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June 17 meeting

On January 29, 1988 the MRG Steering Committee or-
ganized a meeting for people on and outside the Steering
Committee to discuss directions for the group. One of the
decisions taken at that meeting was to hold a follow-up meet-
‘ ing for further discussion of the issues raised. (See the

February and April newsletters for reports and impressions
of the meeting.)

Any member can attend the follow-up meeting on June
17, 1988 at 8 p.m. at 131 Langford Avenue in Toronto. For
further information, call the MRG’s number at (416) 588-
9167.

Community Mental Health

There is a private member’s bill about community mental
health before the provincial legislature. If anyone would like
to participate in preparing a brief on this issue please call
Nick Kates during June at (416) 389-5975.

Newsletter Deadlines

The publication date of the next MRG Newsletter is
August 5, 1988. The deadline for that issuc is July 18, 1988.
Longer opinion and feature articles should be submitted ear-
lier, by June 30.

The publication date for the subsequent issue is Septem-
ber 9, 1988. The deadline for that issue is August 22. Longer
opinion and feature articles should be submitted by July 28.

"MEDICINE IS POLITICS WRIT LARGE" -Rudolf Virchow

Healthy Communities: A
Canadian Project

By Dr. Trevor Hancock, Public Health Consultant to WHO
Project, Toronto 2000.

"Many would be surprised to learn that the greatest contribu-
tion to the health of the nation over the past 150 years was made,
not by doctors or hospitals, but by local government." Dr. Jessie
Parfit "The Health of a City; Oxford 1770 to 1974."

For many people today, health has become equated with doc-
tors, hospitals and the health care system. But in the past ten or
fifteen years, we have come to recognize -- or rather to re-learn
-- that a healthy community needs much more than a good health
care system.

When we ask people about the things that are important for
their health, they are likely to talk about their family, their friend
and neighbours, having a good job, and living in a good neigh-
bourhood. There is very good evidence that much of the im-
provement in health that we have seen over the past one
hundred and fifty years was due to cleaning up the environment,
providing clean water, getting rid of waste in a safe manner, in-
creasing income and living standards, providing good healthy
housing and well planned communities, and ensuring the
availability of cheap, safe and wholesome food.

In many of these areas, and in areas such as parks and recrea-
tion, social services, roads and transportation and a whole host
of similar activities, local governments have played and will play
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" Alberta Nurses walked the picket lines this winter. See ar-
ticle in this issue. (Photo by Andrea Waywanko, The
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a very important role. Of course, provincial and national
governments also have a role to play, but local government
is the government closest to the community, the level of
government that perhaps best understands the community’s
problems.

The Healthy Communities Project was born out of the
recognition that many of the things that make for healthy
people and healthy communities do not lie within the juris-
diction of the health care system or the public health depart-
ment, and the recognition that local communities and local
governments can play an important role in creating a heal-
thier future for us all.

The new approach to health that the Healthy Com-
munities Project exemplifies has come to be recognized as
"health promotion". The Ottawa Charter for Health Promo-
tion, adopted in 1986 at a conference organized by WHO,
Health & Welfare Canada and the Public Health Associa-
tion, defines health promotion as "the process of enabling
people to increase control over and improve their health"
and proposes five main approaches:

1. Build healthy public policies (policies in all sectors that
support healthy choices);

2. Create physical and social environments supportive of
health;

3. Strengthen community action for health (by empower-
ing communities);

4. Develop personal skills for health (including self-care,
mutual support and community action skills); and

5. Re-orient health services (towards health promotion
and disease prevention, community-based health systems
and primary care).

A particularly important aspect of "the new public
health", as health promotion is being called, is the attention
that is paid both to inequalities in health status and ine-
qualities in such basic prerequisites for health as food, shel-
ter, work, education and income.

The project, which has its origins in a workshop on Heal-
thy Toronto 2000 in 1984, now involves communities all over
Europe where -- as the Healthy Cities Project -- it is spon-
sored by the World Health Organization, and in Australia
and USA. Here in Canada, the Canadian Institute of Plan-
ners and the Canadian Public Health Association have come
together to develop a proposal for a Canadian Healthy Com-
munities Project. The project has been endorsed by the
Federation of Canadian Municipalities, in the hope that
municipal governments will join with urban planners and
public health professionals in a project to make our com-
munities, towns and cities more healthy. Indeed, the Interim
National Steering Committee has included politicians from
Dartmouth, North York and Victoria.

In essence, the Healthy Communities Project asks two
questions:

What is a healthy community?

How do we get one?

A number of communities including Victoria, Calgary,
Edmonton, Saskatoon, Regina, Winnipeg, North York,
Toronto, Rouyn-Noranda, Montreal, Sherbrooke, Quebec
City and Dartmouth have already begun to explore this topic.
A number of them have held workshops involving a wide

range of community leaders from many different fields.
These workshops have asked the first question, namely: what
is a healthy community?; and have begun to stimulate discus-
sion on methods for making the community more healthy.

When asked what is a healthy community, people respond
by talking about

clean environment, clean air, safe and clean water, lots of
trees and green space;

Basic needs such as food, shelter, and housing for
everyone;

Work for all that is health enhancing, flexible and satisfy-
ng;

Neighbourhoods that are people oriented, where the
streets are safe and where there is a good mix of housing,
people, services and facilities;

Good health and social services accessible to all;

Local government that is accessible and responsive and
that involves people in making decisions about their lives;
and so on.

There are a number of shared values and shared concerns
in all communities, and a common understanding of what
makes for a healthy community. Furthermore, people under-
stand full well that health is not simply a result of health ser-
vices, but that it involves a much wider range of activities.

When we come to talking about what we can do to develop
more healthy communities, the role of local governments be-
comes very clear. One common strategy that is often
proposed is that local governments should explicitly recog-
nize that their activities impact upon health, make a commit-
ment to create a more healthy community and establish
mechanisms to do so.

These mechanisms might include formally adopting a
strategy to improve health; establishing an interdepartmen-
tal and/or Council committee to identify ways in which the
community could be made more healthy; involving local
citizen groups and neighbourhood associations in thinking
about these issues and identifying local projects; involving
business, labour, the United Way, church and volunteer
groups; establishing health "goals" for each department in
local government and asking them to identify ways in which
they contribute to health right now and could contribute to
better health in the future; involving kids in thinking about
the future of the community and looking at what can be done
to make the community more healthy for them in the future
and so on.

In addition to actions by municipal government, the
project will seek to strengthen and support community ac-
tion for health and will encourage communities to recognize
that they can and must exercise more control over their
health and its determinants. Municipal governments will be
encouraged to strengthen and support community participa-
tion and improvement through community development and
organization activities. As the definition of health promotion
indicates, the health of a community will only be improved if
the community, through its members, increases its control
over health and the determinants and prerequisites of
health.

The purpose of the Canadian Project will be to help com-
munities and local governments develop healthy community
projects. The national office will bring together the skills and

continued




Healthy Communities: A Canadian Project

energies of municipal governments, urban planners and
public health professionals in a collaborative effort for bet-
ter health. The office, which will be established at the
Canadian Institute of Planners, will act primarily as a catalyst
to support the development of healthy city projects; a clear-
ing house for collecting ideas and stories about innovative
projects around the world that contribute to better health at
the local level; acting as a network for distributing informa-
tion, ideas and innovations among participating com-
munities; organizing regional and national workshops and

conferences to enable people and communities to learn from
each other; and developing resource material, information
packages, newsletters and other items to support healthy
communities projects.

For more information on the project contact: Canadian
Institute of Planners, 30 - 46 Elgin St., Ottawa, Ontario K1P
5K6, (613) 233-2105, or Dr. Trevor Hancock, 629 Manning
Ave., Toronto, Ontario M6G 2W2.

The Alberta Nurses Strike

By Trudy Richardson, Education/Publications Officer,
United Nurses of Alberta

As Canadians from coast to coast are aware, United Nur-
ses of Alberta (U.N.A.) Hospital Locals returned to work
Saturday, February 13, 1988, after a 19-day strike. U.N.A.
consistently said hospital nurses would end their strike only
when they had achieved a negotiated Collective Agreement.
This was attained and nurses returned to work.

U.N.A. Hospital nurses went on strike in 1977, 1980, and
in 1982. In all of these strikes we were legislated back to work
through court orders. In 1983 the Alberta Government
passed Bill 44 which took away the legal right to strike from
hospital nurses. Included in Bill 44 was a provision for man-
datory compulsory arbitration as an end process to be in-
voked if bargaining broke down.

Since 1983 U.N.A. has consistently taken the position that
U.N.A. members alone will determine if and when they go
onstrike for animproved offer from their employers. U.N.A.
has also rejected compulsory arbitration as a settlement dis-
pute mechanism. This policy is based on the fact that in
reality the employer is the government, and the Minister of
Labour’s ability to name the arbitrator ensures that the
employer has ultimate power in the awarding of a binding
settlement. U.N.A. refuses to allow a biased third party to
determine our wages and working conditions.

In January of 1988 the hospital employers successfully ap-
plied for cease and desist orders to stop U.N.A. from taking
astrike vote and then from going on strike. The Labour Rela-
tions Board’s directives were filed as court orders. Thus
when U.N.A. Locals conducted a strike vote, and then when
the U.N.A. Negotiating Committee called the strike for
January 25; the employers and the Attorney General sought
assistance from the courts. They charged U.N.A. with
criminal contempt, and individual U.N.A. locals and mem-
bers with civil contempt. In two separate criminal contempt
hearings U.N.A. was sentenced a total of $400,000 in fines;
in several civil contempt hearings U.N.A. locals and U.N.A.
members were sentenced approximately to a total of $26,000.
All these court judgments are presently under appeal.
Employers individually imposed discipline and terminations
upon U.N.A. striking members.

The back-to-work agreement signed between U.N.A. and
the Alberta Hospital Association removed disciplinary ac-
tions and terminations. But the court fines remain.
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During the strike it became apparent that the employers
were content to dally at negotiations letting the government
and the courts apply pressure to the strikers.

The Memorandum of Settlement which outlines the
negotiated Collective Agreement provides a number of im-
provements (11% wage increase for most members over a27
month contract; improved overtime provisions; improved
benefits; full back-to-work amnesty; and renewal of the dues
deduction process), but still leaves a set of demands un-
answered.

Outstanding issues which U.N.A. will present to the
Premier’s Commission on Future Health Care for Alber-
tans include:

1. Working Alone: U.N.A. condemns all instances where
nurses are assigne to work alone on a ward or unit.

2. Wages: Alberta nurses, even with the increases in the
new contract, are paid less than many other nurses, and sub-
stantively less than Ontario nurses.

3. Benefits: The existing benefit package is inadequate
and unsatisfactory, not even covering the de-insured services
of Alberta Health Care.

4. Health & Safety: U.N.A. has a long list of health &
safety concerns including the handling of toxic chemicals, in-
creased back injuries, requirements to search for bombs,
iation hazards, and increased stress.
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5. In Charge: U.N.A. calls for a nurse to be assigned in
charge and to be physically present on a ward or unit at all
times.

6. Staffing: U.N.A. recommends adequate staffing of all
wards or units as per real patient needs, and opposes all ad-
ministrative systems, such as patient classification, whose ef-
fect is to reduce staffing levels and to erode the quality of
patient care.

7. Contracting Out: UN.A. oppose the use of private
nursing companies to staff hospitals.

8. Sick Leave & Vacation: U.N.A. calls for increased sick
leave and vacation entitlements as a way of recognizing the
multiple exposures inherent in nursing critically ill patients
and the increasing stress of nursing.

These are by no means a complete list of outstanding is-
sues but are major indicators of problems facing nurses and
U.N.A.

The combined strength of Alberta courts, the Alberta
government, and the hospital employers of Alberta was not
sufficient to deter U.N.A. members from their goal of a Col-
lective Agreement which provides job security and fair
wages and working conditions.

For U.N.A. members, returning to work, simply means
we fight on but this time by policing and monitoring our Col-
lective Agreement, and by continuing to fight for quality
health care.

MRG Spring General Meeting Summary

The MRG Spring General Meeting was held on evening of
Friday May 6, 1988, and all day on Saturday May 7. The fol-
lowing is a summary of the Saturday sessions, based on the
minutes of the meeting.

The meeting was called to order by Bob James.

Chapter Reports:

Toronto: There have been two recent meetings: with
Marion Powell on abortion, and with Philip Berger and Phil
Hebert on AIDS, with a meeting on smoking and cigarettes
on Wednesday May 25. For more information, or to get in-
volved in the chapter, contact Fred Freedman, Gary Bur-
rows, or Doug Sider, or call the MRG number at 588-9167.

