for communicable disease in the general
hospital and to achieve public acceptance of such a procedure”.

(51) "Special contagious disease hospitals now operated by
counties, cities, and villages either should be éiscontinued or their
functions should be expanded to include the care of other types of
illness".

The only hospital of this type is located in Halifax. It is
recommended that it be taken over to expand the tubgrculosis hospital,
and commmnicable disease units of 16 beds be placed in the new addition
to the Victoria General Hospital and the Halifax Infirmary.

(52) "All genmeral hospitals should provide facilities and
should admit for treatment patients afflicted with anterior polio-
myelitis in the acute stages of ths illness. Special hospitals for the
care of these patients should not be constructed®.

Foliomyelitis attracts a great deal of attention today, perhaps
more than its relstive importance as a health problem would warrant .
Public interest has created pressure for construction of special hospi-
tals. However, no single community has enough poliomyelitis patients
to warrant the continuous maintenance of & trained staff and expensive
equipment. One such treatment center is certainly sufficient for the
province of Nove Scotia, and even it would be better and more economically
operated in association with a hospital for other acute communicable
diseases or with a genersl hospital. This would avold unnecessary waste
of beds between the relatively infrequent epidemics. The modern concept
of treatment of this disease places chief emphasis on early and adequate
physical therapy by trained personnel. The use of heat treatment in the
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early stuges mutes phyaleosl therspy possible at sn earlier date mnd
relioves tia patient's discomfort. Doth of these festures make It
deglirable to have pntients in a centrel elinie whore 4roined personnel
are availeble. Hovever, two other features of ejusl importance mst
be torne in mind, poliomyelitis is an acute communicstle dlsease, and
the transfer of patients for long distances, unless under careiul
precautions, aids the disserination of the infection. It has also
been shown fairly conclusively that any additional stress, such as
exertion, cold, other infections and poseibly =xciterent and worry
result in rore extensive and more severe paralysis. In additionm,
persons suspected of éaveloping poliomyelitis nay be adnitted to a
special clinic for diagnosis, and may prove to have other acute
corrunicable discsses. Cross-infections are a serious risk since
they not only add a second illness to the existing poliomyelitis, but
may increasc the degrec of involvement of the central nervous systen.

Conesidering nll tkese factorz It is recomrended that the
comrminicable diseasc unit at the regional hospitals should be
employed for cnre of acute cnses of poliomyelitis. The nmursing
staeff could be treined in each center in the special care of such
patients durins the ecute ;hase of Lheir illnees snd the same pre-

cautions would b used as for other acute comunicable !iseases.

As sdequate physiotherapy departments become aveilable in
these regional hospitals, which will have a chronie disease wing,
the poliomyelitis cases can be cared for completely in the regional
centers. Until that time the central clinic at the Victoria Ceneral
Hospitel should be used as the treatment center following the acute
phase, but patients should not be tranaferred from the regional
hospital until this phase has passed. Movement of patients acutely
111 with poliomyelitis to a central provincial clinic is not to be
recommended .

Pulmonary Tuberculosis

(52) "Routine radiologlcal chest examinaticns should be
provided for all patients admitted to and for all personnel employed
in all hospitals".

Thirteen per cent of the total population are hospitalized
ecach year in Nova Scotia. Past experience has shown that the incidence
of tuberculosis is at least 4 times as high in hospital patients as in
mass surveys of the apparently normal population. The x-rzy of all
hospitel admissions 1s, therefore, a more fruitful cnse-finding
procedure than muss radiogriphy or photofluorography of the population
by mobile x-ray units.

In Nova Scotia in 1948, there were 77,492 hospltul admissions.
It is not known what number were acdults, but it constituted a large
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proportion; 69,917 vere admitted to hospitals of over 20 beds most of
vhich have x-ray equipment. It is recommended that u program of chest
AL ROMI1S8S1l0on t:
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losis control program. This matter will be discussed further in the
report on Tuberculosis Control.

(54) "General hospitals should admit patients afflicted with
pulmonary tuberculosis and establish proper isolation, nursing and other
technigues in order to protect personnel and other patients against
infection".

This matter has already been discussed. Opposition to the
edmission of tuberculosis and poliomyelitis into general hospitals is
still strong, although the same hospitals accept patients with meningo-
coccal meningitis, typhoid, streptococcal infections and other communi-
cable diseases. An adequate isolation unit in each regional hospital
and training of staff in proper technique will help break down this
objection. Provision for tuberculosis would be only on a temporary
basis during treatment for an inter-current condition or until a newly
diagnosed infectious case could be admitted to hospital.

(55) "Surgicsl procedures in the treatment of tuberculosis
should be performed only in those tuberculosis sanatoria that are
equipped with adequate operating rooms and auxiliary gervices and in
which competent professional personnel are available".

In Nova Scotia this problem is handled by transferring most
tuberculosis patients requiring surgery to the Provincial Sanatorium
at Kentville. A surgical team from Kentville also visits the other two
provincial tuberculosis hospitals to do chest surgery at regular
intervals.

(56) "Surgery should not be attempted in tuberculosis
sanatoria of 100 beds or less. This service should be available in the
nearest large genoral hospitals".

