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The Physician, Organization and Management

The physician lives in a complicated society, made up of many organizations and groups
competing for his or her time, attention or money. Usually many of these organizations have
to be used by him for various purposes. How the physician interacts with these groups, ranging
from government, Medical Society, licensing bodies, businesses and universities, right down
to the local Scout troop, has become a complicated process over the years.

If one involves himself too much in the Boy Scout Troop or the local squash club, other
groups get upset (your family and Revenue Canadal). But place too much time on patients
and earning and your health and family may suffer. The art of life management is becoming
ever more complex, and management itself in all its aspects has become a subject worthy of
the physician's attention.

With the assumption of the title “Doctor”, many lay people insist on presuming a basic
competence in leadership and management that unfortunately is not present. Physicians then
find themselves on Boards of Directors, advisors to government, president of the local service
club, Parents/Teachers Association or head of a department in hospital, university or business.
Inevitably he arrives at a position in life when he must manage, administer or lead either people
and/or organizations. That 1s, he must perform tasks for which he has little training.

Strangely enough it is presumed that a physician manages his own practice of medicine,
his own finances and investments, and his own career. In fact, doctors have proven very
inadequate in many respects at all these management tasks. Even worse, physicians have failed
to recognize that management theory is a real body of knowledge and that it is being used
all around them, especially in the health care field. Functions such as planning, decision making,
organizing, staffing, directing or actuating and controlling, are being performed by all of us
in some way or another in our everyday lives, and these processes are worthy of thinking about.

A knowledge of management theory is an essential element in professional training and, in
fact, physicians may be one of the last professions to discover the usefulness of this way of
thinking. While not strictly a science, management does have theories and principles; intuition,
experience and common sense however still play an important part in any management scheme.
In fact, if intuition, experience and common sense are stressed, it sounds more and more like
the practice of medicine. We have been using the phrase “patient management” for years and
yet have shown little awareness that management itself has principles and is an organized way
of thinking that we might apply, not only to the patient, but to the community, the practice
itself, or even to the health care system. With the reality of a shrinking health care budget,
we will start to see more and more adaptations of the management practices on business and
industry. It makes good sense that we understand and use these practices to our own ends.
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There is an existing and growing industry of
management consultants, that it would benefit us to
understand, if we are to play our proper role in health
care. We may meet them in planning a new hospital
addition, building a new cdlinic, or in trying to
organize our practices more efficiently. Their jargon
is sometimes a little “heavy”, and some of their latest
ideas and methods will not lead at all to good or
efficient medicine. However, they often bring a factor
to problems that we neglect; the step backward needed
to see problems and solutions that are often missed.
It would be beneficial to all if we could combine their
ability with our knowledge of medicine, since our
problems are often unique.

In this issue we see a mixture of articles that
demonstrate this need for management skills among
us. Since organizations are shaped by past practices,
we see outlines of the history and function of some
organizations that may help us to try and manage our
environment. With that in mind we will publish more

of these articles in the future and give a stronger
framework to the structure in which we must all
practise. After all, good management would indicate
that constant assessment is needed of any changes in
our organizational environment to determine their
impact. The changing manpower situation, the
Canada Health Act, the changing fee schedule, all are
good examples of this type of thing that applies to
us all.

We are all managers in some sense of the word.
Let me close with these thoughts, with a quote from
the book, “Enjoyment of Management” by Frederick
C. Dyer:

“One enhances his degree of satisfaction in being
a manager by increasing his insight into people's
motivations and understanding of the way
organizations and groups operate beneath the surface.
If you know what is going on you enjoy the game
more."”

JF.OC

An Appreciation
DR. NARENDRA KUMAR SINHA

On May 1, 1985, Nova Scotia lost one of its most
active Family Practitioners, with the unexpected and
sudden passing away of Dr. Narendra Sinha, more
affectionately known as “Naren” to his many friends
and colleagues.

Born in Allahabad, India on October 12, 1943, Dr.
Sinha obtained his B.Sc. from University of Allahabad
in 1962, and his M.D. in 1967. He did his Surgical
Residency in London, England in the Royal Hospital,
Charing Cross Medical School, and St. Thomas
Hospital, and was on staff at the Lewisham Hospital,
London.

He came to Canada in 1974, and received Canadian
Citizenship in 1978. He first started practising in
Barrington, N.S., and was on staff at the Shelburne
and Yarmouth Hospitals. He was appointed one of
the few consulting civilian physicians at the Armed
Forces Base in Barrington. With his move to Halifax,
he received staff privileges at all the local hospitals,
but was especially active at the Halifax Civic
Hospital.

Dr. Sinha had a very illustrious career in business
fields in Canada and Europe, and presented papers
regularly at International Medical Conferences across
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the globe. His positions held in the community
included being on the Board of Directors, St. Mary's
University, Halifax; and the Multicultural Associa-
tion of Nova Scotia. He was also President of the
South Shore Multicultural Council, Member of the
N.S. Human Rights Commission 1976-78; Director of
the Advisory Board of UNESCO 1976-78; Government
of Canada Grantee 1977-79. He had a Regular TV
Show on Multiculturalism.

He was a member of the College of Family
Physicians of Canada; The American College of Chest
Physicians; the Canadian Medical Association; Fellow
of the American Geriatric Society; and a Rotary Club
Member.

In his short life of 42 years, Dr. Sinha did what
most people would have taken several lifetimes to do.
He will be very much missed in the Medical scene
in Nova Scotia. He is survived by his wife Gita, a
Pediatrician; two daughters, Menka and Moneesha;
a son, Minal; his Mother; a brother and several
sisters. o)

K.S. Cheah, M.D.,
Halifax, N.S.
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Current and Future Issues — Nova Scotia Health Care System

J. E. Harris Miller, * M.D.,
Halifax, N.S.

Discussions on health care issues during the past
five years have been dominated by the topic of The
Canada Health Act.

This Act is a misnomer, in that it has little, if
anything to do with the health of Canadians. In
essence, it is a “money bill”" which provided punitive
measures to provinces who permitted direct patient
charges.

For better or worse, the specific issues pertaining
to The Canada Health Act have been laid to rest in
Nova Scotia, and are, by and large, matters of historic
significance.

There is a general mood in Canada to move away
from the counterproductive discussions exemplified
by The Canada Health Act, and commence a
constructive dialogue on the major issues which will
effect the health care system now and in the future.
In this article, I will provide my personal opinion
on some of these issues.

THE UNDERFUNDING ISSUE

It has been said that the health care system has an
msatiable appetite to absorb money. Health care
economists suggest that we have reached the point of
diminishing returns for financial investment in
health, and that future improvements in mortality and
morbidity statistics will result primarily from lifestyle
changes. This position is supported by many, in the
ever increasing lobby for additional emphasis and
funding for health promotion and disease prevention.

There is little question that such programs as anti-
smoking campaigns, nutritional programs, seat belt
legislation, and moderation in alcohol use, will
enhance a healthy lifestyle. Some have gone so far
as (o state that, as an individual accepts more
responsibility for his own health care, there will be
a lowering of health care costs. The truth of the matter
is, that the more successful these programs are in the
long run, additional costs will be added to the system.
This is predicated on the fact that as one lives longer,
there is a disproportionate increase in the cost of their
health care. This is not for a moment to suggest that
health promotion and prevention should not be
emphasized. It is imperative that such is the case.
However, we should accept the programs for what
they are — an attempt to improve the quality of life,

*Deputy Minister of Health, Province of Nova Scotia, Halifax,
Nova Scotia.
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and not a panacea to control health care costs. We
have long since passed the stage where substantial
improvements in mortality and morbidity can be
made relatively cheaply. I refer to the cost-benefit that
programs in health sanitation, immunization, potable
water supplies, nutrition and development of
antibiotics, amongst others have had. As previously
stated, economists note that we have reached the stage
of diminishing returns, in that disproportionate and
vast sums of money are required to have even a
marginal effect on the conventional health status
indicators.

Turning directly to the underfunding issue, the
recent Canadian Medical Association Report Health
— A Need for Redirection,! published under the
Chairmanship of Joan Watson, concluded that:

“...the Task Force does not support the
contention that there is underfunding generally
in Canada.”

Total ordinary government expenditure in health
care in Nova Scotia was $441M in the fiscal year 1980-
81, and the estimate for 1984-85 is $744M. This $303M
increase over the five fiscal years represents a 69% rise
in expenditures with an average increase of almost
14%. In general, the Nova Scotia health system has
fared better than most other provinces, and we have
not had to freeze hospital budgets, nor impose “0"'%
salary increases, as has occurred in other jurisdictions.

During the same period referred to above, physician
payments under M.S.I. increased from $§92M to $153M,
for a $61M or a 66% increase, or an average of 13%
per year. Obviously, the provincial treasury cannot
continue to support such dramatic increases.

It should be noted that part of the cost spiral was
due to the inflationary period. I remain firmly
convinced that there is adequate funding provided to
operate the health system. There are definite
inefficiencies in the system and the correction of these
would require social tradeoffs. Society and health
professionals do not appear willing to accept the
required changes. A good example of this has been
the dismal record of provincial governments in their
unsuccessful attempts to close inefficient small
hospitals. From a community’s standpoint, these
hospitals provide a sense of security. They are also
critically important to the economic life of a town,
as they are often one, if not the major employer and
the purchaser of goods and services. While it may be
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argued that these factors are irrelevant to health care
planning, it is a fact of life which complicates the
planning process.

I believe that two important factors placing
additional financial pressure on the health system are
public expectations and the demand for an ever
increasing expansion of the number of services to be
included in a government insured program. These
include calls for a universal pharmacare program,

insured hearing aids, eyeglasses, universal dental care, -

nursing home care, amongst other things. With such
demands being made on the system, it seems relatively
easy to accept the economists’ statements on the ability
of the health system to absorb an unlimited number
of funds.