Hamilton: The Hamilton chapter has been quite active.
The next meeting is on May 25 on "Native Health: Issues and
Concerns". The Hamilton chapter can also be contacted
through the MRG number: 588-9167.

Financial Report: Ulli Diemer presented a financial
report to the end of April. The report indicates that the
MRG is projecting a deficit of about $4,700 for the fiscal year
which ends September 30, 1988. This would be the first time
in several years that the MRG has not had a surplus. Factors
contributing to the deficit are that memberships are down
about $400 from last year, while total income is down about
$1170. Expenses will be about $2000 higher than last year.
Significant factors contributing to the increase in expenses
are the acquisition of a phone line ($600/year); printing,
which will go from $2600 last year to $3950 this year; the cost
of general meetings, up from $536 to $2111; and postage, up
from $1250 to $1600.

The Steering Committee was asked to produce a
balanced budget for the Fall General Meeting, and in the
meantime to consider what measures will be necessary to
balance the budget.

Pharmaceuticals: Bob Frankford reported that he and
Joel Lexchin are continuing to work on the pharmaceuticals
issue. The MRG has submitted a letter noting weaknesses in
the Eastman review of prices, and will be presenting a brief
to the Lowy Commission. The Lowy Commission is to review

all aspects of pharmaceuticals use in Ontario. MRG mem-
bers interested in helping prepare a presentation on phar-
maceuticals issues are asked to contact Joel Lexchin or Bob
Frankford.

Administrative Charges: There has been some interest in
this by the media, but little action by the government.

Midwifery: Bob James reported that Health Minister
Elinor Caplan has stated that she is in favour of midwives.
The Ministry has set up a person to be in charge of moving
on the implementation of midwifery. It’s moving, but slowly.

Abortion: Events since the Supreme Court decision were
summarized. Despite the change in the law, there has been
little or no improvement in access. OHIP will now pay for
abortions performed outside of hospitals. The plan by the
Health Ministry to set up women’s health centres has had lit-
tle impact so far, none at all in the areas of the province that
have the most problems with access. An attempt is being
made to set up a nation-wide Physicians for Choice organiza-
tion, with one of its platforms being that there be no federal
legislation on abortion. There was discussion of extra fees
being charged at the Morgentaler and Scott clinics. The jus-
tification is that they are needed to cover the operating ex-
penses of the clinics but the fact remains that the situation
leaves women having to pay extra fees beyond what OHIP
covers.

Steering Committee Report: Don Woodside gave the
Steering Committee report. (The report follows below.)
There are now four vacancies on the on the Steering Com-
mittee. Members are urged to consider standing for the
Steering Committee, which meets once a month, with meet-
ings alternatively in Hamilton and Toronto. Help is also
needed on the local chapters and on the working groups.

Discussion

The meeting expressed its thanks to Haresh Kirpalani and
to the Steering Committee for the improvements in the
quality and content of the newsletter. The question of how
to attract new members was raised, with the specific sugges-
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tion that contact be made with University of Toronto medi-
cal students.

College of Family Physicians: Fred Freedman raised the
issue that this College had been active in support of the
doctors’ strike. It took a blatantly political stand, yet mem-
bership in the College is required in maintain one’s C.C.F.P,
and the C.C.F.P is required to do obstetrical work in hospi-
tals. He asked for the names of other people who would be
interested in pursuing some kind of action on this issue.

Steering Committee Members: Thanks were expressed
to the three people leaving the Steering Committee -- Fran
Scott Michael Rachlis, and Steve Hirshfeld.

(The above from minutes of meeting prepared by Ulli
Diemer)

Resolutions

Resolution on Quorum and Mail
Ballots:

Bob James had proposed a motion which stated that
"Whereas the business of the MRG has on at least one oc-
casion been held up by the lack of an official quorum, and,
whereas as the organization grows this will become an even
more frequent occurrence, Therefore be it resolved that the
constitution of October 1979, amended October 1987, be
amended so that section 30 read: ‘A quorum at such a meet-
ing be 10% of the paid up full membership at the date of the
meeting’, and section 42 be amended to include the sentence
‘Such a vote may be taken by mailed ballot.™

The motion was split into two parts for voting and discus-
sion. The first part, changing the quorum to 10% (from 20%)
was passed 23 - 0.

The second part of the motion was amended. The
amended version is in the form of a new paragraph to be
added to section 42 of the constitution. It reads: "If after
presentation at a general membership meeting a quorum is
not achieved, a mail-in vote may be taken. Ballots must be
received from 30% of the total voting membership, and a
two-thirds majority of the mailed-in vote is required to pass
a constitutional amendment. The votes must be received
within a time specified at the time of notification of motion."
This motion passed 22-0, with 2 abstentions.

Resolution on Working Conditions and
Call Schedules:

This resolution had been proposed by the working group
on Working Conditions and Call Schedules. It passed 17 to
3, with 1 abstention. The resolution reads:

Current working conditions and call schedules for resi-
dents entail prolonged periods of sleep deprivation and
result in residents working an average 81 hours per week,
more than double the hours of the average worker in this
country. On-call duties increasingly entail crisis intervention
and intensive patient care. The consequences of such work-
ing conditions include a high rate of affective disorders
among residents.

Inasmuch as cutbacks in the number of residency posi-
tions in Ontario threaten to increase the workload borne by
residents, and

Inasmuch as we believe that such working conditions are
detrimental to both patient and physician wellbeing,

1. Beitresolved that the MRG urge the provincial govern-
ment to establish an interdisciplinary commission to review
residents’ working conditions and their impact on patients’
care.

2. Be it resolved that the MRG endorse the policy that
mandatory working hours of interns and residents be limited
to a maximum 16 hours in any one day and 60 hours in any
one week.

3. Be it resolved that the MRG reaffirm its commitment
to the establishment of part-time residency positions.,

Resolutions Re: Discipline Process:

A number of resolutions had been proposed and
published in the April 1988 newsletter. The resolution on
"Access to the Medical Record" was separated from the
other resolutions for the purposes of discussion and voting.
The other resolutions were voted on together and passed 20
to 0, with 2 abstentions. The resolution on "Access to the
Medical Record" was deferred, perhaps to be considered at
the fall general meeting. The motions passed read as follows:

1. Publication of Discipline Hearings: Publication of the
evidence but the withholding of names. The physician could
be named only after a guilty verdict, as a present.

2. Composition of Discipline Panels: Panels should have
a majority of physicians, on the order of 3to 2, or 2to 1.

3. Presence of Complainant: The hearings should be open
to the public, as in recommendation 1.

4. Counsel; Status of Complainant: The complainant not
be a party to the hearing.

5. Practice Review: That the CPSO launch a study to as-
certain whether complaints or discipline hearings regardless
of outcome are useful indicators of substandard practice.

6. Retraining: That money be set aside either through
CPSO or through OHIP to assist physicians retraining when
it is ordered by the CPSO.

7. Complaint Assistance: That the complaints procedure
be well advertised.

Afternoon Session on AIDS:

Steve Hirshfeld introduced the afternoon session. Three
workshops had been set up on AIDS-related issues: 1)
Professional responsibility 2) Drug Trials Issues 3) Limiting
the Spread of AIDS. The workshops lasted about 11/2 hours,
and were then followed by a plenary.
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AIDS Resolutions:

A number of resolutions on AIDS had been proposed,
and were printed in the April 1988 newsletter. Amendments
were proposed to many of the resolutions. The following are
the resolutions that were passed at the meeting:

Resolution on Drug Trials

Whereas AIDS is a rapidly fatal terminal disease and,

Whereas in Canada presently, there are very few drug tri-
als being offered; and,

Whereas it is necessary that there be patient support of
any effective drug trial,

Be it resolved that:

1. The MRG calls for a special government mechanism
for any rapidly fatal illness, such as AIDS, so that prospec-
tive drugs be processed more quickly, and within this
mechanism, if there is preliminary evidence from well-
designed and -constructed studies that a drug is effective in
treatment or prophylaxis and is less toxic than the disease,
that further use of the drug not necessarily require placebo
trials.

2. The federal government and research funding bodies
be more active in encouraging the establishment of drug tri-
als in Canada, and in cooperating in international, multi-
centre studies with the goal of maximizing places in drug
trials for any Person With AIDS (PWA) who wishes to par-
ticipate.

3. That the government encourage means whereby PWAs
and people working with PWAs are consulted in the design-
ing of drug trials.

Resolution on Anonymous Testing

Be it resolved that anonymous testing for HIV status be
made available. Testing should include pre- and post-test
counselling and informed consent.

Resolutions on Professional
Responsibilities and the Care of
Patients with HIV-related Illness

Resolution 1

Whereas, physicians and other health care workers have
a duty to provide competent and humane care to all patients
without discrimination, and

Whereas, the occupational risks to health care workers of
contracting HIV are very low and there is adequate
knowledge to reduce these risks even further and,

Whereas, health care providers have traditionally ac-
cepted some risk in looking after the sick and dying,

Be it resolved therefore, that fear of HIV should not be
grounds for physicians and other health care workers to

refuse to treat and care for patients with AIDS and other
HIV-related illnesses.

Resolution 2

Whereas, refusal to treat and care for patients with AIDS
and HIV-related illnesses often stems from fear, ignorance,
and prejudice of homosexuality, IV drug users, prostitutes,
and other high risk groups rather than excessive risk,

Be it resolved therefore, that hospitals, professional or-
ganizations, and other health care institutions provide:

a) intensive educational campaigns which would inform
all health care workers and ancillary staff about the nature
of AIDS and its transmissibility, and which would address
fear and prejudice of all high-risk groups, and

b) appropriate and readily available protective measures
for health care workers to prevent contraction of any lethal
antigens including HIV.

Resolution 3 as proposed in the April 1988 MRG
Newsletter was defeated. The AIDS working group was
asked to develop a revised version.

Resolutions on Mandatory HIV Testing

Resolution 1

Whereas, the identification of individuals as seropositive
to HIV infection can cause significant harm to mental health
and lead to significant stigmatization and other unfair dis-
crimination such as the loss of housing and employment; and

Whereas, at this time there is no known effective treat-
ment to be offered to those who test positive and are
symptomatic; and

Whereas behaviours likely to limit the spread of HIV
should be encouraged in all sexually active populations and
not just those who test positive; and

Whereas, the screening of low prevalence populations for
HIV infection may lead to unacceptably high rates of false
positive results; and,

Whereas mandatory testing would not eliminate the risk
to health care workers of HIV infection;

Be it resolved that all testing for HIV status be voluntary
and done only with informed consent and with pre- and post-
testing counselling.

Resolution 2

Whereas, having a positive HIV test result has profound
consequences for the individual, and

Whereas, variations in laboratory methods of HIV tests
can lead to increased rates of false positive results,

Be it resolved therefore that HIV testing in Canada be
carried out only in centralized and rigorously quality-con-
trolled public laboratories.

Resolution on Education

In keeping with previous MRG policy on the importance
of adequate funding of preventive medicine, and,

Whereas HIV infection is an illness for which we have no
cure, and




Spring General Meeting

Whereas we have good knowledge of how HIV is spread
ang how this could be prevented through popular education,
and,

Whereas education is most effective if the members of the
target group are directly involved in it,

Be it resolved that the MRG calls for generous funding
of diverse public education efforts for firstly, high risk
groups, and secondly, the community at large. These
programs should candidly acknowledge the sexual and drug
use behaviours that contribute to the spread of AIDS. The
educational programs need to be rigorously evaluated to en-
sure that the most effective programs are used.

Resolution on Quarantine:

Whereas AIDS is spread not through casual contact or by
airborne droplets, and

Whereas the activities that do spread AIDS are general-
ly voluntary and consensual, and

Whereas a policy of quarantine for any class of HIV in-
fected individual would be ineffective at eliminating the
spread of AIDS, could lead to a false sense of security in the
general public and would be both legally and administrative-
ly extremely difficult to enforce,

Be it resolved that quarantine is an inappropriate
measure for containing AIDS and is a dangerous and mas-
sive infringement of civil liberties.

The meeting expressed its thanks to the AIDS Working
Group for its work in organizing the meeting,.

Steering Committee Report

Presented by Don Woodside. The Provincial Steering
Committee is the body which manages the day to day func-
tions of the Medical Reform Group, and co-ordinates its
response to issues of public interest. In the last six months
we have been juggling a number of longstanding issues some
of which, like abortion, midwifery, and pharmaceuticals, you
have already heard about this morning.