(57) "Those general hospitals having staff members qualified
to perform chest surgery should affiliate with tuberculeosis sanatoria
or establish special tuberculosis service".

(58) "Working relstionships should be established between
general hospitals and tuberculosis sanatoria in order to provide surgical
care and consultation services for those tuberculosis patients who are
afflicted with non-tuberculous conditions".

It is particularly impartant thst regional hospitals which
have a Communicable Disease Unit should accept such patients, since
they can be given the advantage of special treatment vhich would only
be available in the general hospital.

E)



-135~-

(55) "Bxisting senatoria should contimue to be maintained
for the care of tubersulous patients, particularly those requiring
long-term institutionalizstion"#

(6C) "Hew tuberculosis sanatoria should be built adjscent
to or near gener:zl hospitals snd be operated in comnection with or
under the joint management of general hospitals®.

™his recommendation 1z looking toc the time when tuberculosis
hospitals will be little used, and the tuildings can be teken over
for genersl hospital purposes or ss chronic disesse annexes.

Yervous and “entel Digesses

Until recent yesrs the fleld of paychiatry has been one of the
most 4solated of the spscial fislds of wedicine. Today the relstion
between mentsl and physlcal heslth is cleerly recognized, as well as
the need for general medical services Lo care for the physical illnesses
of yatiente with mental dlscase. Muny of the border-line cuses of mentsl
{1lness and those of short duration can be better cerad for In the general
hospitsl than in e special institution. General hostp’ltals should not be
expected to provide for all types of mentsl illness, but they should
make available disgnostic and therspeutic services for which the lerm
of 1llneses is of short durstion and the prognosis favorable.

(61) "General hospitals should provide facilities ard personnel
for the dlagrosie of mantsl dlsessss und for the treatment of those prt-

jents who are not in need of long-term inctitutionsl care".

In liova Scotds, the Victorla Genersl Hospital now admits such
petiente. It is recommended that ragional hospitals do likewise as
psychintrists beocome availeble to ateff the services.

(62) "Mental hyziene clinios should be estiblished in the
ont-patient depsriments of gemeral hoepitels vhenever competent pro-
fessioncl service 13 avallalle'.

It is recommended that eoch regional hospital be provided
with such fucilities both for in-patient snd out-patient treatment, and
that this be integrated with the provincial program for diagnesis and
care of the mentally 111.

(£3) "The service of genersl hospitals and special hospitels
for nervous and mental Jisenses should be integrated in order to
proper cere snd consultation services In the special flelds of medicine".

This is now being orgenized through Joint appointment of
psychistrista to the Victoriu feneral and Nove Scotia Hospitals and the
Post=Graduste Training Prcgran in Fsychiatry, at Dalhousie "niversity.
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(64) "Opportunities should be created for the development of
closer relations between the professional personnel of psychiatric hospi-
tals and general hoapitals so that psychiatrists and thelr assoclates,
and genersl practitioners and the members of the medical staff of the
general hospitals can better develop a sympathetic understarding of tae
special problems iavolved in the care of all types of i1l nouaf,

(65) "Consideration should be given to the revision of the
laws governing the detention and commitment of individuals afflicted
with mental 1llness in order that they may receive proper diagnostic
study end the stignaa of commitment may be removed so far as posaible”.

Chronic Disenses

(66) "When need exists, provision should be made in genersl
hospitals or in adjacent buildings for patients who are afflicted with
chronic disesse and who require active medical care®.

This has already been discussed in the section dealing with
hospital facilities for the care of the chronieally in.

(67) "Regulation of nursing homes ané other institutions for
the care of chronically ill patients should be established to guarantee
high quality care and patient safety".

(68) "The general hospital should include facilities for the
care of short-term convalescent patients# There should be an organized
service of this type ready for use by individual patients as the need
arises in small hospitals and in ocontimuous operation for groups of
patients in special units or in separste pavilions in large hospitals".
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It 18 recommended that private and semi-private facilities of
this type be provided in the regional and provincial hospitals. A
hospital could best determine its needs in this regard by keeping a record
for a period of a year to determine how much demand there might have
been on the part of patients and doctors had such facilities existed. At
present no reasonatle estimate of requirements can be made for this

province.

(69) "The general hospital should provide special dietetic
and therapeutlc facilities for bothe convelescent patients who remain
in the hospitel and those who, although able to retwrn to their homes,
require special out-patient service".

In the cities and larger towns such a service through the
out-pationt department may greatly reduce the period of hospital treat-
ment. It must be integrated with the services of the general practitioner
and should not in any way replace him. The extension of visiting nurs-
ing services is also to be recommended in order to reduce costs and to
decrease the term in hospital of certain types of cases.

Qut-Pationt Department

(70) *™The out-patient department of a hospital should be
organized and developed on sound principles as an integral part of the
hospital and of the health service of the commmity".

Hospitals in Nova Scotia are doing a large volume of out-
patient work, but only a few have an organized out-patient service
with space, equipment and staff assigned for this purpose. The others
make use of a minor operating room, a patients' room that is unoccupied,
or other facilitiea. They have no organized schedule of clinics.