I will refer later in the paper to other matters
pertaining to funding, but suffice it to say, that the
funding issues relating to the cost of health care have
always been a subject of debate, and I am convinced
that such will always be the case.

MANPOWER

The Federal/Provincial Committee on Health
Manpower was established to identify Canadian
physician manpower requirements and suggest policy
options which would allow the physician supply in
Canada to balance as far as practical those
requirements by the year 2000. The Committee
recently completed their mandate and the report states
that: “from 1961 to 1980 the physician supply
(exclusive of interns/residents) increased 105% from
18,363 to 37,667 in Canada. The population increased
only 30% over the same period, with the result that
a physician population ratio increased from 1:1004
to 1:643.2

In general, those involved with the issue are in
agreement with the general statement that the health
system is headed for a drastic oversupply of
physicians, unless corrective action is taken. The
manpower report provides a number of recommen-
dations, which range from limiting immigrant
physicians, reducing enrollment in both undergrad-
uate and post graduate medical programs, to general
proposals that physicians establish only in areas
which demonstrate a need for medical service.

The medical manpower issue is fraught with
difficulties and there is a muluplicity of variables
which must be considered. Some groups and
individuals are content to become mired in an endless
debate on the methodology and detailed statistics
associated with manpower planning. We must,
however, be cognizant of the fact that if a decision
is made to reduce undergraduate enrollment, it will
be five years before the effect is felt. This also serves
to point out the necessity of a continuous revision
and refinement of manpower data. The issues
pertaining to medical manpower are both financial
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and moral in nature. Graduates from medical schools
are atypical in that they are the only group that I
am aware of, who are guaranteed an income
producing position following graduation. Any health
system can absorb only so many physicians and it is
encumbent upon us to ensure that Canada does not,
in future, create a situation such as in Italy, where
there are numerous unemployed physicians.

I believe that is immoral to subject an individual
to five years of intensive study in medical school, with

little or no hope of that person having an opportunity

to obtain gainful employment. I realize that this is
a contentious issue, and is countered by educators who
are sometimes oblivious to the reality of the real world
in putting forth their counter arguments based upon
freedom of choice in matters of education.

Included in the above manpower issue, is the ever
increasingly complex issue of Canadian graduates of
Offshore Medical Schools. There is no doubt in my
mind that at some stage, challenges under the new
Charter of Rights will be issued for those denied
interning positions.

There is an urgent need for government, medical
schools, provincial medical societies, and medical
boards to immediately commence discussion on the
medical manpower question and attempt to reach a
concensus on what action to take. Failure to do so
might well lead to unilateral action by government,
and if such does occur, it will be the result of collective
inactivity and inability to provide government with
policy options.

REGIONAL HOSPITALS

Over the years, Nova Scotia has developed an
excellent system of small community hospitals. I refer
to Canso, Sheet Harbour, Sherbrooke, Musquodoboit,
Middle Musquodoboit, Lunenburg, Strait-Richmond,
amongst others. While we have been fortunate in this
development, the same cannot be said of our regional
facilities.

One of my priorities as Deputy Minister of Health,
has been the development of a comprehensive system
of regional hospitals in Nova Scotia. Too many Nova
Scotians have to travel to Halifax for specialty
services, which could and should be available at
regional facilities. This has served to place undue
pressure on bed allocations in the teaching hospitals
in the Halifax-Dartmouth area.

A prime example of this exists in Orthopedics,
wherein 17 of the 18 Orthopedic surgeons in Nova
Scotia are practising in the teaching hospitals in
metropolitan Halifax. While there are a number of
reasons for this concentration, the development of
regional hospitals with appropriate modern facilities
and support staff would facilitate a more rational
distribution of specialists. This would also present
many advantages to those in regional vicinities by
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removing the necessity for travel to Halifax for
procedures which would more appropriately be
performed in their home setting. In most cases, I feel
it is not practical to have a solo specialists, but that
in most situations, two or more physicians in the
specialty would be required at the regional facilities.

While progress has been made in some regional
facilities, we are still faced with the need to construct
a new Halifax Infirmary, St. Martha’s, Grace
Maternity, Cape Breton Regional and Regional Valley
Health Services. This listing does not include other
regional and community facilities which require
major renovations.

The recent period of high inflation and fiscal
restraint have delayed the Department's plans to
proceed with the construction of regional hospitals,
it nevertheless remains a top priority with the
Department. The continuing emphasis on hospital
construction is highlighted by the fact that according
to Canadian Hospital Accounting Manual, the useful
life of a hospital plant is estimated to be 25 years.
And hence, the need to continue to apply a sound
construction program for the hospitals of the
province.

TECHNOLOGICAL DEVELOPMENTS

Tremendous advances have and continue to be
made in all areas of medicine. Perhaps one of the most
notable examples is in the area of diagnostic imaging,
with the advent of C.A.T. Scanners and N.M.R.’s.

One topic on which most health care economists
are in agreement, (a trait not commonly found
amongst economists) is the laissez faire attitude of the
users of health services to the ever increasing costs.

The general populace is not interested in cost
benefit analysis or cost effectiveness studies with
regard to various modes of treatment. Canadians, by
and large, have adopted the attitude that when they
are sick, they become ‘instant millionaires’ in their
ability to consume health care services and financial
considerations are of no direct personal interest to the
individual. It then becomes the responsibility of
government, hospital boards and medical staffs to
attempt to provide some rational development to a
system which is not cost sensitive and where the
general populace demand immediate treatment of
illness with the best available medical and technical
assistance.

Not a great deal of attention has been paid in the
past to cost benefits or cost effectiveness of new

technologies, but I believe the future will see an ever
increasing demand by government for activity in this
area.

TRANSPLANT SURGERY

This topic relates somewhat to the previous
discussion on technological developments and raises
the additional moral and ethical questions pertaining
to transplant surgery. Transplant centres across the
country appear to be proliferating and it is important
that again a co-operative approach between
government and the medical community be put in
place in order to provide for an orderly development
of transplant centres. It has been suggested, for
example, that there is only need for three liver
transplant units in Canada, while there are already
many more hospitals that have embarked or are
planning to embark on such a program.

I believe that the excellent reputation and service
provided by the Kidney Transplant Unit at Victoria
General Hospital could well serve as a model for inter-
provincial planning for transplant centres in Canada.

The prime problem in organ transplantation
programs is the continuing shortage of donor organs
and all physicians should take an active interest in
promoting organ donation.

HOME CARE

One of the major recommendations contained in
the Nova Scotia Legislature’s Select Committee on
Health Report, is for the adoption of a province wide
insured comprehensive home care program. There is
a great deal of interest in this topic by those who cite
the advantage of a shortened hospital stay, an
expanded role for health professionals, and general
improvements in the efficiency and cost effectiveness
of the health care system. There is no question that
home care has the potential to limit or reduce future
growth in health care expenditures, but in the initial
instance, home care would add a significant amount
to the cost of the health care system. Given the current
state of the economy, it is not unreasonable to expect
that funding for such a program would have to come
from existing programs, with the commensurate

curtailing of present services. (8]
References
1. Health — A Need for Redirection, Ouawa: Canadian
Medical Association, 1984.

Federal Provincial Advisory Report on Health Manpower;
Physician Manpower in Canada 1900-2000, Ouawa, 1984.

“Hee is a better physician that keepes diseases off us, than hee
that cures them being on us. Prevention is so much better than healing,
because it saves the labour of being sick.”
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Thomas Adams (fl. 1612-1653)
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The Visit of Abraham Flexner to Halifax Medical College*

T.]. Murray, ** M.D.

, ER.CP.(C), FA.CP,

Halifax, N.S.

INTRODUCTION

Seventy-five years ago Abraham Flexner arrived in

Halifax by train in the early hours of the morning
and checked into the Halifax Hotel. A school teacher
from Louisville, Kentucky, and a graduate of Johns
Hopkins and Harvard, Flexner was now in the
employ of the Carnegie Foundation. When he left on
the afternoon train he had made some notes on the
Halifax Medical College which would change its
future dramatically. In fact, that brief visit resulted
in the closure of the Halifax Medical College, the
initiation of a new Faculty of Medicine at Dalhousie,
and laid the foundation for important growth and
development in medical education in Nova Scotia.!

I will briefly review medical education in Nova
Scotia and in North America prior to Flexner's visit
to all American and Canadian medical schools, and
then review the impact in Halifax of his report —
Bulletin #4 of the Carnegie Foundation, known since
as the Flexner Report.?

HALIFAX MEDICAL COLLEGE

Halifax Medical College began in 1868 as a three
month summer session for Nova Scotia students who
found it financially difficult to attend a full course
of medical study at other universities.> The students
were expected to spend one or two years of study at
the Halifax Medical College and then complete their
training in Montreal, New York or England. To enter,
high school matriculation was recommended but not
required. Course credit was given in the form of a
certificate of attendance to students who attended
regular lectures in five courses. Instruction was by
didactic lectures, and the provincial and city hospitals
were used for bedside instruction.

Although it opened under the auspices of Dalhousie
University, the new Medical School initially had no
specific entrance requirements, and the curriculum
was not graded or sequential. For instance, the
requirement that students attend two courses of
instruction in each subject might mean only that they
sit through the same lecture by the same lecturer two
years in a row. There were no laboratory facilities.

*Address 1o the Royal Nova Scotia Historical Society, December
7, 1984.