Incorporation is stalled as the registration office has ob-
jected to the ‘of Ontario’ in our name. They say it sounds like
an official body. We have asked them to reconsider their ob-
jection.

A meeting with Elinor Caplan, has been planned to intro-
duce ourselves to the new minister of health. Michael
Rachlis, Bob Frankford, and Catherine Oliver will represent
us and discuss economics, especially administrative fees,
abortion, and pharmaceuticals.

The newsletter serves a vital function in communicating
among the membership and publicizing our positions. Inter-
est and energy devoted to it have been sporadic over the
years. It has moved to a more rigorous schedule of six pub-
lication dates, and thanks to Haresh’s efforts, a flow of inter-
esting original articles. We will spend $3200 on publication
this year. Plans are afoot for an extended editorial board and
volunteers are welcome and needed.

AIDS was the obvious choice for this spring’s meeting,
after an informal agreement at last fall’s discussion. We also
wanted to draw out a big crowd, and decided to spend a lot
more money than usual. The total budget for this meeting
was $1775, some of which is offset by meeting fees. We owe
the AIDS working group our thanks for a great deal of work
in putting the program together. For next fall’s meeting there
is some strong support for looking at general practice, in-
cluding obstetrics and walk-in clinics. We always want to
hear from the members about the choice of topic.

Our financial position has been a source of concern, and
the projected deficit for 1987-88 has slowly risen to the
present level of $5000. We have sufficient reserves to cope
this year, but we will have to be watchful in future. Contribut-
ing factors have included a decrease in supporting member-
ships, physician renewals, and students’ payments, and

expenditures for incorporation, a telephone line to increase
accessibility, a postage meter, and this meeting.

The financial picture mirrors questions about whether
there is life after Bill 94? We have never been a single issue
organization but there is no doubt that opting out mobilized
us into being, and always came first. That battle, on paper at
least is won, but it is obvious that the pressures to make the
health care system a money-making operation like all good
enterprises have not abated. To begin the process of setting
new priorities the Steering Committee held an open meet-
ing on Friday January 29 in Fran Scott’s living room. About
25 people showed up, and everyone had their say. There are
reports of the proceedings in both the February and April
newsletters, and I urge you to read them for more details.
The MRG was viewed in three different ways: a support
group, a coalition of interests, and a unitary activist organiza-
tion. Some felt that only through well-organized activism can
we fulfill the support function. If we can set priorities and ar-
ticulate our position there is a place for us to have an impact
on the health care system which is being reorganized around
us. It was pointed out that we have always been reactive to
the issues of others rather than setting the agenda ourselves:
we have only to look at our own three principles for guidance.

There was also attention drawn to the new facts of life for
many of our longstanding members; career pressures and
young children arriving at once, thus less time for activism;
and without a focus, less inclination to devote precious time
to the MRG.

There was consensus that we need to meet again to define
priorities, and we have set another meeting for June 17. We
invite everyone to come along and express your views and
take part in shaping our future.

Within the steering committee there has also been discon-
tent about the pressure of time within our one two-hour
meeting each month. There is a lot of business and too little
time for interesting and needed discussion. We extended our
March meeting by one-and-a-half hours to review the
process, and agreed to: establish a chairperson for six
month’s tenure, require 48 hours notice for agenda items,
and give more attention to priorizing the agenda. The main
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alternatives are to increase the number of steering commit-
tee meetings which we are reluctant to do, or to establish an
executive within the steering committee which would meet
more often to handle the business. Although we now have a
treasurer and a membership co-ordinator, we are reluctant
to set up an inner circle, which suggests exclusivity, and
whose positions may become more and more difficult to fill,
as is often the case with voluntary organizations.

Part of the process of change has been the retirement of
some key players from the steering committee; Michael
Rachlis and Steve Hirshfeld this spring, Fran Scott in March

when her baby was born. Added to the one vacancy left last
fall, we now have room for four new steering committee
members. I would like to urge everyone present at the meet-
ing or reading this report to consider joining the steering
committee. One assumes tasks at your own pace and it is a
marvellous opportunity for a much more regular involve-
ment in this unique organization.

There are other equally important levels of engagement,
and for those not steering committee-bound, there is lots of
room within our local chapters and our task forces on AIDS
and Working Conditions, or in the newsletter.

Letter on AIDS Education and Care

Editorial Note: This letter was addressed to the Provincial
Advinsory Committee on AIDS (PACA). Shortly afterits send-
ing the Ontario Government did introduce a public education-
al campaign which however was not targetted at high risk

groups.

March 7, 1988

Dr. Bernadette Garvey

Chairperson, Provincial Advisory Committee on AIDS

Public Health Branch

5th Floor--15 Overlea Blvd.,

Toronto, Ontario M4H 1A9

Dear Dr. Garvey:

I am writing to place on record and to expand on my con-
cerns expressed to the Provincial Advisory Committee on
AIDS at its March 4, 1988 meeting. I would be grateful if you
could distribute copies of this letter to other members of
PACA.

1. PUBLIC EDUCATION

Apparently substantial amounts of money have been
directed towards public education from the Ministry of
Health. But evidence of public education is hard to find.
Nowhere to be seen is a mass media campaign including paid
television and radio advertisements. There is no awareness
on the part of the public of a government sponsored mass
education campaign.

On the very day of the March 4, 1988 PACA meeting yet
another major review of HIV transmission was published in
the Journal of the American Medical Association. The
author stated that"... education and risk-reduction programs
will be the primary public health weapon for prevention of
HIV infection. It is necessary for all individuals to be aware
of how HIV is transmitted to reduce high-risk behaviours. It
is equally important for the public to be aware of how HIV
is not transmitted to avoid unnecessary fears and actions."
And in a February 19, 1988 New England Journal Of
Medicine Sounding Board entitled "AIDS: Politics And
Science", the author states that "there is an urgent need to
warn the public about certain kinds of behaviour" (that
places people at risk). In reference to explicit education on
prevention methods the author further states that "Failure to
warn people about the new virus and its lethal consequences

would be an extraordinary punishment for unapproved
sexual activity." These are just two recent examples of many
admonitions in the American literature calling for
widespread public education.

In its June 24, 1987 Operational Plan for the City of
Toronto AIDS program, the Toronto Department of Public
Health set September, 1987 as its target date for advocating
with the provincial government for a province-wide mass
media campaign. Well into 1988 with people continually
being infected the time has come to embark on a sound high-
ly visible policy of HIV disease prevention. If the
government’s reticence to pursue frank public education
programs is based on a belief that the AIDS epidemicis tem-
porary then the government is misguided. "AIDS is here to
stay" (NEJM--February 19, 1988) but its devastation can be
tempered by widespread public education and outreach
programs to high-risk groups.

Further to the strategy of public education is a determina-
tion of which sectors of the public deserve priority in expen-
diture of public funds for prevention purposes. Widespread
consensus exists in the medical literature (and was expressed
by many at the third International Conference on AIDS in.
Washington, June 1-5, 1987) that priority should go to those
groups most likely to be infected or who practice high-risk
behaviours. That is, after prevention strategies (including
counselling) are in place for high and moderate HIV
prevalence groups, then programs for low prevalence groups
should be established. This appears to be the most effective
order to contain the spread of the virus. This does not seem
to be the position of the Ontario government or the Toron-
to Department of Public Health. Targetting high risk
populations does not preclude mass public education.

2, PROFESSIONAL EDUCATION

The Ministry of Health has made sincere and serious at-
tempts to educate the medical profession. The 1987 Ontario
government pamphlet entitled "Understanding AIDS and
HIV Infection--Information for Hospital and Health Profes-
sions" is generally of high quality and is informative. But cer-
tain deficiencies in the pamphlet render some aspects of it
obsolete or incomplete.

The pamphlet does not include (nor has there been an up-
date distributed) the Revision of the CDC Surveillance Case
Definition for AIDS (MMWR Supplement, August 14,




AIDS Education and Care ?

1987) adopted and "put into effect immediately in Canada"
by the Epidemiology and Public Health Subcommittee of the
National Advisory on AIDS (CDWR--September 26, 1987).
Most physicians are unaware of the revised case definition
and complete reporting/epidemiology data collection is over
sixmonths out of date in Ontario. Dr. Wallace explained that
the Ontario government is awaiting publication of the
federal government case report form. As more time passes
with use of the obsolete case report forms, the decision to
wait for federal government forms is questionable.

The pamphlet section entitled "What is AIDS" (page 3 -
10) needs to be re-written incorporating the August 14, 1987
MMWR supplement in its entirety. It might be useful to
make reference to the HIV Infection Codes, Official
Authorized Addendum, ICD-9-CM effective January 1,
1988 published as an MMWR Supplement December 15,
1987.

The pamphlet section entitled "Serological Testing for
Antibodies to HIV" (page 20-22) is insufficient.

The pamphlet does not list the clinical indications for per-
forming a test. The absence of published indications is wor-
risome, particularly in view of a recent JAMA report that in
44% of tests performed in a Minnesota hospital, the patient
had no recognizable risk factor (JAMA January 8, 1988).
The pamphlet should incorporate the CDC’s "Public Health
Service Guidelines For Counselling and Antibody Testing to
Prevent HIV Infection and AIDS" (MMWR--August 14,
1987) -a document which outlines in detail the indications
for HIV antibody testing.

The pamphlet does not advise physicians to inform
patients of the reporting requirements under Sections 25 and
26 of the Health Protection and Promotion Act and Ontario
Regulations 161/84, 162/84 and 490/85 in regard to AIDS.
The pamphlet does not advise physicians to inform patients
that if insurers, employers or other third parties request
medical information from the physician with the patient’s
consent, the physician must release all information includ-
ing HIV antibody results. The pamphlet does not advise
physicians to inform patients of the potentially severe
psychological consequences of a positive HIV antibody test.
This is particularly crucial in view of a March 4, 1988 JAMA
report entitled "Increased Risk of Suicide in Persons with
AIDS." The report and an accompanying editorial raised the
"serious public health challenge" of "the risk of suicide in per-
sons without AIDS who are informed of a positive test result
for HIV antibodies." Finally the pamphlet does not advise
physicians to inform patients of the joint false positive rate
of HIV antibody screening.

The Canadian Medical Protective Association recom-
mends a written consent form to be signed by the patient
before an HIV antibody test is ordered. A recent commen-
taryin JAMA (January 8, 1988) recommended a written con-
sent be signed as have authors of other articles published in
the literature. The requirement for written consent is law in
some states of the U.S.A. I have enclosed a copy of the con-
sent form used in my practice. Although imperfect it at-
tempts to list the major items of information that should be
communicated to patients. An October, 1987 article on HIV
antibody testing published in Canadian Family Physician
also contains useful recommendations. PACA should

develop and distribute a model consent form for physician
use.

The section on HIV antibody testing urgently requires
updating before more patients are tested inappropriately
with unfortunate consequences.

The June 24, 1987 Toronto Department of Public Health
AIDS document calls for an assessment of community
physicians’ current level of knowledge. The document also
calls for meetings with these physicians, the provision of
resource materials and the implementation of other
measures to educate community physicians. The target dates
for these plans range from September, 1987 to March, 1988.
Thus far none of these proposals (which are worthy) have
been implemented. There is no organized professional
education and development for community based
physicians.

Furthermore, there is no organized leadership or
guidance from the specialists involved (in the care of HIV
infected patients) in regard to standardized city-wide
protocols for investigation and treatment or prophylaxis in
HIV disease. The Ministry has made a well-intentioned ef-
fort (regarding investigations and referral) on page 10-12 of
its 1987 pamphlet. But the Ministry’s protocols are imprac-
tical, outdated and do not account for the saturation of
patients in the Toronto system.

Primary care practitioners have been left on their own to
interpret and act on treatment recommendations for HIV
infected persons without any consensus or uniformity from
the Toronto specialist group. Blame cannot be assigned to
individual specialists--they are lost in much the same chaos
and fragmentation of care that affects the community doc-
tors. In the rapidly changing world of HIV disease patients
are the main victims of the chaos, receiving inconsistent and
sometimes outdated care. A good example of recommended
treatment protocols can be found in a December 26, 1987
Lancet article entitled "Treatable Aspects of Infections Due
to HIV."

There, again, is an urgent need for PACA to formulate
definitive policy in regard to physician education, not only
for those doctors currently managing HIV infected patients
but for other doctors who should be encouraged to share the
increasing patient load. The proposals for physician educa-
tion outlined in the Toronto Department of Public Health
Operational Plan (never implemented) would be and excel-
lent starting point for policy formulation.