! Al O - C AL AL C ell=-oaus
¢lindcs, immunization, etc. The development of such services is
regarded as a pre-requisite to the esteblishment of a compulsory hospital
insurance program if over-loading of in-patient facilities is to be
avoided. -

Medical Social Service

(71) *"Medical social service should be organized as a

separate department in the hospital and financed through regular budget
sources".
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(72) "Medical social service should supplement but not supplant
the function of administrative and other hospital personnel®.

(73) "Administrators and medical staffs should recognize that
it is the primary function of medical social workers to provide the
physician and other responsible for the patient's care with adequate
information concerning the patient's socio-economic status and environ-
ment and to interpret to the patient such items of the physician's
advice and instructions as may be required and helpful to his r»ecovery
and the maintenance of health".

(74) ™Medical and nursing students should be instructed in
the proper use of medical social service through emphasis on this phase
of health service in medical and nursing schools as well as in the staff
meetings conducted by hospitals".

(75) "Greater use of public assistance and community welfare
agencies should be made by hospitals to augment their medical social
service programs".

The Victoria General Hospital and the Halifax Infirmary are
organizing medical social services. Other hospitals have none. It is
recognized that modern hospitals can benefit greatly from a well-
organized and active social service department working in the hospital
but, more important, acting as liaison between the hospital, the
patients' family and various community agencies. The soclal service
department can frequently help the hospital to save money by arranging
for services in the home that will permit earlier discharge from
hospital, but its primary purpose is improvement of the service through
attention to socio-economic factors beyond the field of activity of
the medical and nursing professions. The department should not be
confused with the credit department, and activities of this type should
not be delegated to the medical social service to avoid detriment to
the public relations of the social service worker. The experience of
the social service worker may also be of value in the organization of
the hospital records department and in the setting up of personnel policies.

(76) "Hospitals should mske their laboratory and other diag-
nostic facilities readily available to the members of the local medical
profession as well as to the members of their medical staffs".
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The concept that a hospital is an institution meant solely
to care for the patients within its walls is an out-moded one.
Hospitel authorities have at times placed additional burdens upon the
commnity by requiring physicians to duplicate much expensive equipment
in their own offices, when it was available and not in full use in the
hospitel. Costs of laboretory and other services, if provided at all,
have been excessively high. A more liberal and co-operative program
is needed to give the best service to the community.

(77) "DisgnostidPclinics should be established in general
hospitels in the interest of both the general practitioner and the
patient”. Diagnosis is often complicated snd costly, requiring
specialist consultations and special equipment and technical services.
An increasing proportion of the population is falling into the class
vhich may be called the ™medically indigent". They can afford to
pey for the usual medical services, but find it difficult to finance
an expensive investigation or special form of treatment. Physicians
are, therefore, faced with the necessity of attempting to make a
disgnosis without adequate special investigation, or placing such
an economic load on the patient that he cannot afford treatment after
the diegnosis has been made. There is a definite need for group
diagnostic clinics to make the most effective use of specialist and
other services, both for those who can afford to pay and those who
cannot or can only partly finance the costs. A Provincial Diagnostic
Glinic at the Victoria Genmeral Hospitel is the first requirement,with
the later developvent of diagnostic clinics at the Regional Hospitels.

(78) *"Hospitaels should make office space available when
conditions permit and when such arrengements are desired by members
of their medical staffs".

In many modern medical centers there are indications that
physicians desire office space in hospitals. Some institutions
are already supplying it. It is beslieved that this will be extended
and the hospitals will become the focal point of all health services
in the community. This would certainly make more efficient use of
the special diagnostic and treatment facilities of the institution,
which would stend to gain from the reduction in cost per unit of
work in the laboratory, radiological and other departments. The
mublic would also gain the advantages of the "group practice" system.

(79) "Arrsngements for hoapital office space should be
fexible to permit either full-time or psrt-time occupancy of
facilities®. -

(80) "The use of office space and hospital equipment
should be financed by physicians to the extent they are used, under
arrsnzements which are legal and equitable to both physician and
‘xosx«ital'.
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(81) ™When local conditions permit, hospitals should combine
their efforts with the medicnl profession for the extension of group
medical practice".

In smnller centers the duplication of services and equipment
is very grest if group practice clinics are separate from the hospital.

(82) "Hospitsls should arrange for the use of their equip-
ment and technical personnel by organized groups of physicians to the
mutual advantage of pstients, physicians, and hospitals".

It is believed that the ideal set-up in Nova Scotia is to
have space provided for the practising physicians of the town within
a ving of the hospital building. The laboratory, x-ray department and
other hospital services will then be more readily available for their
use. In larger centers of population & separate medical office building
or group clinic building may be required but it should be as closely
related to the hospitsl as is physically posszible.

St. Martha's Hospital is planning to provide for the doctors'
officesin the new sections which =re to be added. The Eastern Shore
Memorial Hospital at Sheet Harbor also hes office and clinic space for
the two physicians practising in that district. As the advantages of
this method of practice become more fully appreciated by the professiom,
the hospit al administration and the public, it is likely that this
systen will be extended.

Rehabilitution Programs

(83) "Hospitals should provide those facilities and services
which will aid in restoring the patient to as full a measure of physical
and mental health as possible and in eliminating or substantially
reducing his disabilities as handicaps to employment".