**Professor of Medicine, Head, Division of Neurology, Dalhousie
University, Halifax, N.5.

Mailing address: Dr. T.]. Murray, Clinical Research Centre, 5849
University Ave., Halifax, N.S. B3H 4H7
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In 1875 the Halifax Medical College severed its
affiliation with Dalhousie and in 1876 became
affiliated with the short-lived University of Halifax.**
Cassie compared the state of medical education at
Dalhousie at this tume with the requirements for
recognition by the Illinois State Board of Health in
1885 and found that it fulfilled virtually all of the
requirements.® There now was a pre-entrance
requirement; the appropriate courses were taught; the
length of courses was appropriate; attendance and
evaluation procedures were acceptable; and dissec-
tions, clinics and hospital attendance were acceptable.
The numbers of instructors also appeared to be
appropriate, with eight professors, six lecturers, four
instructors and two demonstrators, for a number of
students that was much less than the number of
faculty.

The situation was not nearly as good in most
American medical schools. Even when the schools
provided their own information, often exaggerated
and unreliable, only half of the U.S. medical schools
succeeded in this Illinois evaluation.

The University of Halifax failed after ten years
because most of the Maritime colleges would not give
up their sovereignty. During the ten-year association,
only one medical student chose to be examined and
receive his medical degree from this institution.

Alter the closure of the University of Halifax, the

Halifax Medical College affiliated again with
Dalhousie University in 1885, but in a rather loose
fashion, with Dalhousie responsible for teaching
chemistry, botany, zoology, and later physics, and all
the medical subjects under the responsibility of the
Halifax Medical College. The degree, however, was
granted by Dalhousie University. This new affiliation
brought with it new admission requirements so that
all students must have high school matriculation or
the equivalent before beginning medical studies.

Although later it would seem that all criticism
leveled at Halifax Medical College came from the
Flexner report, it is worth remembering that some
criticisms were being addressed prior to that time.”
The Montreal Medical Journal was beginning to
criticize medical colleges in Canada in 1906 and 1907,
and the Canada Lancet, commented in an editorial
in January, 1908 that the Montreal Medical Journal
“had some rather hard comments to pass upon the
Medical College in Halifax".® It goes on to say “now
we have always thought that this college was doing
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good work, and we are still of this opinion. The
students receive very good didactic teaching, and the
clinical facilities are all that could be desired. Socrates
taught a class of one and that class was Plato. The
usefulness of a medical college is not to be measured
by a building, the number of its teachers, the size of
its classes, but by the quality of its teaching, both
theoretical and practical. Some of the great medical
schools are not found in the largest cities”.®

Entrance requirements were becoming somewhat
more strict. In the year that Flexner visited, the
Medical Board of Nova Scotia noted that, at the
August preliminary examinations for Medical School
entrance, six of the seven applicants had failed.?
However, students could be exempt from examina-
tions by having a high school or collegiate
examination certificate, and more and more students
were coming with this prerequisite. After all the
qualifying procedures, twenty-four names were added
to the student register for Medicine in that year,
fourteen less than the previous year. The Board went
on to note that for the degree of Doctor of Medicine,
a total of 13 out of 18 candidates passed in all subjects.
Of these, 12 were granted the Board's diploma, with
one delayed because, although he passed all subjects,
he was regarded as under-age to practise Medicine.

In 1909 Halifax Medical College was struggling
along, providing what seemed to be a good solid
medical education for practitioners to go into the
community and take care of the people. It slowly
improved the requirements for entrance, the teachers,
curriculum and facilities. It attempted to receive from
the University, meagre funds to improve equipment,
and often the teachers had to forego their own salaries
to provide funds to add space or add equipment. All
in all the college felt it was doing a good job, slowly
improving and producing a reasonable graduate.

THE STATE OF MEDICAL EDUCATION IN
THE UNITED STATES

Medical education began in the United States with
the formation of the Medical College of Philadelphia,
later the University of Pennsylvania. The founders,
Dr. John Morgan and Dr. William Shippea, envisaged
an education which combined both the intellectual
and the practical, and hoped to graduate a physician
who was both a competent practitioner and an
intellectual scientist trying advance knowledge about
disease. Morgan wanted to see a good education prior
to medicine, a graded or sequential course of studies,
and teachers dedicated to teaching and research.
Although he said “time will perfect what is properly
begun”, none of those things really occurred over the
next 150 years of medical education, and it was the
absence of those three principles in American
medicine which was criticized by the Flexner Report.

The opening of the west, increasing population and
migration from Europe all created a rapid demand
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for physicians, faster than the new schools could meet.
This led to the apprenticeship method of training.
Even the developing medical schools of Kings
College, Harvard and Dartmouth, begun in the 18th
Century, were meant to supplement the apprentice-
ship program rather than replace it. Later medical
schools began outside the universities, and the first
of the profit-oriented proprietary schools began in
Baltimore in 1807. Between 1807 and 1910, 457
medical schools were established in the United States
and Canada, and the inevitable deterioration in

medical standards occurred.
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Proprietary schools were a lucrative business. To
start one, a doctor need only advertise, and attract
students. He might open his house for lectures, and
had no requirement to have any laboratory facilities
or other resources. It was said “wherever and whenever
the roster of untitled practitioners rose to above half
a dozen, a medical school was likely at any moment
to be precipitated”.!?

Physicians were not held in very high respect, and
it is not surprising, when we compare the training
of various trades.! A barber took three years; a
carpenter, printer or plumber at least four years; a
machinist five years; and a pilot seven years. Doctors,
however, could graduate after attendance at two
lecture sessions of 15 weeks each, with no prior
preparation for studies. Apparently it was [elt that
doctors needed only a practical training to take care
of people, and that to produce a more complex and
prolonged system of education would produce “a class
of over-educated, supercilious, unpractical medical
men, too good and fine for the average work of the
physician™. 1!

A number of reports began to occur in the late 19th
Century decrying the state of medical education in
the United States. In 1877 Dr. William Pepper
addressed the University of Pennsylvania and said it
was hard to believe that places such as Mexico and
South America, judged to be backward by American
standards, had much more carefully controlled
medical education than the United States.

THE MOVE FOR REFORM

The two principal medical organizations were the
American Medical Association (AMA) and the
Association of American Medical Colleges. The AMA
wanted reform but had little impact. It was in the
difficult position of wanting to encourage
membership and representation from the medical
colleges and its graduates, but wanting to reform them
at the same time. For much of the 19th Century the
meek and whining voice of the AMA was essentially
unheard until it formed a Council on Medical
Education in 1904. This was a group of outstanding
men who began to evaluate the medical schools and
rate them as A, B and C — A being worthy and C
hopeless. Their reports were made public, and
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resulted in the closure or merger of 29 schools in the
four years prior to Flexner's Report.'? The AMA still
felt it was in a difficult political position to further
reform medical school education, and enlisted the aid
of the Carnegie Foundation to support a review.

In 1907 the AMA inspected medical schools and
reported the dismal state of medical education.
Immediately a number of schools went out of business

because their state boards refused examination to their

graduates, and it was evident that the 160 existing
medical schools would probably be reduced to 100.
By the time of the Flexner Report the number of
schools had been reduced by almost 25%.13

Dr. Henry S. Pritchett, President of the
Massachusetts Institute of Technology, was
responsible for suggesting to Mr. Carnegie that a
foundation be set up for the purpose of providing
retirement allowances for professors and teachers, a
suggestion that Mr. Carnegie adopted. It became clear
they did not have the funds to grant pensions to
everyone teaching in a college, so they first had to
define exactly what a college was. They defined it as
having certain entrance prerequisites; no religious
restriction in its college charter; a faculty of at least
six departments, each headed by a Chairman with a
doctoral level degree; and an income producing
endowment of $200,000. Colleges then tried to pattern
themselves on this definition, so that they could
obtain pensions.

Pritchett was not satisfied, however, to advance
teaching merely by making it more attractive and
secure; he began to make the Foundation an objective
and critical organ. His annual reports contained stern
criticisms  of academic standards and practices.
Pritchett pressed the Board of the Carnegie
Foundation on the need for reform in the professions,
and wanted to start with the legal profession, but was
rebuffed by the legal professional organization. When
an unsolicited invitation to survey medical education
came from the AMA, Pritchett immediately accepted.!t

ENTER DR. FLEXNER

Dr. Abraham Flexner, a teacher in his own
preparatory school in Louisville, closed his school
and took a sabbatical in Heidelberg. He wrote his first
book, The American College, a severe criticism of the
elective system, and the lecture system that he observed
as a student at Harvard. He had noticed that his
students, whom he had prepared for college,
frequently lost their enthusiasm for learning after
getting there, and he felt that the colleges and
universities were failing in their responsibilities.
Although the book found limited readership, it did
fall into the hands of Dr. Henry S. Pritchett.

On his return to America, Flexner thought he might
find a “congenial occupation” at the Carnegie
Foundation and obtained an introduction to Dr.
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Pritchett.!> Dr. Pritchett allowed him to read a speech
he had prepared and, on their next meeting, Dr.
Pritchett asked Flexner if he would like to make a
study of medical schools. Flexner assumed that he had
mistaken him for his brother Simon who was a
physician at the Rockefeller Institute. He called his
attention to the fact that he was not a medical man,
and had never set foot inside a medical school.
Pritchett replied “that is precisely what I want. I think
these professional schools should be studied not from
the point of view of the practitioner but from the
standpoint of the educator. I know your brother, so
that I am not laboring under any confusion. This is
a layman’s job, not a job for a medical man.”"