3. CO-ORDINATION OF HEALTH CARE DELIVERY
SERVICES IN TORONTO

The Ministry of Health’s decision to place more funds
into hospital based AIDS clinics in Toronto might have been
unwise. The decision was made in the absence of any con-
sultation with primary care practitioners who are on the
front lines of the disease, carry a high patient load and are
the source of many referrals to hospitals. There never was
and there still is not any provision for plan for the integra-
tion of community-based physicians into the expanded sys-
tem of hospital AIDS clinics.

I still wonder how a rational decision to expand these
clinics could have been made without assessing the potential
number of patients requiring care--most of whom are to be
found in the practices of community physicians. The
hospitals’ needs study could not have been properly con-
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ducted without input from primary care physicians. Similar-
ly the hospitals must have little idea of appropriate
mechanisms to support community physicians, whether
through investigative tools or access to treatments such as
blood transfusions. None of this adds up to sound health care
planning.

In the past month three patients (including two newly
diagnosed with AIDS) have shown up in my practice, dis-
charged from different Toronto hospitals (including two
teaching hospitals) without initiation of indicated AZT
treatment and without proper follow-up. Another patient
from a teaching hospital was referred by the attending
physician to me for follow-up despite the hospital’s having
an AIDS clinic. A fifth patient was recently discharged from
a Toronto hospital with active PCP (Pneumocystis Karinii
Pneumonia) and without follow-up, requiring admission the
same day to another hospital.

There is a total lack of co-ordination of services for HIV
infected persons. The hospital AIDS clinics exist in isolation
from each other and in isolation from the community. They
are inadequate to provide comprehensive services (includ-
ing primary medical care) to AIDS patients. Too many
patients are being bounced about in the system, denied ac-
cess to investigations and treatment and left alone without
proper social/psychological support--the latter a glaring
deficiency in the provision of services.

Finally, these AIDS clinics are not community based
despite the Ministry of Health’s consistent statements in sup-
port of community based services. This is a natural conse-
quence of a decision process that did not include community
based physicians or patient and community groups.

Unless systems of co-ordination are rapidly set in place
the money spent on these clinics might be wasted through
fragmentation, inefficiency, duplication and inaccessibility.
Long term planning (for 1991) is required now so that the
numbers of HIV infected persons will not overwhelm the
current structures of health care delivery.

4. RESEARCH INITIATIVES

A major controversy is brewing over the proposed multi-
centre (including University Of Toronto hospitals) Fisons
placebo controlled trial of aerosol pentamidine. Most
Toronto primary care practitioners caring for HIV infected
persons will be advising their patients not to participate in
the study. And community groups have expressed their ob-
jections to PACA and to the hospital/university ethics com-
mittees of the various investigators.

This is an unfortunate but natural consequence of not
consulting community physicians and patient groups on the
objectives of research proposals. To plan research in a high-
ly charged area of medicine with terminally ill patients
without consulting ‘key informants’ from the community is a
serious error of judgement.

Problems will continue to arise until the lines of com-
munication are wide open. PACA would serve patients, doc-
tors and researchers well by formulating policy or guidelines
on research planning. Perhaps properly conducted trials
could then proceed on a united front.

5. REFUSAL TO CARE FOR HIV INFECTED PER-
SONS

The statement on page 28 of the 1987 Ministry pamphlet
is strong and helpful. But PACA could further issue an un-
equivocal public statement on the ethics of refusing to care
for HIV infected persons as well as a statement on the min-
iscule occupational risk to health care workers. Numerous
articles exist in the literature on physician responsibility to
HIV infected persons and occupationally acquired HIV.
Some of the helpful recent reports include those from the
AMA’s Council on Ethical and Judicial Affairs (JAMA
March 4, 1988); and Transmission of the HIV (NEJM Oc-
tober 29, 1987), risks to dentists (NEJM January 14, 1988),
Prevention of HIV transmission in health care workers
(CDWR November 1987 supplement) and 3 articles and
commentaries on physicians’ ethical obligations in JAMA
October 9, 1987.

The problem of refusal to care is not imaginary.
Numerous patients have been refused dental care and some
dismissed from medical practices due to their HIV status.
Silence or low profile on the part of PACA (or the Ontario
government) will send the wrong message to health profes-
sionals.

6. OTHER MEASURES TO CONTROL HIV DISEASE

This area is very complicated, made difficult by public
demands for extreme action unsupported by scientific
evidence.

The Ontario government and the Toronto Department of
Public Health hold positions that are at substantial variance
with an emerging consensus in the medical literature and
amongst many authorities in support of the provision of
anonymous HIV antibody testing sites and reporting on an
anonymous basis (no unique identifier data) persons who
test seropositive. Neither the provincial government nor the
Toronto Department of Public Health have consulted com-
munity physicians (who are on the front lines) on the nega-
tive public health impact of mandatory reporting
rcquirements with identifier data.

In my own practice (and in other primary care practices)
many patients refuse HIV antibody testing because of
reporting requirements. But at least these patients receive
counselling about risk reducing behaviour. As the NEJM
February 19, 1988 author noted "If one had to choose be-
tween testing and counselling, the latter would be far more
important." Other uninformed high-risk patients without
knowledge of the system and without access to anonymous
testing sites do not receive counselling, remain isolated from
the system and promote (unwittingly) the spread of HIV dis-
ease. The gathering of epidemiological data is essential in
the fight against AIDS but if people do not come forward be-
cause of reporting requirements then the data will be
vitiated.

The inclusion of persons "born in Haiti or of Haitian
parentage” as a high-risk group (under the Health Protec-
tion and Promotion Act, 1983, Ontario Regulation 490/85)
is troublesome. This category was dropped as a risk group
by the CDC in April, 1985. If this has not been dropped al-
ready from the Ontario Regulations, it should be.

PACA'’s opposition to mandatory HIV antibody testing
of hospital patients is bold and admirable. But PACA will
have to meet head on other ill-advised or drastic options
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proposed for HIV disease including mandatory testing of
HIV index case contacts, mandatory mass screening
programs (eg. pre-marital screening) and quarantine.
PACA should directly address the issues of warning un-
suspecting third parties exposed to a known HIV index case
and sanctions for the reckless disregard of others by HIV in-
fected persons. Neither PACA nor the Ontario government
can afford to wait until cases arise that force quick and poor-
ly thought out policy decisions (such as the Dr. Pattee case).

Other areas of concern are intravenous drug
abusers/needle exchange programs and measures to reach
out to other high risk but hidden communities. I wish to note
them for the record.

Iam grateful for the opportunity to bring these matters to
your attention. I hope that my comments are accepted in a

spirit of constructive criticism. A consensus conference is a
good first step towards opening lines of communication be-
tween the various sectors involved in the fight against this
terrible disease. An appointment to PACA of a front-line
community based physician would also ensure input into
decision making and policy formulation that affects the day
to day practice of these physicians and their thousands of
patients.

Thank you again for your consideration of my concerns.

Yours sincerely,

Philip B. Berger, M.D.

CC: Dr. Richard Schabas

Dr. Mary Fanning

Information Sheets for Immunization

Dr. Bob James (Hamilton, Ontario) uses the following
handouts for information to patients in his practice. Im-
munizations have over the years accrued much publicity and
many questions-remain in the public mind. The following
sheets are found helpful in allaying some of these questions.

THE DPTP (QUAD) VACCINE

We give the DPTP vaccine as a single injection at 2, 4 and
6 months, with a booster at 18 months and five years. It of-
fers your child protection from diphtheria, pertussis, tetnus
and polio. A booster for diphtheria, tetnus and polio must
be given every ten years after age 5 to maintain protection.
Pertussis immunization is unnecessary after five years of age.

Diphtheria

Diphtheria s a serious infection which starts in the throat.
The nose, skin or heart can be involved in 10-25% of cases;
the nervous system may also be involved in up to 10% of
cases. One-tenth of all those affected will die of this dis-
ease.Vaccination prevents diphtheria in almost 100% of
children.Common side effects from the diphtheria vaccine
are mild fever (38.5 C) and local pain and swelling at the in-
jection site.Rare side effects from the diphtheria vaccine are
allergic reactions, high fever (40.5 C) and fever convulsions.

Pertussis (Whooping Cough)

Pertussis is a serious respiratory infection that causes
severe coughing spells with "whooping" and/or vomiting for
up to ten weeks. Complications of the infection include
pneumonia, seizures, encephalopathy (brain infection and
swelling), permanent brain damage--and death.Vaccination
prevents pertussis in 80% of children. If pertussis does occur
in immunized children the disease is usually very mild.Com-
mon side effect from the pertussis vaccine are mild fever
(38.5 C), local redness and swelling at the injection site,
drowsiness and fretfulness.Severe reactions are uncommon
and usually occur within two to three days of the injection.

One in 100 have persistent unconsolable crying for more
than three hours. Onein 1750 have a seizure. One in 140,000
develop encephalopathy. One in 310,000 develops per-
manent brain damage. No deaths have been known to have
been caused by the vaccine.The risks may appear frighten-
ing, and are the source of the controversy about this vaccine.
But compare the risk of developing the same complications
for unimmunized children under one year of age--this time
from the disease itself. One in 5 develops pneumonia. One
in 40 has a seizure. One in 200 develops encephalpathy. Of
these at least half will have permanent brain damage. One
in 200 infants will die from the disease.Research has shown
that without the pertussis vaccine there would be 71 times
the number of cases of pertussis and four times the number
of deaths.We recommend routine immunizations for all
children except those with a history of seizures or neurologic
disease, those with a family history of seizures (parents and
siblings) and those with previous severe reactions to the vac-
cine (including temperature 40.5 C.)

Tetanus

Tetanus infection from contaminated wounds causes
severe muscular spasms. Death occurs in 60% of those af-
fected. Most cases occured after wounds so trivial that
medical attention was not sought.Vaccination prevents dis-
ease in virtually 100% of people.Side effects of the tetnus
vaccine are mild fever and local pain and swelling at the in-
jection site. Severe local reactions along with fever and
muscle pain may occur in people who have received an ex-
cessive number of boosters. Rarely, febrile seizures or aller-

_gic reactions may occur,

Polio (Poliomyelitis)

Infection with polio can cause a mild fever or a severe ill-
ness resulting in permanent paralysis.Vaccination prevents
the disease in 95% of people.No serious side effects from the
type of polio vaccine used in Ontario have been reported.
Allergy to the vaccine is rare.
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Diphtheria, pertussis, tetnus and polio have all but disap-
peared in our community thanks to the DPTP vaccination.
We encourage everyone to keep their immunizations up to
date.

If you have questions, please ask one of us.

MMR

MMR vaccine protects your child from measles ("red
measles" or rubeola), mumps and rubella ("German meas-
les").It is given in one injection at age 12 to 15 months. No
booster is required.

Measles:

Measles causes an upper respiratory infection along with
high fever, cough and skin rash.Middle ear infections and
pneumonia often occur with a measles infection. En-
cephalitis (brain infection) occurs in one in 2000 cases, per-
manent brain damage and/or death occur in one in 3000
cases. A fatal chronic brain infection can occur. Infants are
at higher risk of developing problems than adults are.Vac-
cination prevents measles in 95% of children. Minor side
effects from the measles vaccine are fever (this occurs be-
tween 5 and 10 days after injection in 5 to 15% of children)
and transient rashes (in about 5% of children.)More serious
and uncommon side effects are fever convulsions and aller-
gic reactions. Children who have severe allergy to eggs, an
allergy to the drug neomycin, or an immune deficiency dis-
ease should not receive the measles vaccine.

Mumps:

Mumps infection may cause no symptoms. More com-
monly it causes fever, fatigue and swelling of the parotid
(saliva) gland(s) in the jaw (this is called parotitis).
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About 10% of those children with mumps go on to develop
meningitis (infection of the membranes surrounding the
brain). A small number go on to get encephalitis or deaf-
ness. Aninfection of the testicles develops in 25% of teenage
or adult men who get mumps and this rarely leaves them
sterile.Vaccination prevents the disease in 95% of
people.Side effects of the mumps vaccine are rare and in-
clude mild parotitis.

Rubella:

Rubella is usually a very mild disease in children. They
have only a mild fever, rash and swollen glands. Symptoms
are more severe in adolescents and adults.Sometimes rubel-
la causes a mild joint achiness in teenage and adult women
(this goes away after a short time without treatment). Rare-
ly, encephalitis or a bleeding problem may happenlIf a
woman has been fully immunized against rubella, her unborn
child is at no risk from exposure to German measles.
However, if an unimmunized woman becomes infected with
the disease during the first 3 months of a pregnancy there is
a 75% chance the baby will either die or have serious mal-
formations of the eyes, heart, ears or brain. Other risks for
the baby are diabetes, poorly-functioning thyroid and
chronic encephalitis.