(84) "Rehabilitation services should include physical,
psychological, and occupational therapy administered under skillful
professional and technical direction".

(85) "Hospitals should assist in the establishment of or
should correlate their services with community centers through which
all types of rehabilitation services are made available to the disabled
individual to enable him to achieve the mimn restoration to normal
health and function".

A few hospitals in Nove Scotia have some equipment for physio-
therapy usually in assoclation with the Radiology Depsartment. There
1s & definite need for qualified physio-therapists and occupational
therapists, particularly vhere they could supervise the programs for
chronic, psychiatric, convalescent and acutely ill patients in regional
and provincial hospitals.
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It is recommended that such se be provi re
and provincisl hospitals and that the training of personnel be assisted
from the Irofessional Treining Grant. It is also recommended that at
least one of the chronic disease hospitals have a complete rehabilitation
program, probsbly the one at the Victoria General fospital.

(86) "Hospitals should conduct continuing programs in health
educztion for both patients and public".

(87) "Educational programs should be both specific and
general in type; specific, in that they are directed to the immediate
interest of the pstient, his relatives and friends, and general, in
that they also include material og broad public interest”.

(€2) "Printed materisl should, when possible, be supplemented
by demonstrations and special group meeting or classes, particularly
for ambulant patients".

(89) "Hospital programs in health education should be
coordinated with those of local, provincial and national public health
agenciea”.

(90) "Physical examinations and health promotion programs
should be provided regularly for hospital personnel as well as for
the general public".

The importance of making full use of hospitals as health
education centers in this province has alrcady been emphasized.

(91) "Hospitals and health departments should coordinate
their efforts and integrate their functions".

As alrcady stated, the old concept that prevention was the
duty of the medical public health officer and diagnosis and treat-
ment of disease the responsibility of the clinician has become out-
moded. It is recognized that the family physician is or should be the
most important worker in the field of preventive medicine. Many
diseases cannot be controlled by the organized community-wide approach
of the health department and must devolve upon the physician who
cares for the family unit. The concept that the physician visits the
fanily only when called because of illness is being replaced by the
idea that the family physician is concermed with and actively practises
measures to conserve and improve tha health of all members of the
family. Such a practitioner is the back-bone of a modern health
program. On the other hand, the family physician cannot undertake
responsibility for the many aspects of a health program which involve
the community, the county or the province. The specialist in public
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health is there to assist him, just as the specialist in surgery,
medicine or radiology. The two programs camnot and should not be
separated, and there is need for much more co-operation than now
exists. The hospital may very effectively serve as the rallying point
to unite the two branches of the medical profession.

(92) "There should be close relationship between hospital
and public health department programs so that the educational
activities of the hospitals can include training in public health work".

(93) "Unnecessary duplication of effort and equipment should
be avoided whenever possible through joint use of facilities by hospi-
tals and public health departments".

One co-operative effort which might be developed would be
the use of a photo-fluorographic unit in the hospital for routine
x-ray of all admissions and to provide a similar service for the pat-
ients of the practising doctors in that area, and for any other groups
which might be referred by the local or divisional health officer.
This will be further discussed in the section on Tuberculosis Control.

(94) *"Integrated action programs, involving laboratory
tests, x-ray examinations, case-finding activities, maternal and child
clinics, out-patient services, and commnicable disease control,
should be conducted jointly by hospitals and public health departments”.

The administrative and field activities involved in such
service can best be performed by the health department, particularly
through the public health nurses, but the clinical work should be the
responsibility of the clinicians.

(95) "Co-operative programs of health education, preventive
medicine, visiting nurse service, social service, and statistical
reporting between hospitals and public health departments should be
extended" .

(96) "Arrangements should be made to permit close working
relationships between the hospital administrator and the public health
officer, and each should have a broad und®®rstanding of the other's
problems”.

(97) "Competent public health officers should hold member-
ship on hospital staffs and participate in staff activities".

Divisional Health Officers in Nova Scotia are usually made
courtesy members of the staff of the hospital nearest to their head-
quarters and frequently act as consultants on communicable diseases
and tuberculosis. Their advice and assistance could be used also in
organization of good preventive medical programs for protection of
the hospital staff and patients, and the planning of health education

programs.
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(98) "Whenever possible, public health departments (or branch
) should be housed in hospitals or adjacent buildings".

(99) "Hospital licensure laws should be used as s means to
an effective, economic, integrated nospital service which

adequately supply the public's needs".

As already recommended, hospitals should be subject to a
of grading based on definite stundards and on periodic inspec-
. Regional and rrovincial hospitals should also aualifvy under the
. zation program of the American College of Surgeons and be recog-
nized as teaching hospitals for undergraduate internes.

: (100) ":efore any‘rural commnity builds a new hospital,
‘& careful study should be made of the local situation to determine
‘the size of the area which the hospital is intended to serve, the
number of peonle to be served, the emount and quality of facilities
_availsble in near-by communities, the cost of the proposed construc-
tion, the estimated cost of operation and maintenance, and the way in
which the hospital would be integrated with near-by hocpitals®.