Flexner wrote in his biography “time and again it
has been shown that an unfettered lay mind that is
courageous, imaginative, and determined to master
relationships, is in the very nature of things best suited
to undertake a general survey. It was, for example,
not a professional soldier, but rather a layman,
Richard Burton Haldane — afterward Viscount
Haldane — who re-organized the British Army and
later the University of London.” “The expert has his
place, to be sure; but if I were asked to suggest the
most promising way to study legal education, I should
seek a layman, not a professor of law; or for the sound
way to investigate teacher training, the last person I
should think of employing would be a professor of
education. Dr. Pritchett was right: even though I
might well have been the wrong choice, the proper
person to study medical education was a layman with
general educational experience, not a professor in a
medical school.”??

Flexner may have been initially unsure of his ability
to carry out the project but he jumped at the chance.
In his autobiography he recalled an incident when
Dr. Pritchett asked him to dine and talk about medical
education.' After dinner he offered him a cigar which
Flexner accepted and smoked (his first and last).
Weeks later, after he had started the work, he dined
again with Dr. Pritchett who again offered him a
cigar. “Thank you", he said, "I don’t smoke”.
Pritchett said, “but you smoked a cigar when you
dined with me before.” “Oh, yes” he answered, “I
would have smoked a cucumber that night.”

Flexner was to be paid a small compensation, but
to have an unlimited expense account. On December
1, 1908 he set to work on his survey of medical
education in the United States and Canada. He
commented “‘throughout, I struck from the shoulder,
naming names and places. Pritchett stood behind me
like a stone wall.”

It is worth contemplating at this point the
important place in this revolution in medical
education of Dr. Pritchett. He had the idea, he led
the move from reform, he selected the appropriate
person, and he then backed that person to do what
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needed to be done. Flexner did the job well, but
Pritchett deserves an honored place in the history of
medicine.

Flexner was accompanied on his survey of medical
schools by Dr. M.P. Colwell from the American
Medical Association. Dr. Colwell was a very
painstaking and careful individual, but always had
to be diplomatic because he could not offend the
physicians and medical schools that the AMA
represented.

In his autobiography Flexner stated “I had a
tremendous advantage in the fact that I became thus
intimately acquainted with a small but ideal medical
school.” The ideal medical school Flexner referred to
was Johns Hopkins, founded in 1893 and under the
direction of Welch, Halstead, Mall, Abel, Howell, and
Osler.” “Without this pattern in the back of my mind,
I could have accomplished little. With it T began a
swift tour of medical schools in the United States and
Canada — 155 in number, every one of which I
visited.”

So what did he look for in the quality and value
of a medical school?

1. The entrance requirements.
2. The size and training of the faculty.

3. The sum available from endowment and fees for
the support of the institution and what became of it.

4. The quality and adequacy of the laboratories.

5. The relations between medical school and
hospitals, including in particular freedom of access
to beds and freedom in the medical school
appointment of the hospital physicians and surgeons
who automatically became clinical teachers.

He stated in his autobiography that “in half an
hour or less I could sample the credentials of students
filed in the Deans Office, ascertain the matriculation
requirements and determine whether or not the
standards, low or high, set forth in the school
catalogue were being evaded or enforced. A few
inquiries made clear whether the faculty was
composed of local doctors, not already professors in
some other local medical school, or the extent to
which efforts had been made to obtain teachers
properly trained elsewhere. A single question elicited
the amount of the income of the medical school, and
a slight operation in mental arithmatic showed the
approximate amount available for the full-time
teachers or for distribution as “'dividends” among the
practising physicians who were “professors”. A stroll
through the laboratories disclosed the presence or
absence of apparatus, museum specimens, library, and
students; and a whiff told the inside story regarding
the manner in which anatomy was cultivated. Finally,
the situation as respects clinical facilities was readily
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clarified by a few questions, directed in succession —
and separately — to the Dean of the school, the
professors of medicine, surgery, and obstetrics, and the
hospital superintendent — questions which were
designed to ascertain the extent to which the school
enjoyed rights or merely courtesies in the hospitals
named in the school catalogue. In the course of a few
hours a reliable estimate could be made respecting the
possibilities of teaching modern medicine in almost
any one of the 155 schools I visited in the United States
and Canada.”

Flexner and Colwell made their flying visits,
visiting a different university each day. For example,
part of his itinerary is as follows: November 6,
Omaha, Nebraska; November 7, Kansas City;
November 8, Lawrence, Kansas; November 9, St
Louis, Missouri; November 11, Oklahoma City;
November 12, Norman, Oklahoma; November 14,
Dallas, Texas; November 15, Little Rock, Arkansas;
November 16, Memphis, Tennessee.!®

There was much criticism of the shortness of the
visit to each medical school. However, perhaps we
might remember the remark of Dr. Abbott, Professor
of Orthopedics in Portland, who responded, when the
faculty there complained that Flexner took only one
day in looking at the School, “That is where we were
lucky!"1®

“Elsewhere, dissection rooms are indeed found but
the conditions in them defy description. The smell
is intolerable; the cadavers now putrid, as at Temple
University (Philadelphia), the Philadelphia College
of Osteopathy, the Halifax Medical School, and in
many of the southern schools, including Vanderbilt.”

“Halifax Medical College requires attendance at a
City Dispensary that possesses little equipment for
treatment, still less for teaching; besides the College
has no voice in its conduct.”

“At Halifax, the fee income is some $5,000 a year
and the government makes an appropriation of
$1,200, - a total of $6,200. The Faculty apportions this
sum as follows: three-fourths of the fees are divided
among the teachers; one-fourth of the fees, plus a
government subsidy must carry all other expenses—
heat, light, janitor service, laboratory maintenance:
the disgraceful condition of the premises follows as
a matter of course.”

It is clear that Flexner was including Halifax
Medical College among those American schools that
were proprietary or profit-making institutions. “The
conclusion, then, is irresistible that these schools, far
from being the benevolent enterprises they are alleged
to be, still “pay,” both directly and indirectly; nor
can a genuine altruistic motive be made out for any
medical school which does not consistently devote its
entire income to providing decent facilities and
adequate instruction in the laboratories, or the
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teachers, if competent, must rely wholly on their
salaries. Clinical teachers ought undoubtedly to be
paid, but not out of the fees at the expense of
laboratories and laboratory men.”

“Among endowed institutions that lend their name
to proprietary medical schools, for which they cannot
possibly control as long as they do nothing, are the
University of Denver, Washburn College, Cotner

University, Epworth, Baylor, Western, and Dalhousie

University. Some of these institutions are very poor.”

“Everywhere in Canada and in the United States
wretched institutions refute criticism by pointing to
their successful state board records. Halifax and
Western University candidates pass in Canada side by
side with students from McGill and Toronto, though
not in an equal proportion; for even in the written
examinations, better opportunities tell in the long
run.”

Flexner concludes that 250 more doctors per year
should be trained in Canada, but said the task of
supplying them should be at the moment safely left
to the Universities of Toronto, Manitoba, McGill and
to Laval at Quebec. “Halifax, Western and Laval at
Montreal have no present function.” Although he
seems satisfied to wash his hands of the Halifax
Medical College, he adds a thoughtful note: “At some
future time doubtless, Dalhousie University at Halifax
will need to create a medical department.”

The Flexner Report recommended that medical
schools:

1. Relate medical schools to universities, with the
universities to develop adequate standards of teaching.

2. Create a scientific environment through in-depth
teaching of basic medical sciences with accompanying
laboratory exercises.

3. Select full time faculty members with a strong
interest in research.

4. Arrange for students to participate in the care
of patients in wards and dispensaries.

5. Emphasize the scientific approach to problems
of clinical medicine.

VISIT OF THE CARNEGIE GROUP

Dr. Abraham Flexner and Dr. M.P. Colwell arrived
by train in Halifax in the early hours of a Saturday
morning in October 1909. They checked into the
Halifax Hotel and the next morning called President
Forrest and he, with Dr. Lindsay, Secretary of the
Medical Faculty of Dalhousie, promptly called upon
them at the hotel. Mr. Flexner asked his questions
and then, planning to leave on an early train that
afternoon, paid “flying visits” to Dalhousie
University, the Halifax Medical College, the Victoria
General Hospital and the Halifax Dispensary. The
whole performance took four hours.

THE NOVA SCOTIA MEDICAL BULLETIN

38

THE CARNEGIE REPORT ON THE HALIFAX
MEDICAL COLLEGE

The Halifax Medical College was roundly criticized
by the Flexner Report and was described, with Laval
(Montreal), as being ‘“feeble”.? The University of
Western Ontario was said to be “as bad as anything
found in the United States”; Winnipeg and Kingston
represented a distinct effort towards higher ideals;
McGill and Toronto were excellent.

The Report criticized the fees going to the
professors at The Halifax Medical College, and said
the disposition of funds is reflected in the condition
of the Medical College: “It possesses an ordinary ill-
smelling dissecting room and a single utterly wretched
laboratory for pathology, bacteriology and histology.
There is no museum worthy of the name, and no
laboratory work in physiology and pharmacology.
The laboratory sciences have been starved that small
dividends might be paid to generally prosperous
practitioners.”’

The Report commented on the clinical teaching at
the Victoria General Hospital and stated that “staff
appointments are made by the government for its own
reasons; the Medical College is forced to confer
professorships on these appointees”.

“Obstetrical opportunities barely suffice. The
College has no dispensary and the students are
required to attend the City Dispensary where the
Medical School has no authority. The attendance was
fair”.

The Report criticized the association with
Dalhousie, whereby the school did the teaching and
Dalhousie Medical Faculty examined the students and
gave them a degree.

Flexner asked “What is the value of the Dalhousie
degree in Medicine, won by students whose
opportunities have been provided by Halifax Medical
College? The connection is, from the standpoint of
Dalhousie University, highly objectionable.” He goes
on “there is a library and a small collection of
specimens, not all labelled”.