Vaccine prevents rubella in 95% of recipients.

Side effects of rubella vaccine include rash, fever, and
swollen glands within 10 to 14 days of injection in 5% of
people. Painful joints may occur in 15 to 20% of teenage and
adult women about 7 to 21 days after injection. Rarely,
chronic arthritis may occur.Although probably safe, prgnant
women should not receive rubella vaccine. It is safe to im-
munize children of pregnant mothers.

If you have questions, please ask one of us.
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Reconnotiter at Trial

By Morton Mintz
Washington Post Staff Writer

Three tobacco companies being sued in a

smoker’s product-liability trial have suffered
sharp setbacks in recent weeks, leaving their
attorneys wondering aloud how to proceed.
The attorneys express optimism about the
jury verdict, expected later this month in
NEWS Newark. But they must deal
ANALYSIS | With the jury’s exposure to
damaging industry documents
of a kind never before made public.

SMOKE, From H1

Dr. Jeffrey E. Harris, a physician
and health economist who teaches at
Harvard Medical School and the
Massachusetts Institute of Technol-
ogy, led off for the plaintiff, widower
Antonio Cipollone.

Fred V. Carstensen, an associate
professor of economics at the Uni-
versity of Connecticut, led for the
defense.

Harris had reviewed the internal
documents—nearly a thousand sci-
entific articles on smoking and
health from the 1920s onward—as
well as pretrial depositions taken
from industry exccutives and scien-
tists.

Perhaps his most hotly opposed
testimony—which figured promi-
nently in Sarokin’s controversial rul-
ing of 10 days ago on the defense
motions for directed verdicts—in-
volved two related issues:

m A “cancer clock” constructed by
Harris, which showed major devel-
opments that strengthened the link
between smoking and cancer, as
well as the industry’s response to
each event.

m Liggett’s decision not to bring to
market a “safer” cigarette after
spending about 25 years and $14.5
million to develop it. The cigarette
relied mainly on palladium, a heavy
metal, to remove carcinogens from
smoke.

For much of three weeks, the jury
heard testimony about the safer cig-
arette, mainly from Harris and
James D. Mold, who had led the
product’s research and development
but became disillusioned and finally
left Liggett.

The case is critical for the defendants. A
loss not only could open the floodgates for
additional lawsuits, but would also come at a
time when the industry is suffering head-
aches on several fronts—f{rom a new smok-
ing ban on airplanes to an expected law ban-
ning all tobacco advertising in Canada.

A pivotal point in the trial came April 7,
when the plaintiff rested its damaging attack.

The question on most everyone’s mind: How .

could the defense counterattack?
Could the companies—Liggett Group Inc.,
Philip Morris Inc., and Lorillard Inc.—defuse

The witnesses said Liggett execu-
tives wanted to sell the new product,
but lawyers blocked its marketing
for fear that it would be an admis-
sion of liability to smokers of con-
ventional cigarettes. Although Mold
disagreed, Harris contended that if
Liggett had spent more, sooner, on
research and development, it could
have begun to sell the palladium cig-
arette in 1971.

By then, Rose Cipollone had
smoked Liggett’s Chesterfields and
L&M filters for about 26 years,
switching in 1968 to Philip Morris’s
Virginia Slims and Parliament and to
Lorillard’s True in 1974. She had
begun to smoke at 16, continued
even after doctors found cancer in
her right lung in 1981, and died in
1984, at 59.

According to Harris, a worried
Rose Cipollone would have switched
to the safer cigarette, which would
have reduced her risk of getting lung
cancer by 8 percent to 17 percent.
The bulk of the risk, he testified, had
developed in her early years of
smoking.

Along the way, an official of the
National Institute of Drug Abuse
testified, she had become tobacco-
dependent. By contrast, a corner-
stone of the defense is freedom of
choice: smokers smoke because they
choose to do so, in full awareness of
the alleged hazards,

Harris’ chronology sought to put
Liggett in the bull’s eye of the plain-
tiff's target. Liggett was left particu-
larly vulnerable because Cipollone
only smoked Liggett’s cigarettes be-
fore the government required, start-
ing in 1966, a health warning on all
cigarette packages.

Under an appeals court ruling as-
sailed by Sarokin, all cigarette mak-

or destroy the case the plaintiff had been
putting on for more than two months? Could
they neutralize the adverse impact of the in-
ternal documents? How credible would their
witnesses he?

Finally, how would U.S. District Judge H.
Lee Sarokin rule on defense motions to
throw out parts—if not all—of the plaintiff’s
case?

[t’s conventional legal wisdom that, for ei-
ther side, the first witness is particularly im-
portant because of the potential to create a
favorable mindsct and momentum.

ers were immunized from a duty to
inform. smokers of any additional
knowledge the industry had of health
risks.

The plaintiff charged that each de-
fendant—but Liggett foremost—
could have developed and sold ciga-
rettes less likely than ordinary ones
to cause lung cancer, but chose not
to do so.

The defense asked the judge to
drop this “alternative design” charge
from the case, which he did on April
21. Even assuming that Rose Cipol-
lone would have switched to the saf-
er cigarette, he said, nothing but
speculation was in the record to
show that she would have continued
to smoke it.

Liggett attorney James V. Kear-
ney hailed the action, saying the
claim had been “frivolous” from the
start. Plaintiff's lawyer Marc Z.
Edell was “disappointed.”

Sarokin also granted a defense
motion to dismiss a separate claim
that the tobacco companies were
negligent for not doing “reasonable
research” into the possible health
hazards of smoking. He dismissed
Philip Morris.and Lorillard—but n~t
Liggett-—from a count alledging fail-
ures to warn Rose Cipollone of the
risks of cigarettes.

“I think [the defense] legal posi-
tion in the case has been significant-
ly improved,” said Peter K. Bleakley
of Arnold & Porter, Philip Morris’
law firm in Washington.

But even if Sarokin chopped off
parts of the plaintiff’s case, he dealt
the companies a severe blow by de-
nying their motion for a directed
verdict on the one charge that, in
Edell’s words, “was always the crux
of our case”: allegations of a conspir-
acy to fraudulently conceal or mis-
represent the health risks of smok-

Washington Post, May 1, 1988




14

ing. In doing this, the judge kept in
the case all of the evidence the jury
had already heard, particularly that
about the safer cigarette.

“The evidence . . . permits the ju-
ry to find a tobacco industry conspir-
acy, vast in its scope, devious in its
purpose and devastating in its re-
sults,” Sarokin wrote in an opinion
that infuriated the defense, although
it was kept from the jury.

The next day, Arnold & Porter’s
Thomas E. Silfen and other defense
lawyers told the judge—out of the
hearing of the jury—that they were
in a terrible bind, and that the only
possible cure, given Sarokin’s refus-
al to throw out the whole case, was
to strike the safer-cigarette, can-
cer-clock, and certain other sensitive
testimony and tell the jurors to ig-
nore it. :

“What do we do?” asked Silfen.
“Do we explain to this jury what they
obviously want to know—what hap-
pened to that [safer] cigarette? What
happened to Dr. Mold [who left Lig-
gett]? If we explain, we obviously dig
ourselves deeper into a very deep
hole. If we don’t explain, we [still]
dig ourselves into a very deep
hole. .

“There is not . . . one millimeter
of safer cigarette testimony that is
not bathed in the aura that we killed
the plaintiff. . .. I don’t know how
you could build bigger prejudice.”

Predictably, the plaintiff saw no
justification for striking the safer-
cigarette evidence.

“We want it in,” said lawyer Cyn-
thia A. Walters. “Sure, it prejudices
the defendants because it's an ad-
mission from their own files. . . . But
every single piece of evidence in this
case goes toward the fact that the
defendants killed Mrs. Cipollone.
That’s what we're out to prove. . . .
We’re entitled to put all our proofs
man

Sarokin said he would ponder the
dispute over last week’s recess and
annotince a ruling when the trial re-
sumes Monday.

Part of the defense problem with
Harris became apparent during pro-
longed .cross-examination: He nei-
ther waffled nor backed down on
anything, and the questions often
boomeranged. That was not the case
‘with the first and at least three more
of the initial five defense witnesses.

The lead-off defense witness,
economist Carstensen, supported
the companies’ contention that
smokers who persist in the habit do
so in an exercise of freedom of
choice.

Repeatedly calling himself a “his-

Lawyers for tobacco firms

torian” and “scholar,” he testified
that news reports “related” to smok-
ing and health saturated Rose Ctpol-
lone’s “information environment” in
the five years before the federal
package warnings.

Edell brought out that the reports
were less than 1 percent of the
news, were dwarfed by cigarette ad-
vertising, and were often not promi-
nently displayed. In addition, Car-
stensen conceded that many of the
reports were conduits for industry
claims that smoking hadn’t been
proved to cause disease.

Following Carstensen was Claude
R. Martin, professor and chairman
of marketing at the University of
Michigan. He testified at first that
the industry’s costly public-relations
campaigns—and the advertising that
in the 1980s cost it about $250,000
an hour—have “relatively small or
no impact” on the decision of people
to take up smoking. On cross-
examination he abandoned the “no
impact” claim.

In a first for an industry leader,
Dr. Sheldon C. Sommers, former
scientific director of the industry-
funded Council for Tobacco Re-
search, recognized smoking as a

“risk factor” in lung cancer and con-
ceded that it could account for 45
percent to 55 percent of a type of
cancer called small-cell. His claims
of CTR independence from the
sources of its money appeared to be
badly shaken on cross-examination.

Stanford University toxicologist
Arthur Furst, who last published an
article on smoking and lung cancer
20 years ago, faced sharp cross-
examination about his contention
that an association hasn’t been
proved.

He has testified several times for
the industry in court cases and on
Capitol Hill. His relationship with
the industry goes back to 1960,
when an attorney for the CTR and
two nondefendant tobacco compa-
nies invited him to seek a CTR
grant,

Suppose the qompames lose? Pml~
ip Moms Chairman Hamish Max-
well faced that question at the annu-
al stockholders meeting in Richmond
last week. He said he wouldn’t be
surprised if the industry loses one or
another of the more than 100 cases
now in the courts. But, he said, “It
would not be the end of the world.”

1
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— Morton Mintz

During most court sessions, six to nine at-
torneys sit at the defense counsel tables of
the three tobacco companies defending
themselves in the biggest cigarette product-
liability case ever. One lawyer says their fees

" run at an hourly rate of about $275. Some,

he says, may be paid more.

Behind them is a phalanx of additional de-
fense attorneys; sometimes about two dozen
show up. Combined, this staff outnumbers
the three plaintiff’s lawyers about 8 to 1.
Working with the attorneys is a large contin-
gent of public relations officials who serve
Philip Morris Inc. and Lorillard Inc., and a
smaller group for codefendant, Liggett
Group Inc.

The companies’ attorneys are on hand to
listen, confer and prepare for each day’s ses-

sion. Many spent 4'. years in intense pre-
trial proceedings, which were triggered by
the lawsuit filed by Rose D. Cipollone and
her since-widowed husband, Antonio.

From beginning to end, the cost to the
three tobacco companies will be in the mil-
lions of dollars, making it the most costly
case of its kind ever.

But this could be seen as a necessary and
modest expense for an industry that spent an
estimated $2.5 billion on cigarette advertis-
ing and promotion last year. More impor-
tant, a defeat in Newark could lead to a tlood
of smoker lawsuits against a $22 billion-
year industry that has never paid a penny
a litigant. ‘

The regulars at the counsel table for A~

Tobacco Companies Mount Major Legal Effort in Trial

& Porter, the huge Washington
law firm representing Philip Mor-
ris, are partners Peter K. Bleak-
ley, 51, formerly of the Fedcral
Trade Commission and the Jus-
tice Department’s Antitrust Divi-
sion, and Thomas E. Silfen, 45,
formerly of the National Labor
Relations Board.

Bleakley’s legal skills appar-
ently impress the U.S. district
judge in the case, H. Lee Saro-
kin, who in a recent slip of the
tongue addressed the attorney
as “your honor.” The jury didn’t
hear Sarokin say that; it does
hear Bleakley utter sentences
that are almost invariably free of
grammatical error, even when
formed in seconds.

Backing up Bleakley and Silfen
are five more full-time.Arnold &
Porter lawyers, including David
R. Kentoff, 50, the firm’s manag-
ing partner, and at least one legal
assistant.