(101) "Hospitals should be constructed only where the size
of the population, the availability of modical and technical personnel,
transportation and topographical factors, and methods for financing
the service justify the establishment and indicate continuous success-
ful operation of such fucilities".

i (192) "The convenience of the patients and the accessibility
of the institutions should be considered in the esteblishment of rural
hospitals. The hospital community should be large enough so that
complete hospital service can be provided economlcally, but it must
be small enough to be convenient for use by residents in the area".

(103) "The establishment of rural hospitals should be con-
tingent upon a ressonable expectation that a high quality of medical
care can be developed and maintained".

(104) "If a real need for = hospital in a low income rursl
commmnity can be demonstrated by application of accepted atandards,
the county, the province, and/or the Dominion should provide some
sort of equalization fund or subsidy to assist the community in the
construction and support of such a hospital”.

The application of these recommendations to the situation
in this province has already been discussed. It will be noted that
the recommendations already made in this report are in line with the
modern trends as indicated by the above-quoted sections.

(105) "In order to secure a more adequate supply of
physicisns and nurses in rural areas, special inducements should be
offered to attract and to hold the interest of physicians and nurses

in this type of practice”.
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(106) "In order to provide for the health needs of the people
in small communities in which it is hnfrwtical to establish hospitals
of minimum size (approximately 50 beds), health and medical service
centers (varying in type) should be established".

These are the equivalent of the community hospitals in Nova
Scotia, which should in fact be community health centers to achieve the
best results.

(107) "In order to maintain proper standards of service in
small hospitals and medical service centers and provide for the con-
tinuing education of the physicians in these institutions, they should
be affiliated with institutions in which comprehensive services and
competent professional personnel in the special fields of medicine are
available".

FINANCING HOSPITAL SERVICES

The annual cost of all health services is usually estimated
at 4 to 5 per cent of the national income. Hospital services require
13 to 18 per cent of this total. The general hospitals in this
province have for the most part been constructed through voluntary
effort except the Victoria General Hospital; those for tuberculosis
and mental diseases have been provided by tne provincial or municipal
governments. Today there is greater difficulty in obtaining large dona-
tions from the wealthy but heavily texed individual; Costs of construct-
ion have greatly increased as have costs of operation. The voluntary
hospitals, therefore, require a broader basis of support. In several
towns the responsibility has been turned over to the Town Council.

This is not always satisfactory from an administrative standpoint.
Moreover, it places a heavy burden on the urban dweller to provide
hospital services for the surrounding rural areas. Hospital care for
the indigent is the responsibility of the Municipal govermments, which
paid the hospital three dollars per day(l). The underlying principles
are recommended as the basis for any system designed to ensure wide dis-
tribution of hospital care and a high standard of service.

(108) "Adequate hospital care should be readily available to
all people regardless of econcmic or sccial status".

(109) "Complete hospitsal service for the treatment of illness
and all other hospital activities necessary to the welfare and health
of the people should be integral parts of the hospital program".

(110) "The financing of hospital services should be suffi-
cient to provide high quality care".

(1) This will be increased in 1950 to $4.00 per day, all inclusive.
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(111) "Insofar as possible, the maintenance of hospital
service should be a direct responsibility of the residents of the area
who use the fecilities".

(112) "Financial support of the general hospitsl program
should be a responsibility of all persons".

(113) "Genersl tax funds should be used to purchese hospital
cere for indigent patients".

(114) "An integreted provincial plan for the extension of
hospital and public health facilities should be developed by & single
official agency of the province".

The Provincial Department of Heslth is the logical body to
undertake this responsibility.

(115) "Nursing education in hospitals should be subsidized
from tax funds in the same manner that general education programs are
assioted".

Further recommendations on this matter will be included in
the Report on the Nursing Survey.

(116) "The construction of special facilities for chronic
diseases and the provision of that portion of care which is beyond
the ability of the patients or their families to purchase shculd be
financed from tax funds and made available to all residents of the

province" .

This would require sn extension of the present system of
provincial sid to public hospitals.

(117) "Physical facilities and professional personnel must
be incressed to meet an expanded demand for service before a compre-
hensive, universal coverage hospital payment plan can be inaugurated".
This cammot be too strongly emphasized. The needs for additional
general hospital beds, chronic disease hospital facilities, nursing
homes and personnel to operate these institutions must be met and
plans made to maintain them before province-wide hospital insurance
iz instituted.

It is particularly important that the requirements for
nurses and nursing aides be filled before any great extension of
service ies contemplated.

(118) "Governmental and non-governmental agencies should
combine their efforts to promote voluntary participation in non-profit
pre~paymenthospital plans so that financial barriers to hospital
service may be reduced as rapidly as additional professional persomnnel
are trained and hospital facilities are constructed".
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(119) "Concerted efforte should be made to use existing
agencies such as Blue Cross to accomplish the extension of non-profit
prepayment plans until some other more satisfactory and comprehensive
means is developed to provide high quality care to meet all of the needs
of the people™.

(120) "Hospitals should arrange for the integration of services
which would make available consultation services and the part-time services
of radiologists and pathologists in small institutions which individually
would not be able to finance effective programs of this type on full-time
basis".