In the general text he criticized the advertisement
of medical schools, indicating that they dishonestly
overstated their resources in many instances. He used
Halifax catalogues as an illustration of ones that
abound in exaggeration, misstatement and half truths.
He said that Deans occasionally know more about
modern advertising than about modern medical
teaching. The Halifax Medical College brochure stated
“first class laboratory accommodation is provided for
histology, bacteriology, and practical pathology”.
Flexner comments “one utterly wretched room is
provided for all three”. He stated that in many
medical schools 1t 1s stretching terms to speak of
laboratory teaching in connection with them at all,
with Halifax among six medical schools used as bad
examples.
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THE RESPONSE AT HALIFAX MEDICAL
COLLEGE

The staff of The Halifax Medical College was
outraged. Dr. D.A. Campbell writing in the Maritime
Medical News, July 1910, felt the report was unfair,
biased and inadequate in its approach.'® He was
disturbed that Flexner did not interview any Medical
College teachers. In fact, Flexner stated years later that
he invariably talked with teachers of medicine and
the medical sciences and their students. He did none
of these interviews at Dalhousie, meeting only the
President and the Secretary of the University.

Campbell felt that the most serious charge was that
it was a proprietary, mercenary, or commercial
institution 1in its spirit and ideals. He felt all the other
grave charges against the Halifax Medical College
were easy to answer. His defence, however, merely
corrected some minor inaccuracies about the
examination process and the licensing body, and
corrected some minor wording. He said that it was
not 75% but 40% of the fees that went to the Faculty.
He defended the library, stating that they were
increasing books by the rate of $200 per year.

Campbell complained that when the Report was
completed, an initial draft was sent to the College and
a committee attempted in vain to correct the errors.
They tried to change the comment about the
dissecting room to “there is an ordinary, well-lighted
dissecting room" but the Report still came out saying
that it was an “ordinary, ill-smelling dissecting
room.” In the criticism of the anatomy department,
Campbell strongly objected to the fact that they
suppressed and deliberately ignored the information
that “every student is supplied, free of expense, with
a set of bones for use at home"”. He was upset that
this service was commented favorably upon in the
discussion of Cornell. He concludes that this is an
example of the fact that Flexner wished to destroy
institutions such as Dalhousie, and that he was biased
with fixed views before his visit.

Campbell was concerned about the criticism about
fees going to the Faculty, and says that the report
ignored the fact that Halifax teachers gave up their
pay for two years so that the College could build a
new wing, and provide the Pathology Laboratory and
equipment.

Campbell notes that the Report stated “at some
future time doubtless Dalhousie University will need
to create a medical department”, and says “yet the
Foundation now absurdly asks that Dalhousie should
destroy what she has in herself and in virtual
affiliation with herself, before setting about building
up a new school.”

In a discussion of Campbell’'s paper, Dr. John
Stewart agreed that the worst criticism was the
comment “mercenary’’ for their founders and teachers,

THE NOVA SCOTIA MEDICAL BULLETIN

and felt that the report called into question the good
character of the Halifax degrees.

At the end of the Yarmouth meeting of the Medical
Society of Nova Scotia where the paper was presented.
The Society, having considered Dr. Campbell’s
criticism of the Report on the Carnegie Foundation
on the standing of the Halifax Medical College, “finds
that the Report is prejudiced, inaccurate and
misleading. The Society considers that the best answer
to the report is furnished by the good standing and
success of the practitioners who receive their
education in Halifax”."7

“The Society believes that the Halifax Medical
College has proved its efficiency and that it serves a
useful purpose in the Maritime Provinces and
Newfoundland, and it strongly recommends that every
effort should be made to insure the continuance of
a medical school in Halifax.”

In the series of editorials in The Canada Lancet,
the Carnegie Report was stated to have been unjust
to the medical colleges of Canada.'®"!? They state that
“too much attention was paid to the buildings, chairs,
tables, bottles, etc. and not enough to the quality of
the teaching given by the staff to the students. The
right sort of a teacher could teach a medical class
under the shade of an old oak tree, and make good
practitioners of them".

AW.H. Lindsay, Registrar of the Provincial
Medical Board, was also incensed by the Report,
because it called into question the license provided
by his Board, which depended upon the examination
and degree from the Halifax Medical College and
Dalhousie University. Since the Dalhousie degree was
used to determine license, this calls into question the
Board's license and he felt this could not go
unchallenged. Despite his feeling that it should not
go unchallenged, he made no statements or challenges
to the criticism and made no attempt to refute the
report.?

Consternation is evident in the faculty minutes of
the Halifax Medical College and the medical faculty
of Dalhousie University. A special meeting of the
Executive of the Medical College was held when the
First Commissioner of Education for the State of New
York wrote and said that he was considering
rescinding the registration of the Halifax Medical
College on the basis of the Flexner Report.

It is clear from the Carnegie Report and his
autobiography that Flexner was relatively uncon-
cerned about the possible minor injustices visited on
any particular medical school as a result of his rapid
survey and observatons, as he was dedicated to the
need to upgrade medical institutions. He felt that this
could not be accomplished without the demise of the
proprietary schools and the establishment of medical
education within universities. There is evidence of a
secret memorandum written by Flexner suggesting
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Rockefeller millions be used to reduce the number of
U.S. schools to 31, and he named those he felt should
survive.!213

THE RESULTS

The Annual Report of the President of Dalhousie
University for 1911-1912 contains this note regarding
the formation of a new Dalhousie Medical School:

“In the early part of the year 1911, Halifax Medical

College, finding it difficult to carry on the work of
medical teaching, approached the University with the
request that it should undertake this task, and offered
to sell its property to the University and assist the
University in every way in obtaining an act of the
legislature vesting in the University all the rights and
privileges and teaching appliances hitherto held by
the Halifax Medical College. After full consideration
of the question the Board of Governors consented, and
the transfer was made, though the Board realized fully
that they were making a heavy financial sacrifice in
doing so.”

They state they were improving the laboratories,
providing more equipment and providing a new
laboratory for pathology and bacteriology. Although
there seemed to be reluctance on the part of later
medical school writers to acknowledge any
relationship of these changes to the Flexner Report,
it is interesting that in 1911, one year after the Report,
the first full time qualified pathologist, Dr. M.A.
Lindsay was appointed, and the Pathology facilities
were move from their temporary quarters in the Nova
Scotia Technical College on Spring Garden Road, to
the present site on University Avenue. When Flexner
met Frederick T. Gates, closely associated with John
D. Rockefeller, they discussed over lunch where things
should go from there. Gates said about the Flexner
report “‘it is not only a criticism; it is also a program.”
He later outlined for Gates a plan for refurbishing
a medical school which would require a minimum
of §1 million, and probably close to §1.5 million. This
involved buildings, new facilities and full-time
faculty. He proposed initially that the sum of $1.5
million be given to Johns Hopkins because they had
done so much already, that they would do much more
if they were endowed.

Rockefeller and Carnegie funds were donated to
Dalhousie to build new facilities. The most important
was the Public Health Clinic on University Avenue
which provided space for outpatient care and
teaching. Later Rockefeller funds would support the
building of the Grace Maternity Hospital, and the
Medical and Dental library.

Over the next few decades medical education in
North America was altered remarkably. Virtually all
medical schools went on to incorporate the principles
outlined by Flexner, and for the next fifty years these
principles formed a blueprint for medical education.
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The adjective “flexnerian” has come to mean medical
education with a strong basic science foundation.

The most striking changes following the Report
occurred in the United States. There were no school
closures as a result of this Report in Canada, but
almost half of the schools closed in the United States.
By 1922 there were 81 schools in operation. Only 70
of the 166 United States schools still persisted by 1962.

Writing in retirement, Flexner estimated that,
between 1917 and 1928 alone, the combination of
Rockefeller grants and institutional matching funds
added $600 million to the budgets of schools of
medicine.

CONCLUSION

Flexner's Report merely brought to a head
something that was known already about the sorry
state of America's medical schools. His real impact
derived from what occurred after the Report. Largely
due to his efforts, John D. Rockefeller donated
millions to improve the nation’s medical schools
through the general education board. Within a few
years the University of Rochester was established, and
major changes were financed at many medical
schools, including Dalhousie. Others, who failed to
obtain this philanthropic help, either closed their
doors or recognized their own responsibility to
upgrade their physician training.

It is clear that the Flexner Report, the highly
publicized, and extremely important focal point for
a major reform in medical education, was part of a
reform movement that was gathering momentum.
Hudson commented that Flexner was “not so much
a revolutionary as catalytic to an already evolving
process.” It is also clear that Flexner took the concept
of Johns Hopkins and used it as a yardstick in
measuring all other medical schools. That major
changes resulted is obvious, but it should not be
forgotten, as Flexner himself recognized, that it was
not the report that really made the changes, but rather,
it was the large amounts of money poured into the
improvement of medical schools afterwards that really
made a difference. Thus Flexner should be
remembered not so much for the fire he set but for
the blueprint of the structure that was to rise from
the ashes.!® It 1s fortunate that, despite severe criticism
in the report, a Maritime medical school at Dalhousie
was recognized as important, and worthy of
substantial foundation support as one ol the
institutions in North America to be funded and
developed. .

Medicine is at a major crossroad today. The
expectations of the public increase but restraint and
cutbacks threaten medical services. We are used to a
concept of development and expansion and have great
difficulty ensuring excellence while reducing and
downsizing the system. Universities have major
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pressures and medical faculties are under the cloud
of decreasing budgets, decreasing postgraduate
training posts and threats of decreasing students.
Many argue that we are overtraining physicians and
specialists, while many areas of the country remain
underserviced. We have major ethical problems to
solve. We have technical capabilities that may open
doors to wonderous new advances in understanding
but may, in fact, be destructive for mankind. Society
on the one hand wants more humanitarian doctors,
but on the other wants them highly trained in the
latest advances in science and technology.