Also constantly on hand is for-
mer Arnold & Porter partner
Murray H. Bring, once a clerk to
Chief Justice Earl Warren.

In an unusual division of legal
labors, Philip Morris and Loril-
lard, a division of Loews Corp.,
are represented together by six
full-time attorneys and seven
full-time legal assistants from
Shook, Hardy & Bacon of Kansas
City, Mo. Two lawyers from a
New Jersey law firm also work
full-time on the case.

The front-line Shook, Hardy
attorneys are Robert E. North-
rip, 49, Steven C. Parrish, 38,
and Patrick W. Sirridge, 49. Also

FOR THE DEFENSE
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at hand is Lorillard’s vice presi-
dent and deputy general counsel.

Northrip and Parrish, in partic-
ular, are consistently low-key and
soft-spoken. By contrast, Bleakley
and Silfen are frequently passion-
ate in arguing and objecting, with
or without the jury present.

At the counsel table for Lig-
gett, a unit of Grand Metropoli-
tan PLC, a British conglomerate,
are two Webster & Sheffield at-
torneys: Donald J. Cohn, 59, and
James V. Kearney, 40. Working
with them is another member of
the same New York firm, Lig-
gett's vice president and general
counsel, a local attorney, and Al-
an Hilburg & Associates, a Dal-
las-based PR firm.

Leading the Philip Morris/Lor-
illard public relations operation in
the courtroom is Shook, Hardy
partner Charles R. Wall, 43. He
and his four associates display
true-believer enthusiasm for their
cause. On occasion, when speak-
ing with the media, they mock
plaintiffs’ witnesses and attempt
to downplay the significance of in-
ternal company documents to be
presented by the plaintiffs.

The always accessible PR
team provides reporters with
comments, no-comments, com-
plaints about their reporting,
and, sometimes morning tran-
scripts by the afternoon.

The plaintiff’s lawyer, Marc Z.
Edell, and his associates operate
in an economical, more tradition-
al mode: If a reporter asks a
question, they answer.

Plaintiff's lawyer
is Marc Z. Edell
with two full-time

assistants.@
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For Philip Morris: Two Arnold & Porter partners, @

backed up by five other lawyers. lm lﬂi
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Setting a Fairer Price for Medicare

The New England Journal of Medicine
reported study results last week showing
that states that stringently regulate hospi-
tal payments have higher than expected
hospital death rates. Although the study
did not focus on the Medicare payment
system, its findings may be relevant to
that system’s effects.

Medicare now sets rates independent of a
hospital’s own costs. In 1986 over one-third
of the nation’s hospitals lost money treating
Medicare patients. At the same time, 25
percent of them had large Medicare prof-
its—in excess of 12.5 percent. Although
Medicare’s Prospective Payment System,
which went into effect in 1984, has succeed-
cd in slowing the growth of hospital costs,
we question both the fairness and the desir-
ability of such variations in profits.

Medicare pays hospitals a fixed price per
case. It is based on the average cost of a
similar case at a large number of hospitals,
adjusted for various exceptions and special
circumstances.  The major adjustments are
the built-in difference between the prices at
urban and rural hospitals and the indexation
of payments to local wages. Allowances are
also made for teaching hospitals and those
serving disproportionate numbers of poor
people, as well as for hospitals that treat
patients requiring unusually long or costly
stays. 3

The adjusted prices are supposed to be
the “fair” ones for efficiently delivered care.
The trouble is that the adjustments are not
sufficiently precise to cover all legitimate
cost differences—that is, differences that
are not due to inefficiency. The system pays
some hospitals a rate well above their ovn
average cost per case, while paying others a
rate below their average cost. Profits and
losses are generated without knowing
whether cost differences reflect differences
in efficiency or in the kinds of patients or
quality of care they get.

The basic flaw with this system, despite
its adjustments, is that it equates low cost
with efficiency. Some high-cost hospitals
may actually be more efficient than low-cost
hospitals but have higher costs because they
treat more severely ill patients within the
same diagnoses. Efficient, high-cost hospi-
tals may also be providing higher than
average quality of care.

The current Medicare payment system

virtually ignores these situations. If hospi-
tals respond nationally as they did in the
states cited in the New England Journal of
Medicine study, low Medicare payments to
these hospitals may be harmful to patient
care,

The present system is not only arbitrary
but also wasteful. Research we conducted
showed that hospitals that received higher
payments earned higher profits even though ¢
they had bigger cost increases than more
constrained hospitals. These higher pay-
ments hardly seem appropriate at a time of
massive federal deficits.

The system’s payment inequities have
not gone unnoticed. Influential congressmen
have responded to financial problems in
their districts with legislation often aimed at
increasing payments to an individual facility.
A Post editorial (“Tuning Up Medicare,”
Jan. 11, 1987) decried the intrusion of
poljtics into the payment process.

But asking Congress to set politics aside
is not the answer. Aggrieved hospitals will
continue to seek remedies, and if the system
stays as it is, targeted remedies may often
be justified. Instead of a case-by-case politi-
cal approach, the system should be changed
to treat all hospitals more fairly.

Specifically, we propose that the national
price list be replaced by a set of prices that
is unique to each hospital. Qur proposed
system would retain the concepts of a
separate predetermined rate for each type
of condition and a hospital’s right to keep
whatever savings it generates by providing
care at lower costs, But the amount a-
hospital receives for each case would be

i

- based on its own average costs in a base

period, not on average costs of hospitals
that may be quite unlike itself. This ap-
proach is fairer and preserves the cost-con-
straining incentives inherent in the new
payment system. .

Once these base period costs were estab-
lished, the subsequent price lists for all
hospitals would be changed by the same
percentage amount. The size of this price

" increase (or, possibly, decrease) should re-

main a political decision made by Congress.
The hospital industry, the administration
and the elderly would obviously be part of
the debate, as they should be. :
Devising a separate price list for each
hospital eliminates both the justification and

the need for special adjustments, All hospi-
tals would face the same degree of fiscal
constraint, though they would not have the
same pricecs. The profit incentive would
encourage hospitals to keep their costs
below the price schedule, since profit is
critical for being able to raise capital for
replacing old equipment and investing in
new technology.

Some argue that this approach would
penalize historically efficient hospitals, since
they wouldn’t be able to generate as much
profit as hospitals whose costs were artifi-
cially high in the base period because of
inefficient management or underused facili-
ties. But even if inefficient hospitals are able
to earn extra profits in the short run, this is
preferable to penalizing efficient hospitals
that have higher-than-average costs, even
after all the adjustments. It is much like the
justice system'’s bias in favor of acquitting a
guilty person rather than wrongly convict-
ing an innocent one.

Concern about extra profits need not be
exaggerated. Several years under Medi-
care’s current pricing system have led to
substantial reductions in hospital staffing
and beds—the industry is more efficient
now than in the 1970s and early '80s.:
Thus, there are fewer opportunities for
unfair profits from cost reduction. Further-
more, if each hospital’s prices are periodi-
cally updated based on new cost data, extra
profits accruing from efficiency gains wills
be transitory. Finally, giving extra profits
to hospitals to change inefficient behavior
is preferable to the current system of
national prices that award profits indis-
criminately.

The system we propose would be easy
both to implement and to administer. Con-
gress and the political process would have
one large, visible annual decision to
make—how much to increase payment
rates. There would be no back-room deals
to tilt the system in favor of specific groups
of hospitals, nor would it be necessary to
decide which special appeals were more
meritorious. Hospitals would all face the’

same fiscal constraint. OQur proposal would

ease concerns about equity across hospitals
and could make it easier for Medicare to
further tighten its prices if budgetary:
needs dictated such a policy.

Judith Feder and Jack Hadley are
co-directors of the Center for Heallh
Policy Studies at Georgetown University.
Stephen Zuckerman is a senior research
associate at The Urban Institute.
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Controversial program would withhold

reatment from half of the 300 patients

ISZTdhmltopmvemetﬂect:vmofanexpa-i
mental AIDS drug by giving it to some patients who

PCP and not have to wait

until they‘rea)sckﬂutmey
mt&betnq:l

mdy;ngwnhmefata.ldxseasewhdemmldmgnm
Its a question that's surfaced recmt.ly because the

pharmaceutical compauy Fisons Corporation

wmwmnldouble-blmdplamhusnnytoeval
ate the safety and effectiveness of a drug called aero-
solized would be held in seven

In his own practise, he said no patient has died in the
last three years because the PCP was properly treated.

When PCP is picked up early it's easy to treat, he
said. “There is no situation where someone (in the trial) is
likely to die.”

s.ldnswylnrknbackmNaz\Gcmany said,
mmmmmdmmm

?nmammmw people, mostly
ews.

In a telephone interview Sonnabend said it's wrong to
let people with a fatal disease such as AIDS get sick on
the you'll catch their problems early.

is no certainty that the PCP,
“won' gallop away from you,” hesum
aerosolized

The start of the pentamidine study is on

hold b of AIDS activists strong objectiors to its
arm

A decision on the moral right or wrong of a placebo

sleeping sickness since 194i.
m;mtamsdmecomsmawhihpowda

intravenously since the beginning of
epidemnic to treat PCP.

Recent studies show that when

formed into a fine aerosol mist it becomes an effective
andlewtuncwayofprmﬂ,ugﬂlﬁpadaﬂsm et-
Ung anothwboutofPCP (P!namldine

ial, appearing to extend both the length and
the quality of life for people with AIDS
Wlmpahuuhkenawﬂiadpuunwﬂnethenm
complaint many patients have is that it tastes
udt}zynmyMVeam
pauauvgmloheabletomwmuudm
idine as a preventative measure long before they get

the Canadian gov-
emment hasn't licensed aero-
solized pentamidine, the only
way an AIDS patient has
mwthedmghmpamd-
patelnndmmlh'lalorﬁ
underground from .

Dr. Wayne Eoone of Torento (right) monitors an AIDS patient.

Memorial Sloan Kettering Carcer Centre in New York
with more than 140 patients fo:' over a year. No severe,
moderate, or mild mctiom vehemm'dsd.

mm argues
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what the Canadian trial will prove.

A ground swell of public opinion isn't prooé, he said

“It has not been proven
THOUGHT to have benefit,” he said.

That proof is essential, MacFadden insists, becaunse

ofaﬁﬂt:winmbtynedhmthemtuh
rest of their lives
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To MacFadden, it's mmvablethntanymem
any degree of scientific integrity
mnbodynmhmgﬂﬂwuﬁedormt'mdif
were unsure of the long and short-term side effects.

“The US studies have yet to that” he said
"nnehprcnpproofmu
venting not withstanding the Sloanl(&uw
Sanmncbmauhwhn:hdmftprmdﬂaq

No pubiished bl data is e, Mac-
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arent using 2 lot of different drugs simply
aren't accessible.
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aerosolized pentamidine argues
data dont provide proof — Mkhmhﬁmn
promising drug turned out to have very toxic side effects.
It happened with the antibiotic chloramphenical
which at first was lauded as God's gift to man, he said,
and later found to be highly toxic.
“We don want that to happen with pentamidine. If
webegmmestudymava-yﬁmmmwemllhvethe

dxﬂm—aﬁumwmtyarbmaﬂt—mm
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, pentamidine project director for
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His group to want the placebo side of the
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In a letter to the chairman of the University of To-

i
-4
iy
i

Oumvayarg\utha!mreeormdeaﬂsampmble
which is unnecessary because of the information that’s
now available from previous US studies.

Sormabend, the New York AIDS doctor, agrees that
ﬂilh'anmﬁhimlwaydcmdﬁhgs&dastwym
an experimental AIDS
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trial on aer p for Lyp
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pentamidine to wil as
patients in his Greeawich Village office.

“Patients are not asking for proof that a drug works
but 2 reasonable likelihood It's bizarre to withhold treat-
ment. If you are dying I don't think you dernand 100 per
cent proof. All you're asking for is a reasonable chance.”

Sonnabend said no one who has had PCP once should
be without some kind of treatment because there is a
very real chance of getting it a second time.