(121) ™Coordinating agencies should be established to assist
with the development and maintenance of relationships among hospitals.
The membership of these agencies should include representatives of the
hospitals, of the medical and related professions, and of all health
organizations functioning in the area®.

It is recommended that a Regional Council be established in
each hospital region in the province to ensure ccordination among hospi-
tals and planning for future development, and to co-operate with the
public health department in its program. Membership may vary somewhat
from region to reglon. It should include as a minimum one member from
the Hospital Board and one from the administrative staff of each general
or special hospital in the area, and a representative of nursing homes; also
representatives of the regional medical soclety and nursin, association,
the divisional health officer and a limited number of representatives
of other interested organizations. Anmial, semi-annual or more fre-
quent meetings should be held. The term of office should be not less

than three years to ensure some continuity. It is strongly recommended
nal Health C cll not sole
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provincial level would assist the Director and integrate the program with
the professional associations and Maritime Hospital Association.

(122) "The medical profession should exert its efforts to
develop the necessary medical staff co-operation required for the
establishment of an effective integrated hespital system".



On the whole the hospitals of Nova Scotia are providing
very good service. Their Boards of Management and Administrators
have faced and solved many serious problems and have built up a
first-rate group of hospitals. In recent years the increasing costs
of maintenance and operation, and the growing need for replacement
or expansion of buildings have added greatly to these problems. Criti-
cisms have been presented and constructive recommendations offered in
this report, but these are not meant in any respect to minimize the
excellent contribution which has been made.

Although comments are sometimes made concerning the
"Hospital system" of Nova Scotia, no such system exists. There is no
organization or integration either on a provincial or regional basis.
Communities, large and small, have been provided with hospital services
by the efforts of various individuals of groups without any definite
plan or over-all system. The Provincial Govermnment has provided the
major referral center or base hospital at Halifax and has assisted
most of the other general hospitals by means of a "per diem grant".
At present this amounts to 45 cents per day for the first 5000
patient~days and 30 cents per day thereafter. The Provincial Depart-
ment of Health has a Hospital Division which is responsible for the
financing and operation of the Govermment Hospitals. The Department
also has an Inspector of Hospitals and Humane Institutions, who 1is,
in addition, Medical Health Officer for the Atlantic Division. He
inspects the hospitals with particular reference to matters of health
and sanitation, but not with regard to over-all administration and
services. Since the Province is providing increased financial aid
toward hospital construction and operation, it seems logical that it
should assume some responsibility for the planning and integration
of the hospitals in order that the system operate on a sound economic
basis. However, such control should be strictly limited, leaving the
major responsibility for operation,administration and professional
services in the hands of the local hospital authorities, who still
bear the major share also of the financial responsibility.

In view of the increasing complexity of hospital services,
and the need for regional and provincial planning in order to achieve
the best hospital services of various types, and in viev also of the
increased financial contributions of the Province for hospital con-
struction and per diem maintenance, it is recommended:

(1) That the Provinecial Government assume wider responsi-
bility for the planning, supervision and financing of the hospital
system of Nova Scotia.

(2) That these responsibilities be allocated to the Depart-
ment of Health.



(3) That a Hospital Diviaion be sot up in the Department of
Health end a Dircctor appointed wio is weli-qualified in hospltal
adninistrotion, sconomics and other aspects of hospital planning.

(4) That the Director elso be given responsidility for such
detnils of wiministration of the Govermment Hospitals as is now
handled by the Department of Health.

(5) That the Director be responsible to the De;uty-)inister
of lealth, as are other Divisional Heads, but than an Advisory Council
be set up to advise and otherwise mssist him. This Counsil should have
representatives of the Nova Scotia Division of the Maritime Hospital
Association, the Yedical Society of Nova Scotia, the Nova Scotia
Registered Nurses Association, Dalhousie Medical School and such other
interested bodies as may be included by the Minister. Regular meetings
shall be held at intervals decided by the Advisory Council. The Director
shall act as Chairman and meetings may be callsd by him or by any three
members. It 1s believed that such a body would serve a real function,
particularly in the initial phases, in helping to plan an integrated
program, and in furthering good relations between the Department and
the hospitals.

(6) That all general hospitals in the Province be required
to enter into an integrated hospital system and be subject to a grading
procedure and regular inspection in order to qualify for financial
assistance from the Frovincial Government for comstruction or per diem
maintenance.,

(7) That clearly defined minimum standards be set up for
four types of hospitals - community, district, regional and provincial.
The details of these standards should be worked out by the Director
with the assistance of the Advisory Council. Certain suggestions have
been included in this report.

(8) That the grading of & hospital should not be automatic
on reaching these standards, which would be only the minimum require-
ments. Decision concerning initial grading and later changes would be
made by the lMinister on recommendation of the Deputy Minister and
Director of the Hoepital Division on consultstion with the Advisory
Council.

(9) That regional and provincial hospitals be provided with
larger financial grants than local or district hospitals to compensate
them for the services provided to patients from other Lospitsl districts
and to ensble them to establish and muintain special disgnostic and
and treatwent facillties. Whether this additional subs!dy should come
from the Provinclal Governmenmt or from the group of municipalities
within the Hospital Region concerned msy require further study. It 1s
especinlly reccmmended that subsidies be provided to reduce the costs
of diagnostic services vwhich have buccme incressingly complex and
costly.
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(12) That the further allocation of hospital construction
grants be on a priority basis giving first priority to those areas
which are below the estimasted requirements for general hospital beds
as shown in the proceding tables, and giving a high priority also to
hospitals for the chronically ill.