Perhaps we might pause at this moment and reflect
— is it time for another Flexner? a
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The Provincial Medical Board of Nova Scotia

M. R. Macdonald,* M.D., F.R.C.P.(C),

Halifax, N.S.

The Provincial Medical Board of Nova Scotia as

we know it today was incorporated under the
Provisions of Chapter 172 The Medical Act of Nova
Scotia in 1954 and is entrusted with the administra-
tion of the Medical Act.

At the present time, the Provincial Medical Board
of Nova Scotia consists of fourteen (14) members,
seven (7) of whom are appointed by the Government
of Nova Scotia, six (6) by the Medical Society of Nova
Scotia and one (1) by Dalhousie University.

The objectives of the Board are:

1. Setting and maintenance of standards for
medical education;

2. Registration of physicians for medical practice
in Nova Scotia; and

3. Discipline of members of the medical profession
in Nova Scotia.

Although the present Provincial Medical Board was
incorporated by Statute in 1954, legislation bearing
upon medical education and licensure of qualified
practitioners of medicine in Nova Scotia dates back
to May 29, 1828 when the House of Assembly passed
An Act to Exclude Ignorant and Unskilled Persons
from the Practice of Physic and Surgery.

In 1856, An Act to Regulate the Practice of Physzc
and Surgery was passed, repealing the former
legislation. This new Act provided for: (a) registration
with the Provincial Secretary; (b) recovery of fees by
registered persons; (c) physicians practicing in the
Province before 1822 to be licensed without
examination; (d) Provincial Medical Appointments to
be held only by physicians duly registered; (e)
certificates of registration to be received in evidence;
and (f) a penalty of 5 pounds for failing to register.

The Act of 1856 prevailed until April 18, 1872 when
An Act to Regulate the Qualifications of Practitioners
in Medicine and Surgery passed the Legislature.
Under this Act the Provincial Medical Board was
created, consisting of nine (9) members, five appointed
by the Governor in Council and four (4) by the
Medical Society of Nova Scotia. Provision was made
for a Medical Register and its Annual Publication.
Registration was compulsory and a penalty of $20.00
a day was set for those who practised without
registration.

*Registrar/Secretary, The Provincial Medical Board of Nova Scotia,
Suite 3050, Lord Nelson Hotel, 1515 South Park St., Halifax, N.S.,
B3] 212,
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The Medical Act was essentially unchanged until
1884 when it was amended, increasing the
membership of the Board from nine (9) to thirteen
(13) in the relation of seven (7) to six (6) appointed
on the same basis as the original Board. Powers of
the Board were increased as well as the Registration
Fee.

The first meeting of the Provincial Medical Board
was held in Province House, July 24, 1872. The first
Medical Register was published in the Royal Gazette
in August, 1873.

DUTIES AND RESPONSIBILITIES OF THE
BOARD ARE SET OUT IN THE MEDICAL ACT

Standards of Medical Education

“The Board may prescribe the qualification to be
possessed by persons desiring to commence the study
of medicine and prescribe the preliminary examina-
tions to be taken or evidence of qualifications to be
submitted by them before commencing that study"".

At one time the Board held entrance examinations
and also pre-registration examinations but, with the
proliferation of medical schools and the complexity
of medical education, this responsibility has been
delegated to the Medical Schools and the Board
accepts for Registration and Licensure graduates of
medical schools recognized and approved by the
Board. In relation to the North American Schools, this
is really not a problem as these Schools are accredited
by L.CM.E. (Liaison Committee on Medical
Education) in the U.S.A. and the CA.C.M.S.
(Committee on Accreditation of Canadian Medical
Schools) but, for many of the Medical Schools outside
North America, acceptance of their graduates for
training and licensure constitutes a sizable problem.

The organized teaching of medicine has gone on
in Halifax since 1868. It was first carried on by
Dalhousie, then by the Halifax Medical College in
affiliation with Dalhousie and since 1911 by
Dalhousie. It has received continuous and strong
academic support from the Provincial Medical Board.
Mutual interests in creating and continuing high
standards for professional qualifications have resulted
in continuous and meaningful cooperation through-
out the years.

Annual grants are given by the Board in support
of the Continuing Medical Education program at
Dalhousie as well as grants for the Dr. John Stewart
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Memorial Lecture and the MacDougall Memorial
Library.

Registration of Physicians

The pre-registration clinical requirements are
always under active consideration and while generally
speaking, in Nova Scotia a graduate of a LCME/
CACMS Medical School requires a rotating internship
in an approved program or a Certificate in a Specialty
of the Royal College of Physicians and Surgeons of
Canada, requirements for graduates of non-
Canadian/U.S.A. Schools may vary considerably.

Discipline

The biggest change in responsibilities of licensing
authorities in recent years has to be in the realm of
discipline, Patients and relatives are complaining to
licensing authorities much more frequently and,
although most of the complaints are the result of poor
or lack of meaningful communication between doctor
and patient/relatives, yet many of the complaints are
much more serious and probably should be directed
to legal authorities rather than to the licensing
authorities.

Problems with the misuse and abuse of drugs by
the general population, particularly controlled drugs,
i1s a cause for great concern especially when these
drugs are obtained on doctors' prescriptions and many
are diverted into the illicit street market.

The duties and responsibilities of the Provincial
Medical Board may well increase in numbers and
importance and more legislative authority may well
be required in a revised or amended Medical Act to
allow the Board to carry out many functions which

will be required of it at some future date. O
[ 0y
Doane
Chartered Accountants Raymond

Serving the Nova Scotia Medical community with a
broad range of financial and management services
including:

— tax planning

— practice management

— computerized accounting services
— computer consulting

\ 12 offices in Nova Scotia — 35 offices coast to coast ~ 4

JOINT INTERNATIONAL MEETING ON PAIN

THE CANADIAN PAIN SOCIETY /
THE INTRACTABLE PAIN SOCIETY
OF GREAT BRITAIN AND IRELAND

AUGUST 28-31, 1985
HALIFAX, NOVA SCOTIA, CANADA

TOPICS: Pain Mechanisms and Measurement
Pain in Children
Cancer, Low Back and Orofacial Pain
Workshops and Panel Discussions

Speakers will include:

U.K.: Profs. E. Wilkes, J. Thompson
Drs. S. Lipton, M. Mehta, M. Sluyter, J. Lloyd

Canada: Profs. R. Melzack, H. Mersky, B. Sessle,
B. Pomeranz, Dr. R. Tasker

Posters +/-Free Papers to be submitted before
June 15th, 1985

For details contact:

Mrs. Caroline Johnson
Department of Anaesthesia
Victoria General Hospital,
1278 Tower Road,

Halifax, Nova Scotia, Canada
B3H 2Y9

Phone Number: (902) 428-2325 or (902) 428-2328

To my eyesight I'm accustomed
To my dentures I'm resigned
To my hearing I'm adjusted
But O God! I miss my mind.

Professional Economic Consultants Ltd.

Financial Planning and Practice
Management for Medical and
Dental Professionals across
Canada, since 1971.

Suite 730, 5991 Spring Garden Rd.
Halifax, N.S. B3H 1Y7
(902) 423-1369
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astemizole Tablets/Suspension

The first once-a-day;

‘lu] &) non-sedating antihistamine

T’ISTHE SEASON PROVEN
Over 2.5 million Canadians suffer from HIGHIY EFFECTIVE
the annoying symptoms of allergic With growing worldwide clinical documen-

tation now involving over 2,400 patients,
HISMANAL has

rhinitis each year. For some, the simple
sighting of a stray puppy or kitten can
trigger a series of sneezes, runny nose
and itchy eyes. But for most sufferers,
the first early warning signs of spring
like blossoming birch trees signals the
beginning of the most distressing time of
all. . . the Hay Fever season.

A period that also signals for the benefits
of HISMANAL. The first once-a-day,
non-sedating antihistamine.

Casanunn Bascy Winmws ALty Crusr
An—ud—udwv mmwm

demonstrated a
positive response
in up to 80% of
the cases’ . . .
a significant
improvement to
previously used antihistamine such as
clemastine,? chlorpheniramine2 and
most recently, terfenadine.?

HISMANAL is equally effective in children
and adults 2

PROVEN NON-SEDATING

Clinically, studies have also shown that
HISMANAL even up to six times the
recommended dose
of 10 mg daily, did
not cause detectable
sedation 4 or at three
times the dosage L
produce any significant

detrimental effect on

performance ® Particular benefits for
those involved in skilled activities or
operating a vehicle.
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CONVENIENT

ONCE-A-DAY THERAPY
Equally important, HISMANAL has
demonstrated an exceptionally long
duration of action
Thus HISMANAL
provides a most
convenient once-a-
day dosage regimen,
24-hour patient

protection and
enhanced patient compliance.

HISMANAL represents a major advance
in allergy therapy for all age groups. The
first once-a-day, non-sedating
antihistamine that can provide significant
improvement for hay fever sufferers.

GEHISMANAL. ..
a clinically significant improvement
in antihistamines to date99”
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astemizole

THERAPEUTIC CLASSIFICATION

Histaming Hi-antagonist

ACTION Astemizole is a potent, long-acting and selective
histamine Hi-antagonist. It produces a dose-related
inhibition of skin reactions to intradermal histamine.
Astemizole inhibits the nose reaction to nasal challenge
with histamine and allergens. Itinhibits the bronchial re-
action to inhaled histamine and allergens in asthmatic
patients. Astemizole has extremely weak serotonin an-
tagonism, no anticholinergic properties, no antagonism
of dopamine or other catecholamines. Astemizole has
no effect on the C.N.S. and does not interact with drugs
acting on the C.N.S.