And the fact that there are other drugs available to

treat PCP — such as bactrum, septia and dapsone —
mmnummmmmmmmunnm

acceptable. There is no ceriainty it wot gallup away
txunymamuuesmr:mwmut

2re ratiems think theyie gouing

'r:tmthembu\u is too much

evidence to point to the fact that that is cazy. What does

the placebo tell them? . ww

though investigators say they prove

long-term effects of the drug Dewar six months is
not long term.

thinks the reason for the study is

that it's a fast track for collectinyrigid scientific
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the FDA requires that a placebo trial be
cause that's the best way of determining ge
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true efficacy
and safety of a drug” He said it is not § absolute rule
and each drug application is judged on a fse-by-case ba-

i jtep, he said, and
there is no other option available to profe that it's an ap-
pmpm'mle laxis (preventative tréatment) for peo-
le wif
g “If we had done a control a year ago the issue
would have been " be gaid

Like MacFadden, Bernard said no dne is going to die
and added that his hospital hasnt had h death in a long

The issue, he said, is more emotiqnal and political
than scientific.
“Most of us.strongly feel this is § treatment that

10 do & better job than the (hoe;
wfnléveahudyapwwuime
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CORPORATION was looking for

just the right advertising symbol
to sell physicians on new diagnostic
equipment that could be used in their
offices, It settled on a goose with a
golden egg.

THE SMITHKLINE BECKMAN

Brentwood Instruments Inc., hop-

ing to sell its heart monitoring sys-
tem, sent a personal letter to doctors
emphasizing the ‘‘opportunity for
substantial extra income for your
practice.”

Akers Medical Technologles was
more specific. In an advertisement
1or its urinalysis machine, it calculat-
ed the potential profit for the doctor's

office ($83,540.80 a year, assuming 50

tests a day) and the time required to
pay off the $1,500 to $2,500 investment
(as little as five days).

As such -testing instruments be-
come more accurate and more af-
fordable, tens of thousands of Ameri-
can physicians are buying them
instead of using the services of com-
mercial laboratories.

The equipment is a godsend for
patient and doctor alike, making ear-
ly detection of diseases faster, more
sophisticated and more convenient.

But it also raises some troubling
questions. Encouraged by equipment
makers, some doctors are coming to
count on the revenues that testing can
generate at a time when cost contain-
ment efforts and a glut of physicians
are squeezing practitioners' income.

As a result, critics say, the tests
can be overused and are priced high-
er than they need to be. That means
billions of dollars in extra cost for a
medical system that already con-
sumes more than 10 percent of the
gross national product. And the over-
all cost of such testing is expected to
increase sharply, with more kinds of
tests administered more often, possi-
bly forcing insurers to impose more
stringent controls.

“We are only at the dawn of a push
to turn great numbers of American
physicians into hidden capitalists,”
said Uwe E. Reinhardt, a Princeton
University professor specializing in
medical-cost issues. ‘‘When this real-
ly spreads in the 1990's, there may
come a nasty and cynical reaction
from insurers and the Government.”

Indeed, testing in the doctor’s office
could be a case study of the potential
conflict of interest for doctors whose
medical decisions can be affected by
their business decisions, Professor
Reinhardt and other experts say. It
also could be an example of the ex-
cesses that can occur when a third

party — public or private health in-

surers — pays a patient’s medical
bill, they say. And it raises a difficult
social question: At what point might
the money used for testing of margin-
al value be better used to other ends,
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like health care for the poor, or envi-
ronmental protection measures?

But pushing too hard to discourage
testing carries its own dangers. The

early detection of diseases made pos- .

sible by advances in testing can save
thousands of lives annually and also
eliminate many hospital stays. “It
would take a lot of tests to equal the
amount saved by eliminating just one
day in the hospital,” said Dan D. Shilt,
director of diagnostic markets at The
Eastman Kodak Company.

To be sure, doctors have performed
tests like X-rays in their offices for
decades. But the number that can be
performed simply with fast results
ouiside a hospital or laboratory has
increased dramatically with techno-
logical advances like the computer
chip. The volume of testing in the
doctor's office is increasing by 15
percent annually, said Henry M.
Weinert, president of Boston Biomed-

Office testing
equipmentis a
medical godsend
but raises
questions of
conflict of interest.

By GLENN KRAMON

ical Consultants Inc. Last year public
and private insurers and patients
themselves paid at least $6 billion and
probably much more for such tests,
Mr. Weinert estimated.

Meanwhile, sales of medical testing
equipment and supplies for the doc-
tor's office, which exceeded $1.2 bil-
lion last year, will more than double
in the next five years, said Frank von
Richter, vice president of Boston Bio-
medical. Hundreds of testing prod-
ucts reach the market every year.

American doctors spent more than
$300 million last year just on blood-
and urine-testing systems, according
to Boston Biomedical. The sale of
equipment that tests for infectious
diseases like strep throat will grow 43
percent annually in the next five
years, to $245 million, the company
predicts, while the field of tests for
pregnancy and hormone disorders
will jump 26 percent to $75 million.

At the same time, cloctors are going
beyond conventional X-rays to offer
ultrasonic imaging that, for example,
looks for abnormalities in the heart
or the fetus. Their patients are wear-
ing Holter monitors, which record
impulses of the heart 24 hours a day.

The biggest specialty clinics even

offer computed tomography, the com-
puter-enhanced X-ray commonly
known as a CT scan, magnetic reso-
nance imaging and other sophisticat-
ed diagnostic techniques on machines
that cost up to $2 million.

Many doctors say office-testing
systems are indispensable. “It's a
win-win-win-win scenario,” said Dr.
Andrew P. Morley, chairman of the
Amcrican Academy of Family Physi-
cians. He said the patient wins be-
cause testing is more convenient —
with fewer visits to other medical
centers and a wait of only minutes
instead of days for results. Surgeons
and other specialists win because the
tests find extra patients for them. The
payers of health-care bills win be- .
cause many tests that used to require
a hospital stay can now be performed
on an outpatient basis. And family
doctors win because the tests allow
them to offer up-to-date medicine,
which attracts patients. Indeed, the
tests can be “practice builders,” in
the industry’s euphemistic words.

can be is illustrated in figures
from industry analysts.

*“The physician can get an increase
in practice income from $5,000 to
$30,000 a year or so just from ‘in
vitro’ tests like blood and pregnancy
tests,” said one expert, whose re-
search is used by many leading
equipment manufacturers. He asked
not to be identified. *“To earn $30,000
the physician might be spending as
little as 10 percent of that, or $3,000, to
buy the products,” he said.

- Profit varies sh.uply by test, said
John W. Teipel, a scnior consultant at
The Wilkerson Group, a health-care
consulting firm. A simple glucose test
can cost the physician less than a
dollar, including supplics, amortiza-
tion nf the ~~uipment and labor, while
the Federal Medicare program will
pay at least $3 or $4. A test for strep
throat can cost the doctor $3 or $4,
and the insurance payment will be
$10 to $15. Testing for the correct
levels of therapeutic drugs for ail-
ments like heart conditions can cost
the physician $2 to $3 but mean a $20
to $25 payback. For in vitro tests like
these, that analyze blood and other
body substances, private insurers
pay an average of 25 percent more
than Medicare, Mr. Teipel said.

For manufacturers, the in vitro of-
fice testing market is attractive be-
cause it is growing so much more
quickly than the hospital and com-
mercial laboratory market, said L.
John Wilkerson, president of The Wil-
kerson Group, a consulting firm. But
the office testing market has not been
especially profitable for most compa-
nies. “There are too many companies
chasing a market in which distribu-

jUST how lucrative the equipment




Good medicine, better business

tion costs are exorbitantly high,” Mr.
Wilkerson said.

The major in vitro manufacturers
include Eastman Kodak, Boehringer
Mannheim, Bayer, Abbott Laborato-
ries, Du Pont, Johnson & Johnson,
SmithKline Beckman and Becton,
Dickinson. “In vivo” equipment,
which includes electrocardiogram
equipment and imaging machines
that analyze the patient’'s body, is
sold by General Electric, Siemens,
Philips, Toshiba, Diasonics and West-
mark International, among others.

Some medical equipment market-
ers are increasingly emphasizing the
financial payoffs, said Dr. Sidney M.
Wolfe, director of the Public Citizen
Health Research Group, a consumer
group. Advertisements in publica-
tions for doctors are filled with
phrases like “‘quick profits,” “life-
saving, income-earning system,’’ “‘a
better bottom line” and ‘‘a rapid re-
turn on your investment.'

While the profit margins on testing
might seem exorbitant to consumers
and insurers, many physicians have
their own way of justifying the fees.
“Nonsurgical specialists like family
practitioners and internists have al-
ways felt they are getting the short
end of the stick,”” Dr. Wolfe said.
“Surgeons can now get $400 for a five-
or 10-minute operation while they are
paid $40 for a 20-minute office visit."”

Indeed, doctors in family and gen-
eral practice averaged $80,300 annual
income, compared with $162,400 for
surgeons, in 1986, the latest year for
which American Medical Association
figures are available.

ONSURGICAL specialists have
N decided that they could ‘‘make
up for the low fee for a consul-
tation by providing other services in
the office that provide a profit,” said
Dr. John M. Eisenberg, chief of the
section of general internal medicine
at the University of Pennsylvania.
The problem, experts in health-
care economics say, is that some
doctors might be inclined to adminis-
ter unnecessary tests. ‘“‘Most rhysi-
cians would like to think they are not

influenced by income considerations,
but if it’s a toss-up, the physician may
in fact choose the option that is the
most lucrative,” Dr. Eisenberg said.

The growing threat of malpractice
suits tends to encourage additional
testing, as does the fact that more
people are knowledgeable about
medicine and are demanding the
tests, said Dr. Alan R. Nelson, chair-
man of the board of trustees of the
American Medical Association.

Robert H. Brook, a professor of
medicine at University of California
at Los Angeles, said that many doc-
tors genuinely want to help the pa-
tient and simply do not know or over-
look the fact that a test will not help.
His research and that of others has
found that ‘“‘at least a third if not
more than half of what we do is of no
benefit or of such marginal benefit
that I think we could reach agree-
ment in society that insurance should
not pay for it.”’

While medical-cost experts agree-

there is a problem in the office-test-
ing field, they have just begun to look
at what to do about it. The proposals
vary widely.

Professor Reinhardt would start by
*drawing the line on what tests to pay
for and how much to pay.”

“Who is to say that one of these
machines should pay for itself in six
months?" he said. ‘“Most businesses
amortize their high-tech equipment
in three to five years.” Medicare has
already established a schedule of fees
that doctors must accept for various
tests, but these are based not so much
on actual cbsts as on what physicians
have already been charging, Profes-
sor Reinhardt sald. :

““What you ultimately want is a fee
schedule that is cost-based,” he con-
tinued. “You would say, ‘Here is a
machine that will last four years, and
it costs $3,000, and the doctor needs to
make a certain profit on it, and, as-
suming a normal load of tests, this is
what he should be paid.’ "

The amounts for the Medicare pro-
gram could be set on the recommen-
dation of the Physician Payment Re-
view Commission, which advises
Congress. The panel plans to examine
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which tests might be unreasonably
priced, And once the public sector has
taken action, private insurers will try
to follow, said Professor Reinhardt, a
commission member,

Another method would be for Medi-
care to require competitive bidding
among laboratories and then peg its
payment to doctors doing tests in
their offices to the amount paid to
labs that are deemed efficient.

But doctors and executives of lead-
ing equipment manufacturers cau-
tion against overestimating the cur-
rent profitability of office testing. The
manufacturers have made enormous
investments in research and develop-
ment, sales and technical support,
Mr. Wilkerson said that for most
manufacturers the office testing
cquipment business is at best only
slightly profitable.

As for the physicians, Dr. Nelson of
the A.M.A. said that most doctors do
not run enough tests to make the kind
of profits that equipment companies
say they can. Indeed, many of them
make little or no money from their
medical equipment, in part because
they do not enjoy the economies of
scale that high-volume commercial
laboratories do, he said. Dr. Nelson
warned that reducing insurance pay-
ments would force many doctors out
of the testing business, to the detri-
ment of patients.

Even if Medicare and private in-
surers further limit payments, some
doctors could prosper by unnecessar-
ily increasing the number of tests
they give. Some experts said tighter
reviews of — and even controls on —
testing might also be necessary.

But there is still a large gray area
in medical testing, and society must
decide where to draw the line, said
Dr. William B. Schwartz, a professor
of medicine at the Tufts University
School of Medicine. *If I tell you that,
in this marginal area, I will find one
person with a treatable lesion for
every thousand CT scans I do, and the
CT scans cost $300 each, are we as a
society willing to allocate that much
money to save a life or improve a
life? We need to look at the benefits
curve and decide at what point we
can do more good by spending the
money on, say, preventive medicine
or the environment.” ]
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Industry helped at expense of
research, student group says

BY MARGARET POLANYI
The Globe and Mail

Industry is being subsidized at the
expense of crucial university re-

search through recent government °

initiatives in research and develop-
ment, the Ontario Federation of
Students says.