(13) That the recommendations contained in the final
columns of tables 24 to 32 be accepted as the provincial plan for
general hospital construction for the next few years.

(14) That applications for construction grants which do
not coincide reasonably closely with the figures contained in these
tables should not be recommended to the Federal Department of Health.
In an application for such a grant the Provincial Department of
Health is already required to certify that the additional beds fit
into the provincial plan for hospital construction.

(15) That grants should not be made for the construction
of a general hospital in any district which is now located within 25
miles of an existing general hospital, except under specisl clrcum-
stances and with approval of the Director and his Advisory Council.

(16) That the Department of ealth, through the Director
of the Hospital Division, undertake negotiations with the municipal
governments in each region leading toward the establishment of one
regional chronic diseases hospital or wing and not more than one
mental hospital or wing in each region to replace the present County
Homes and Hospitals, as those become obsolescent. Both the mental
and chronic disease hospital should be located in association with
the regional general hospital. It is further recommended that one
of these chronic disease hospitals be equipped and staffed to
provide a complete and modern rehabilitation program.

(17) That the system of per diem grants be expanded to
include patients in approved chronic disease wings, annexes or units
in reglional hospitals.

(18) That minimum standards also be set up for such chronic
disease units, and approval of per diem grants be subject to the
hospital at least reaching these standards and subject further to
the approval of the Director on the advice of the Regional Advisory
Committee.

(19) That a system of licensing and inspection of murasing
homes be introduced, such homes being for the custodial care of
completely disabled or other patients who do not require, or will
not benefit further from, the special treatment facilities of the
chronic disease hospitals. These nursing homes might be in addition
to a system of boarding-out for individual patients.
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(20) That a system of per diem grants be provided to assist
in the care of patients in such nursing homes.

(21) That the scales of such per diem or other grants to
regional and district general hospitals, to hospitals for chronic diseases
and to nursing homes be established after study and recommendation by the
Director of the Hospital Division.

(22) That assistance be given to educational and recruitment
programs designed to provide for a large and very necessary increase in
the number of trained personnel, particularly of nurses, nursing aides or
assistants, laboratory and x-ray technicians, medical social workers,
physiotherapists and occupational therapists. The success of the whole
program of improvement and expansion of hospital services depends upon
the recruitment and training of hospital staff. The shortage of nurses
and nursing aides is especially acute and the numbers required are large.
Their training should, therefore, receive first priority. However, the
training of other essential personnel should not be neglected.

(23) That the Provincial Government, through the Department
of Health or of Education, provide financisl assistance for institutions

giving training programs to provide the above staff.

(24) That the terms of the Hospital Construction Grant be
broadened in order that assistance be given for -

(a) modernization of older hospital buildings to
improve efficiency and fire safety.

(b) additions to training and residence facilities
for nurses.

(¢) additions to training facilities for other necessary
health and hospital personnel, both professional and technical.

(25) That careful and detailed consideration be given to the
desirability and practicability of eventually introducing a system of
compulsory contributory hospital insurance in this province guaranteeing
hospital service for all who need it. It is specifically recommended
that, if such a system is considered desirable and practicable, it should
not be introduced until the demands upon it can be reasonably well met
without a decrease in the present level of service and efficlency.

> A CAI'G )
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It is recognized that there are un-met needs in the pro-
vision of hospital care and that some patients are not receiving
such service who should have it. However, the mere provision of
sufficient money from tax sources, to allow "free" hospitalization
of all who need it, cannot and will not improve the situation until
personnel are found and trained and hospital beds are provided.
Moreover, provision of a partial service is not practical and is,
in fact, impossible. The acute general hospital would be over-
wvhelmed with chronically ill, if insdequate facilities were pro-
vided for the latter. The chronic disease hospital would be
permanently filled with the totally disabled and incurable if mursing
homes were inadequate. This has been the experience in other areas
where such a compulsory insurance plan has been introduced and the
service guaranteed by Government. It is not suggested that we strive
for the ideal set-up before doing anything in this province. However,
it is strongly emphasized that certain practical minimum requirements
must be met or the quality of service under a tax-supported hospital
system will deteriorate. The final condition may then be worse
than that which the system planned to correct. There is certain to
be an increased demand for hospital services under such a system,
and not all of it will be urgent or even valid. If the present
system is so administered that no one urgently needing hospital care
is deprived of it, no major catastrophe will result from delaying
the advent of a compulsory tax-supported system of hospital insurance
until we have the facilities to operate it efficiently. But immediate
steps should be taken to start providing these facilities as recommend-
ed above.