Astemizole is rapidly absorbed after oral administration.
Peak plasma levels are obtained within one hour.
Astemnizole is extensively metabolized, and plasma levels
of unchanged drug are low.

Astemizole is completely metabolized in the liver and
mainly excreted through the faeces. Two metabolites of
astemizole, desmethylastemizole and norastemizole
have, orally, the same pharmacological properties as the
parent compound.

INDICATIONS HISMANAL® astemizole is indicated for
the freatment of seasonal allergic rhinitis, allergic con-
junctivitis, chronic urticaria and other allergic
conditions.

CONTRAINDICATIONS HISMANAL astemizole is con-
traindicated in patients with a known hypersensitivity to
the drug.

PRECAUTIONS Use in Pregnancy Due to insufficient
data, HISMANAL astemizole should be used in pregnant
women only when, in the opinion of the physician, the
potential benefits outweigh the possible hazards.

Use with C.N.S. Depressants HISMANAL astemizole
had no potentiating effects with alcohal or other C.N.S.
depressants in clinical and laboratory studies.

Drug Interaction No drug interaction has been
found between astemizole and bronchodilators, other
systemic antihistamines, antibiotics, sulfonamides,
corticosteroids, estrogens, progestogens, oral con-
traceptives, diuretics, antihypertensive agents, analge-
sics and anti-inflammatory agents, tranquillizers and
antidepressants.

ADVERSE REACTIONS The incidence of adverse experi-
ences during astemizole treatment was comparable to
that during placebo control treatment.

During chronic treatment, body weight tended to in-
crease. This is probably due to an increase in appetite.
Astemizole had no effect on laboratory parameters.
SYMPTOMS AND TREATMENT OF OVERDOSAGE In
cases reported to date, involving oral ingestions of up to
300 mg of HISMANAL astemizole, no untoward effects
have been noted.

DOSAGE AND ADMINISTRATION Adults and children
older than 12 years of age: 1 tablet (10 mg) once a day.
Children between 6 and 12 years of age: V2 tablet (5 mg)
once a day.

Children under & years of age: 2 ma (1 mL suspension)
per 10 kg/day.

To achieve optimal absorption, astemizole should be
taken on an empty stomach.

AVAILABILITY

Tablets Each white, round scored compressed tablet
contains 10 mg astemizole. Available in boxes contain-
ing 2 blister packs of 10 tablets each.

Suspension Each mlL contains 2 mg astemizole.
Available in bottles of 30 mL.

LEARNING DISABILITIES CONFERENCE

October 30 through November 1, 1985
Halifax, Nova Scotia

The Child Health Committee of The Medical
Society of Nova Scotia is pleased to announce that
the above Conference primarily directed toward
doctors — November 1st being called “doctors’ day”
— is made possible through the joint efforts of the
Atlantic Conference on Learning Disabilities, The
Medical Society of Nova Scotia, and the Nova Scotia
Government.

Guest speakers include Dr. Sylvia Richardson,
President of the Orton Society of America and Dr.
Crellen, Pediatrician and Chief of Child Clinic in
Billings, Montana. Dr. Crellen is a learning disabled
person. Other speakers will be announced.

Pertinent details relating to the Conference will
appear in future publications.

Plan to spend a pleasant and informative weekend
in Halifax, October 30 through November 1, 1985.

REFERENCES
1. Sussman, G. L.: Today's Ther Trends (in press) 1585. 2. Vanden
Bussche, G. et al.: A Review of Worldwide literature HISMANAL
SYMPOSIUM, Beerse, Belgium 1983. 3, Holgate, 5. T.: THORAX 39
N 9938—5?2 1984. 4. Smith, N, T.: SATELITTE SYMPOSIUM, Am
Acad All & immun, Chicago, 1984. 5. Sappal, T Curr Ther Rles 31:
63844, 1982, 6, Laduron, P. M. Mol Pharmocal 21: 234-300,
1882, 7. Knight, A, Cdn J Otel 1365.
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REALTY LTD.

Serving Nova Scotia

OPPORTUNITY FOR CAREER
RE-ALIGNMENT

Spacious well appointed home with inclusive
Doctors Office, waiting-room, etc. This salt water view
home is situated on an eight acre lot. Grant money
has been available. NOW be your own boss with high
net/income.

Price $48,500
V. F. Clahane
PRESIDENT
Halifax, N.S. Bus: 423-3002
Res: 477-5706
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The Medical Society of Nova Scotia

D. D. Peacocke,*

Halifax, N.S.

The Medical Society of Nova Scotia was created in
1862 by the Province of Nova Scotia when its
Constitution was approved.

The Medical Society is a voluntary association of
physicians licensed to practise in this Province. All
physicians so licensed are required by law to pay
Medical Society dues or an equivalent amount if it
is their choice NOT to join the Society, at this time
all except two are Society members with the bulk of
them being members of The Canadian Medical
Association. In addition all Internes and Residents
(344) and Medical Students (385) are members of the
Society.

Council is the governing body of the Society with
its actions subject to approval by all members of the
Society at the Annual Meeting.

Council, about 160 strong, is comprised of members
of the Executive Committee, Chairmen of Committees
and Sections, Officers of Branch Societies, plus a wide
range of various representatives and appointees to
other bodies and organizations with which the Society
has close association, affiliation, interest or relation.

The Medical Society’s Executive Committee, more
commonly referred to by many associations as a Board
of Directors, is responsible for the ongoing operation
of the Society between general meetings. It is
comprised of 7 Officers elected annually, representa-
tives from each of 15 Branch Societies and the
Student/Interne/Resident block. The Officers act
between meetings of the Executive Committee.

The Medical Society’s official organ is The Nova
Scotia Medical Bulletin established in 1922. The
Bulletin, which features a high calibre of contributed
medical articles and information, is published bi-
monthly and mailed to all Nova Scotia physicians.

The Medical Society is closely allied with The
Canadian Medical Association and is known as a
Division of C.M.A. An important linkage is the
C.M.A. Council arrangement. These Councils
(Medical Education, Health Care, and Economics) are
made up of appointees of the Divisions. The C.M.A.
Board of Directors is composed of appointees from
each of the Divisions.

The range of activities and interest of the Medical

*Executive Secretary, The Medical Society of Nova Scota, Suite
305, 6080 Young St., Halifax, N.S. B3K 5L.2
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Society is wide indeed, no doubt resulting from the
broadness of the stated purposes. These include
promotion of health and prevention of disease,
improvement of medical services, maintenance of
integrity and honour of the medical profession, and
promotion of harmony and unity of purpose of the
medical profession, and various other bodies having
responsibilities for care of the sick and injured.

The Medical Society’s Sections are important in this
regard. Sections are structured specialist groups which
serve as consulting bodies to the Society in relation
to their own special interest and expertise. Almost all
specialities are organized in this fashion. The
Committees of the Society are numerous and they
pretty well cover all problem areas of concern to the
Society. Examples are: Child Health, Community
Health, Cancer, Drug Abuse, Maternal and Perinatal
Health, Medical Education, Physical Fitness,
Membership Services, to name a few.

Membership in the Society opens the door to a wide
range of services especially organized and designed for
physicians. This applies particularly to the C.M.A.
Seminars and courses in practice management,
personal portfolio management, planning and
designing facilities, use of computers in the medical
practice, as well as telephone management and
supervisory training courses for staff. A complete
range of insurance programs and counselling services
are also offered. Access to medical journals is also a
benefit of value because of their place in the Society’s
C.M.E. policy.

C.M.E. programming is high on the Society’s list
of priorities. The Education Committee works closely
with the Director of Continuing Medical Education
at Dalhousie in identifying educational needs and
designing suitable programs. Arising out of
Committee activity, deficiencies or shortcoming in
both under-graduate programs and C.M.E. program-
ming are sometimes identified thus providing us the
opportunity to upgrade the training.

Negotiations on behalf of members and member
groups is a major activity of the Society. In this respect
the Society is the official spokesman for regular fee-
for-service physicians, Internes/Residents, and
various specialty groups, usually in a salaried
category.

The Medical Society has a proud heritage of service
to both the public and the profession. O
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The Canadian Medical Association*

“What do all you people in here do?"" doctors are
frequently heard to ask, in bewildered tones, when
they arrive at their professional association’s Ottawa
headquarters.

The blonde stone two-storey building, with its
smoked glass windows, landscaped grounds and well-
filled car park, is at least as imposing as an up-to-
date medical centre in, say, Calgary. But everyone
knows what the denizens of a medical centre do. Many
of the activities housed in the Canadian Medical
Association’s (CMA) building on Alta Vista Drive may
seem, to the uninitiated, much more mysterious. The
Canadian Medical Association, “the national voice of
organized medicine,” was established in 1867 — the
year Canada became a nation. Its first president, Sir
Charles Tupper, was to become a Prime Minister of
the fledgling country. Just as Canada is a federation
of ten provinces, so the CMA consists of ten provincial
divisions, autonomous within their respective
provinces, which unite at the national level for the
more effective handling of medical issues common to

all.

The query about CMA activities is justified. It is
also timely. The CMA’s role, and the way the
association fills that role, have evolved very rapidly
over the last decade. It is 16 years since the CMA
moved from Toronto to Ottawa to be closer to the
Federal Government. During that period the
association, and the whole profession, have watched
the parts played by both federal and provincial
governments in the provision of health care grow
enormously. They have watched the erosion of
physicians’ income and self-confidence. They have
seen an explosion of difficult questions — moral,
ethical and professional — that practising physicians
must face, and an avalanche of paperwork descend
on them from the health bureaucrats.