“The wave of the future seems to
bode an unbalanced emphasis on
applied science, leaving far behind
basic research, the humanities and
social sciences,” OFS chairman
Sheena Weir said yesterday.

Ms Weir criticized the setting up
of centres of excellence to nurture
private sector and university co-
operation. The centres have been
encouraged in Ontario by the Pre-
mier’s Council, and more recently
by Prime Minister Brian Mulroney.

Mr. Mulroney announced last
week that Ottawa will spend an
additional $1.3-billion on science and
technology programs over the next

five years.

One of the first projects will be
the creation of centres of excel-
lence, turning some universities into
specialized research sites concen-
trating on a specific type of re-
search, such as biotechnology or
information technology.

““The principal applicants in these
projects are industry. This raises
questions about the nature and
course of the research,” Ms Weir
told a news conference.

She said applied research has

‘‘some good offshoots,” but univer-
sities will ultimately be blamed
when there is nothing left to apply
because basic research has been
starved.

Ms Weir expressed concern that a
“tiering” of universities might re-
sult because smaller and northern
institutions are being overlooked in
the selection of sites for the centres
of excellence.

She made the comments at a
news conference, urging Ontario to

live up to its promises of excellence
in education by boosting spending
on universities.

The federation wants the prov-
ince to increase its share of total
spending on universities to 50 per
cent from 23 per cent over the next
three years, at an estimated cost of
several hundred million dollars.

In the mid-seventies, provinces
were expected to share half of post-
secondary costs, Ms Weir said.

MPP Richard Johnston, the New

Democratic Party’s education crit-
ic, said it might seem like a lot of
money, but in the context of chronic
underfinancing and the record high
enrolments expected next fall it is
not too much.

The student federation also called
for increases in student assistance
programs, better summer job op-
portunities, affordable housing and
the elimination of municipal bylaws
restricting the sharing of quarters.

Scholar stresses home AIDS care

BY ANN SILVERSIDES
The Globe and Mall

AIDS has highlighted the critical
lack of community health services
in Canada for long-term ailments, a
research immunologist and ethics
scholar from Australia has told a
medical conference in Toronto.

Because of bias in the health-care
system toward high technology and
acute care, it has traditionally been
easier to make decisions to cut or
not develop preventive and home-
care services, said Dr.. Margaret
Duckett, a special adviser on AIDS
for the Australian Government.

But acquired immune deficiency
syndrome has underscored the need
for home care as an alternative to
keeping patients in high-cost acute
care beds.

The fatal infectious disease has
brought society face to face with a
number of problems that repeatedly
have been put in the too-hard-to-
solve basket, Dr. Duckett told the
annual meeting of the Medical Re-
form Group of Ontario.

Studies have shown the incidence
of sexually transmitted disease is
high in teen-agers. In Nova Scotia,
for instance, 30 per cent of sexually
transmitted diseases occur in the
group aged 15 to 19, Dr. Duckett told
a Friday-night symposium.

But teen-agers also have a *‘very,
very poor’” knowledge of the risks
they face, and there is no mandato-
ry education to inform this age
group about the dangers of AIDS
and other sexually transmitted dis-
eases, said Dr. Duckett, a visiting
scholar at the Centre for Medicine
Ethics and the Law at McGill Uni-
versity in Montreal.

Similarly, there has been a “his-
torical denial”’ of the sexual activi-
ties of the handicapped, meaning
that the group is at considerable
risk because it receives little sex
education, she said.

Denial of sexual activity of pris-
oners — and the refusal, for in-
stance, to provide condoms to pris-
oners — will not stop the spread of
AIDS, she said.

Health-care professionals are, in
theory, committed, to confidentiali-
ty, but “it is often breached” in
simple everyday ways, Dr. Duckett
told the meeting of about 60 people.

Such breaches, often not consid- %

ered serious in the past, become
crucial with AIDS because of the
risk of grave harm that can accom-
pany disclosure, she said. AIDS also
resurrects long-standing societal
prejudices, Dr. Duckett noted.

Early reports that left the im-
pression that the illness was synony-
mous with the male homosexual
community have had a profound
impact, she said. Some people still
have difficulty accepting that AIDS
is spread by “‘a virus, not by self-
acknowledged membership of a
particular group.”’

Society also has difficulty accept-
ing the extent of homosexual activi-
ty among the general population,
another denial that is not helping
attempts to control the spread of
AIDS, she said.

Globe and Mail, May 4, 1988
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Accord Viewed as Near on Medicare Bill

By MARTIN TOLCHIN
WASHINGTON, May 14 — House and
Senate conferees have reported signifi-
cant progress on a bill to protect 32 mil-
lion Medicare beneficiaries from medi-
cal expenses for catastrophic illness.

They say they hope to complete their|-

work in the next two weeks.

The bill, which offers the first major
expansion of Medicare, would impose a
ceiling on the cost paid by patients for
hospital and physician services, and
drugs. It would also expand coverage
for nursing homes and hospices.

The House passed the bill last July,
and the Senate passed a similar meas-
ure last October. The conferees began
working on the bill in February. After
more than two months of private ne-
gotiations, the conferees met publicly
for the first time on Tuesday.

The House bill generally provides
larger benefits at less cost to the bene-

ficiaries than the Senate bill, which|

seeks to hold down Federal spending
and make the measure acceptible to
the Reagan Administtation.

“We're close together on most of the
big issues,” said Representative Fort-
ney H. (Pete) Stark, a California
Democrat who is chairman of the
Health Subcommittee of the Ways and
Means Committee. ‘‘My sense is that if
we just keep sitting down, we’ll have|
the bill worked out next week.”

Senator LLoyd Bentsen,- a Texas
Democrat who is chairman of the Fi-
nance Committee, said, ‘I certainly
think we’ll have a bill before the Me-
morial Day recess.”

““The most difficult part has been the
drug program,’’ he said. “We’re setting
up an entirely new program and trying|
to decide what'’s equitable."” -

‘House Coming Around’

The Senator said the Finance Com-
mittee ‘‘worked awfully hard on the
Senate side to keep the cost down to;
something the beneficiaries ‘can af-
ford.”

““I think the House is coming around
more to that point of view,” he said.
‘““We've worked very closely, too, with
the Administration, to see that they'l)
sign the bill, and I think that they will.”

President Reagan proposed medical

1986, but Administration officials are

concerned about the cost of the bill,
especially in the House version. The Of-
fice of Management and Budget esti
mated that the House bill would cost
$18.1 billion in 1993, when the measure
would become fully operational, while
the Senate bill would cost $10.9 billion.
But the: Congressional Budget Office
estimated the House bill would: cost
$12.1 billion and the Senate bill $10.1 bil-
lion.

Under the current law, there is nc
ceiling on the amount that may be paid
by Medicare beneficiaries. They are
covered for the first 60 days of hospital-
ization a year, except for a $540 deduct-
ible for each ‘spell of iliness.” The
beneficiary must pay a daily $135 fee
. for stays of 61 to 90 days. Thereafter,
:the beneficiary may use a 60-day life-
ttime reserve from 91 days to 150, at a
i daily fee of $270, with no further cover-

age. .
Under both the House and Senate
bills, beneficiaries would not be re:

The House
version provides
larger benefits at
less cost.

quired to pay more than one hospita)
deductible a year. Both bills would pro-
vide coverage for all 365 days.

Part B of Medicare currently pays 8(
percent of what it considers the “rea:
sonable costs” of physicians, laborato:
ries and home health services, after.ar
annual $75 deductible.per person. This
optional insurance is obtained througk
monthly premiums of $24.80. Part A of
the Medicare law concerns hospital
costs. :

House and Senate negotiators made
progress last week in resolving one of
their two major differences, concern
ing the coverage of prescription drugs
for outpatients. The House bill pro.

vided immediate coverage of 80 per-

insurance. for catastrophic illness in|

cent of the drug costs. The Senate bil}
provided that the coverage be phased
in, and that intravenous antibiotics,
cancer chemotherapy and immunosup-

_pressive drugs be covered in 1991, car-

diovascular and diuretic drugs in 1992,
ag;l all other prescription drugs by
1994.

The conferees reportedly made
progress on how the drug costs should
be gradually covered, but the confer-
ence broke down over the question of
what the Government should pay for
the drugs, the manufacturer’s price or
the pharmacist’s price.

Both the House and Senate bills
would require beneficiariesto pay sup-
plemental premiums, on a sliding scale
based on ability to pay. But the confer-
ees disagree over whether the-cover-
age for catastrophic illness, and the
supplemental premium to be paid by
Medicare beneficiaries, should be
mandatory or voluntary.

The House bill would require manda-
tory coverage,” and premium pay-
ments, on the ground that such cover-
age would provide a larger pool of
beneficiaries and more money for the
program.

The House bill provided for a maxi-
mum supplemental premium of $580 in
1989, increasing to $1,017 in 1993. The
Senate bill provides for a maximum of
$800 in 1989, increasing to $1,000 in 1992.
The House conferees accepted the Sen-
ate version, with a maximum of $1,050
in 1993.

The conferees also disagreed on the
ceiling on medical costs to be paid b
Medicare beneficiaries. The House bill
provided a limit of $1,043 for 1990, and
subsequent increases indexed to the
cost-of-living increases awarded to So-
cial Security recipients. The Senate bill
provided a limit of $1,461. The Senate
conferees offered a limit of $1,370, with

increases indexed to keep the costs *

constant.

The House and Senate bills also dif-
fered on the amount of the deductible.
The House bill provided for a $500 de-
ductible in 1989, with increases in
subsequent years. The Senate bill pro-
vided for a $600 deductible in 1991, with
increases indexed by the percent in-
crease in per capita drug spending by
beneficiaries.

New York Times, May 15, 1988
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Positions Available

Family Physician

Community Health Centre (non-profit, program
funded), active in community health issues requires for a
general practice family physicians. Full range family practice
(pediatrics to geriatrics) with varied clientele; 3 1/2 MDs, 3
primary care nurses working in teams; some evening hours;
1-in-4 call. 1 to 5 years experience; OBS not required; CCFP
desirable; other languages, interest in gerentology or oc-
cupational health and community program development,
and Cantonese speaking would be assets. Salary $60,000
minimum. Positions available immediately. Send curriculum
vitae and covering letter immediately to: Elizabeth J. Feltes,
Administrator, South Riverdale Community Health Centre,
126 Pape Ave., Toronto, Ontrio M4M 2V8, (416) 461-2493,
461-35717.

Family Physician Wanted

Centretown Community Health Centre requires a family
physician for a senior position to provide primary medical
care and clinical leadership to the Centre’s health service
team. The program delivers a full range family practice,
counselling, educational services, and planned expansion of
services to seniors in a multi-disciplinary setting. Health
promotion is emphasized.

Requirements: C.C.F.P. preferred; 3 to 5 years ex-
perience preferred; eligible for hospital privileges in an Ot-
tawa area hopsital preferred; bilingualism preferred. Salary
to $67,283 (1987-88 scale). Please reply as early as possible
with resume to: Health Services Co-ordinator, Centretown
Community Health Centre, 100 Argyle Avenue, Ottawa, On-
tario K2P 1B6, (613) 563-4771.

G.P. Family Physician Full-Time Position

Required for a health centre in the Metro Toronto area.
35 hours per week. No obstetrics. Focus on preventative
care. Attractive salary and benefits package including 4
weeks vacation and 2 weeks paid conference leave. Available
June/July 1988. Starting date negotiable. Contact: A. Rebelo
or Dr. Sider, Parkdale Community Health Centre, 1257
Queen St. West, Toronto, Ontario M6K 1L5, (416) 537-2455.

Locum

Centretown Community Health Centre requires a
physician for a locum postion for June, July and possibly
August 1988. The programme delivers a full range family
practice, counselling, educational services, and planned ex-
pansion of services to seniors in a multi-disciplinary setting.
Health promotion is emphasized. Salary is commensurate
with qualifications and experience. Please call: Health Ser-
vices Co-ordinator, Centretown Community Health Centre,
100 Argyle Ave., Ottawa, Ontario K2P 1B6, (613) 563-4771,

In Forthcoming Issues

The British Health Service by H. Kirpalani

Issues of "Quality Assurance" by a chairman of a Q.A.
Board in Toronto

Book Review: Essays in the History of Canadian
Medicine

Discussion on Toronto 2000 by Doug Sider

Medical Research Constraints by M. Jordana

What Happens When You Cross People’s Biases in
Science by R. Gorczynski