During this period of growth of the hospital facilities and
training of personnel, there should be a great improvement in the
availability of hospital services over the whole province. The effect
of the recent increases in per diem grants to the general hospitals
and in the daily rate for municipal patients can be observed, together
with the effect of such other financial assistance as may be approved
from the above recommendations. It may be that such additional
assistance will go far to relieve the financial burdens of the hospitals
or that a further extension of the same type of assistance would be
adequate. However, this would not assist the individual patient to
pay his own hospital bill, although it might help to reduce it to a
more reasonable level. A system of pre-paid hospital insurance is
undoubtedly the best method for the individual to avoid undue finan-
cial strain vhen serious illness necessitates hospitalization. How-
ever, it is still a moot question whether there is any advantage in
making such insurance compulsory and having the Provincial Government
assume the responsibility for collecting the premiums from every
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individual in the form of a special tax or obtaining the funds by less
direct methods. The County of Antigonish now has prepaid hospital
insurance coverage of eighty per cent of the population under existing
voluntary plans, although this county is one that has been steadily
declining in population, largely for economic reasons. A well-organized
program to encourage voluntary hospital insurance under existing non-
profit organizations has, therefore, been shown to have considerable
success in an area of relatively low economic level. There are no data
to show whether the twenty per cent who are not insured are all unable
to afford it, or whether sume do not wish to have it. Provision of
assistance for the twenty per cent or less who cannot afford such insur-
ance might be achieved through the present system of minicipal and
provincisl aid, but this should be extended to cover some persons who
would not be classed as indigent and are not now eligible, although in
the lowest income bracket. A major criticism of this system is that

it requires a "means test". However, it should be noted that in most
Nova Scotia hospitals, patients whose hospital bill is paid by the muni-
cipality are cared for in the same wards and receive the same service
as patients who are paying individually for ward accommodation. There
is no separation of "public patients". This greatly reduces the force
of such criticism.

Final decision on the desirability of introducing a compulsory
tax-supported hospital insurance plan will depend largely upon estimates
of the cost and methods >f financing. Insufficient data are available to
reach a decision at present, but the matter should be under continued
study by the Director of the Hospital Division during the next few years,
while the facilities will still be inadequate to introduce such a system
in any event.

Some estimates of the probable costs of such a program are
presented in this report. However, the collection of more precise data
following the introduction of a standard system of accounting in all
hospitals, will allow better estimates to be made within the next few
years while the physical facilities are being built up to a level where
such an over-all hospital insursnce plan would be feasible.
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MEMBEERSHIP OF ADV

d. Central Health Survey Committee
Chairman: Minister of Health(l)

Dr. P. S. Campbell, Deputy Minister

Dr. J. S. Robertson, Asslstant Deputy Minister

Dr. J. J. Mac Ritchie; Inspector of Penal and
Humane Institutions.

Miss M. E. MacKenzie,R.N., Superintendent of
Public Health Nurses.

Dr. D. J. MacKenzie, Director of Laboratories.

Dr. C. Marshall, Chief of the Division of
Neuropsychiatry.

Mr. G. Gregoire, Accountant

Dr. A. R. Morton, Commissioner of Health,
City of Halifax.

Dr. R. D. Howland, Economist, Nova Scotia

Research Foundation
2. Advisory Health Survey Committee

Dr. H. B. Atlee, Maritime Universities' Conference
Warden W. J. Dowell, Union of Nova Scotia Municipalities
Dr. #. H. Gosse, Medical Society of Nova Scotia

Mr. H. B. Jones, Trades and Labor Congress

Mr. H. D. King, Canadian Manmufacturers Association(2)
Dr. G. N. Logan, Dental Scciety of Nova Scotia

Miss M. K. Miller, Nova Scotia Registered Nurses'

Association (2
Mr. Thomas McLachlan, Nova Sootia Federation of Labor
Mrs. H. W. Porter, Maritime Hospital Association
Miss Gwendolyn Shand, Social Workers

(1) Honorable L. D. Currie and
Honorable A. H. MacKinnon

(2) Sister Catherine Gerard replaced Miss Miller, and Mr. G. C. Arthey
replaced Mr. King in the latter part of 1949 as representatives
of their respective organizations.



3. Subcommittee of Maritime Hospital Assoclation

Chairman: Mrs. H. W. Porter, Kentville

Reverend Mother Mary Ignatius, Antigonish
Mr. A. D. McInnis, Antigonish
President, Maritime Hospital Association

Chairman: Dr. Hugh Freser, Bridgewater

Dr. N. H. GO'BQ’ Halifax

Dr. Douglas Mac Donald, Yarmouth
Dr. Eric Macdonald, Sydney

Dr. C. M. Bethune, Halifax
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Appendix B is available in the master copies of the report
at the Nova Scotia Department of Health, Halifsax, and the Department
of National Health and Welfare, Ottawa.

This appendix consists of a large map of Nova Scotia with
borders of existing and proposed health divisions and hospital
regions, the population of each county and region, incorporated
;m;tﬁ cities, and the location, type and bed capacity of all

osp .
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APPENDIX E

Appendix E is available in the master copies of the
report at the Nova Scotia Department of Health, Halifax,
and the Department of National Health and Welfare,
Ottawa.

This appendix contains a thirteen-page tabulation of
data on all hospitals in the province under the headings
of general information, classification of beds in
general hospitals, hospital staff, training facilities,
hospital facilities and services, laboratory facilities
and services, radiology facilities and services,
movement of patients and volume of services.