In the years immediately after the move, the
association was slow to develop the leadership role
it fills today. It was too busy fighting a rearguard
action on behalf of its members, responding to actions
by government and other groups as they arose. Today,
however, the buzzword around Alta Vista is “pro-
active” and the mood 1s more aggressive. As the
association’s secretary-general, Mr. B. E. Freamo,
explains: “We are no longer content to look at things
after they have happened. We want to determine what
are the sensitive areas, then spend our resources

*Prepared by the Editors of the Canadian Medical Association
Journal.

Mailing address: The Canadian Medical Association, 1867 Alta
Vista Drive, Ottawa, Ontario K1G 3Y6.
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developing policies for the future rather than fighting
established policies. We are beginning to recognize
that we must be intimately involved in the decision-
making process, rather than reacting to other people’s
decisions.”

The CMA has nearly 39,000 members — 80% of the
country's medical manpower pool. Yet it is at a
distance from its individual members — which is one
reason for the widespread ignorance of its functions.
Physicians are likely to be better acquainted with the
provincial divisions, membership of which 1is
obligatory in some provinces. Except in Quebec, it
is the provincial medical associations that handle the
most high-profile aspect of government-doctor
relations: the fee negotiations.

Doctors can join the CMA only through their
provincial associations, so the latter are the gate-
keepers to the national organization. In most
provinces, including Ontario, British Columbia and
Saskatchewan, membership of the two associations is
conjoint; a set amount of the dues payable to the
provincial division is automatically remitted to
Ottawa. In other provinces, physicians can belong to
their provincial association without signing up for
the CMA too; CMA dues are separate. Members who
don’t join the CMA often don’t understand the need
for a federal association working on behalf of
physicians. The federal association, like the federal
government, may seem rather remote.

Given this feeling, one might speculate that CMA
membership would be lower if it was not so often
part of a package deal with provincial association
membership. However, CMA membership carries
visible advantages. The first is the services of MD
Management Ltd., the CMA wholly-owned subsidiary
that offers physicians a valuable range of investment,
financial planning and practice management services
— from their days as interns until their retirement.
The second is the Canadian Medical Association
Journal (CMA]J), which is both an important
scientific journal and a link between the different
sections of the profession. Doctors can read about
distinguished professional colleagues, new develop-
ments in health care delivery, activities in the
provincial divisions, medical politics, practice
management and investment. The CMA] is the only
place in which they can find this in one package —
along with refereed scientific contributions. About
one quarter of the approximately 100 people in CMA
House work on the Journal which has a budget of
over $2 million a year and invariably attracts enough
advertising to break even.
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Director of Publications, David Woods, the
seasoned journalist who is in charge of both the
CMA] and the second journal published out of CMA
House, the Canadian Journal of Surgery, expects the
CMAJ to make a significant profit this year, and a
larger one next year. But such expectations are based
on the Journal retaining its hard-won second class
mailing privileges, he points out; “Without those, we
could be in the red.” If that were to happen,
physicians may find that they could no longer receive

their 24 issues of an international journal of .

excellence without paying for it.

So while MD Management Ltd. and CMA]J are the
upfront incentives to membership, they don’t entirely
bridge the gap between physicians and the national
organization. This gap is a concern of the secretary
general. Woody Freamo (the “B.E.” is rarely heard
around CMA House) agrees that “it is hard for a
youngster at the start of his career to see what we do.
And if we explain ourselves in terms of the Journal
and the financial benefits of MD Management,
because these are the tangible advantages to joining,
we are further obscuring our other, equally important,
but less immediately visible, functions.”

Woody Freamo became secretary general of the
Canadian Medical Association in 1982. An Ontario
native, who studied economics at the University of
Toronto and served as a RCAF bomber navigator in
the war, he is the first non-physician to become the
association’s chief officer. But he is a CMA old-timer;
he joined the organization more than 30 years ago,
has guided its developments from behind the scenes
for more years than he cares to remember, and he
knows the main characters and issues in Canadian
medicine. He also knows that the association should
never be more than a sum of its constituent parts:
“We are here to represent the viewpoint of the medical
profession on a national basis, to both government
and the public”, he explains.

That viewpoint is developed and articulated
through the work of three councils, which together
are the backbone of the association. Physicians from
each provincial division sit on the councils, bringing
with them the views of the doctors in their home
provinces.

The Council on Medical Education keeps an eye
on the education, training and maintenance of
professional competence of doctors. One issue it has
recently considered is the training of primary care
physicians. A task force, headed by Dr. Larry Wilson
of Queen’s University, spent many months looking
at the current levels of education for family
practitioners and examining methods of improving
on these. The report of the task force was well-received
and is now undergoing close scrutiny by all
concerned. Another concern is the number of
Canadian citizens who are receiving a medical
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education abroad, with the intention of returning to
practise in Canada. A third concern is continuing
education for physicians: the council is looking at
different educational methods that allow doctors to
keep up with developments in their field.

Mr. Joe Chouinard, the Council’s coordinator for
the last 8 years, comments, *‘So many of the council’s
activities are behind-the-scenes stuff that they aren’t
obviously beneficial. But if the council didn't exist,
the practising physicians would have little input into
medical education. That would be a damaging loss.”

In addition to maintaining standards of medical
training in this country, the Council on Medical
Education has an important additional objective:
providing the right number and mix of doctors to
answer Canada's health needs. Medical manpower
planning has been a contentious issue for years in
Canada: the profession has been reluctant to allow
government to collect statistics on practice patterns,
fearing what use might be made of them. Recently,
the CMA swung into action on its own data bank,
which will be strictly controlled by the CMA Board
of Directors. Explains Freamo: “The fine-tuning of
the system needs input, and the only people the
doctors will trust is their professional association. We
know that Statistics Canada and the Department of
National Health and Welfare are waiting with bated
breath for our figures — but there will be a lot of
discussion before we release anything.”

The association also established a special
Manpower Committee chaired by president-elect, Dr.
William Vail, to study the problem of physician
supply. It is hoped that answers to such questions
as “do we have too many/not enough doctors in
Canada?” can be answered by the committee once all
the data have been collected, studied and digested. It
is an undertaking which the Board and the Executive
of the association regard as a top priority. It appears
particularly unlikely that the CMA will seek to make
any commercial use of the lists of doctors — although
a similar data bank under the auspices of the
Amercian Medical Association yields $4 million a year
in leases to carefully-selected direct mail merchandis-
ing houses.

The second of the councils that develops CMA
policies is the Council on Health Care, the
coordinator of which for the last 13 years has been
Dr. Normand Da Sylva. This council has a very broad
mandate: “the provision of comprehensive health care
in the protection of the individual, the family and
the community”. This includes such thorny subjects
as abortion, drugs (what should be avai‘lable and to
whom), accident prevention, pollution, sex education
in the schools, and alcohol advertising. Often this
council is in the uncomfortable position of having
to react to an issue that has already become a hot topic
in the media: the latest example is the question of
the government’s legalizing the use of heroin for
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terminally-ill patients. This is the kind of question
where a shift to the pro-active role is important. “We
need to formulate policies before administrative
decisions are made by governments that we might
have to fight”', comments Freamo.

It is probably the work of this council, in its role
as patient advocate, that practising physicians know
best. Its endorsement of the need for seat belt
legislation helped speed the passage of the necessary
laws in provincial legislatures. It was responsible for
the Guide for Physicians in Determining Fitness to
Drive a Motor Vehicle. It has drawn up and publicized
guidelines on when physicians may consider issuing
“no resuscitation” instructions. And it has issued
significant policy statements on environmental
health.

The third council deals with the bottom line. Mr.
Orvill Adams, a health economist, became
coordinator of the Council on Economics four years
ago. The council’s job is to collect, collate, interpret
and disseminate information on the costs of health
services and act as a source of information on medical
economics for the provincial divisions. “Our focus is
the overall economic environment within which
Canadian physicians function”, explains Adams.
Although the CMA itself does not play any direct part
in fee negotiations, this council provides a forum at
which provincial representatives who are involved in
fee negotiations can discuss policies and tactics. Each
year the council hosts a negotiating conference. An
outside team of instructors who are professional
negotiators is brought in for a workshop on
communication skills that can affect the outcome of
bargaining sessions. Doctors learn not only how to
present their arguments but also some of the message
conveyed by body language.

The council has also looked at such issues as
alternative methods of payment for services,
alternative mechanisms for dispute resolution, and
cost-effectiveness of nurse practitioners and physician
assistants. But the focus is much wider than physician
incomes. Any discussion of underfunding in sectors
of the health care field soon highlights the shortage
of funds for all health care services, especially in our
hospitals.

The councils are the bodies that shape policies, but
for informative discussion they need facts, facts, facts.
These are collected and analyzed by a specialized unit
that also comes under the direction of Orvill Adams;
the Statistics, Systems and Economic Research Unit.
This unit provides the factual ammunition that the
CMA needs for submissions to government — both
to specialized commissions, such as Justice Emmett
Hall’s 1979-80 inquiry into the state of medicare across
Canada, and to committees of parliamentarians such
as the 1981 Parliamentary Task Force on Federal-
Provincial Fiscal Arrangements.
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The troika of councils is the only national arena
where all members of the profession — specialists,
generalists, administrators and academics — can
discuss issues of national concern. Most of these issues
will be raised at the CMA’s annual general meeting
when members can suggest topics for further
investigations, discuss the results of such investiga-
tions, and vote on CMA policy. The councils are
effective both within the profession, as marketplaces
for information, and in the public interest, as pressure
groups for seat belt legislation, for example, or for
improved drug labelling.

Although physicians are the primary decision-
makers in medical care, they are members of a team
that also includes a number of specialist technicians.
The CMA's Committee on Allied Health, which
repor