
By PACO FRANCOLI

In many ways, Health Min-
ister Anne McLellan could

be considered one of Cabi-
net’s luckiest members.
Whenever the strings of the
public purse loosen, she
seems to get a big chunk of
the pie, if not the biggest.

That’s what happens
when you’re in charge of
Canada’s No. 1 priority.

Then again, given the
state of public health in
Canada, it seems that no
amount of money is enough
to satisfy the enormous
demands placed on her
department.

Though she received the
lion’s share of the last feder-
al budget, which set aside
$34.8-billion over five years
to fix the health-care sys-
tem, today she is under the
gun to find new dollars to
solve emerging health prob-
lems that will require the
recreation of two new
national agencies.

“It’s a large portfolio. It
covers a wide range of
areas,” she admitted recent-
ly in an interview in her Hill
office.

“I have certainly enjoyed
the challenges in this
department. I would be
lying if I didn’t say there
were frustrations also
involved. Sometimes things
don’t move nearly as quick-
ly as I would like them to
move. Sometimes we don’t
have nearly the resources
we need to do things as
quickly as I would like.”

Ms. McLellan (Edmon-
ton West, Alta.) is currently
in the process of laying the
groundwork for a new
Health Council to monitor
health policy and accounta-
bility which could cost the
federal government $10-mil-
lion yearly.

She is also poised to
pitch to her Cabinet col-
leagues the idea of creating
a new national federal cen-
tre to oversee public health
emergencies such as SARS.
She stressed that all levels
of government in Canada
“cannot afford to wait any
longer”to take action.

Ms. McLellan made
those comments in the wake
of her blue-ribbon panel’s
findings that Canada des-
perately needs a new
national agency for disease
control as well as $700-mil-
lion in new money to man-
age a public health crisis
such as the SARS outbreak.

Headed by Dr. David

Naylor, the National Adviso-
ry Committee on SARS also
stressed that a major reason
the country badly met the
challenge posed by SARS is
because of lack of collabo-
ration between the federal
and provincial govern-
ments.

While Ms. McLellan told
The Hill Times she intends
to brief her Cabinet col-
leagues soon, she could not
say when such an agency
would become a reality or
how much it would cost. She
said she may model the new
institution on U.S.’s Centres
for Disease Control and
Prevention (CDC), a federal
agency based in Atlanta,
Georgia, for protecting the
health and safety of people.

The health minister also
indicated that she needs
more money for her depart-
ment’s Pest Management
Regulatory Agency which
was recently criticized by
Environment Commission-
er Johanne Gelinas for fail-
ing to properly manage pes-
ticide use in Canada.

Help, though, appears to
be on the way. Last week,
Finance Minister John Man-
ley (Ottawa South, Ont.)
indicated he would provide
an extra $2-billion in health-
care money to the provinces
if the federal surplus topped
the $3-billion set aside for
emergencies.

THE HILL TIMES: Recently
the federal government and
provinces reached an agree-
ment on the creation of a 27-
member National Health
Council. But Ralph Klein
doesn’t seem to be on board.
Where are the talks today?

ANNE MCLELLAN: “Well,
we’re pushing ahead. I have
asked a wide range of stake-
holders to nominate anyone
they might like in terms of
possible non-government
representatives. Each of the
13 provincial and territorial
governments plus ourselves
can nominate up to four
non-governmental reps.
That creates a very large list
for 13 positions. And then

ministers will choose 13
non-governmental reps
from that pool of names
making sure we represent
the diversity of the country.

“What I want and what I
will have is a fairly large
pool of names from which
we will be able to forward
as many as four nominees.
Now if any of them are ulti-
mately selected will depend
on others who are nominat-
ed and the diversity of rep-
resentation we hope to
achieve. My guess is that
actually there will be a high
degree of coincidence in
terms of the names that
provinces and territories
and the federal government
actually come up with. But
that remains to be seen.”

HT: But the council itself.
It’s not a reality yet, is it? 

MS. MCLELLAN: “No, a
commitment to create the
council was made by all first
ministers in the February
accord. So what we are
doing is moving forward on

that and we will present to
provincial and territorial
premiers, when they meet
together in October, the
framework which ministers
agreed to in relation to the
Health Council, as well as
names for a possible chair
and 26 other members.”

HT: And the process for
striking the council. Can
that happen unilaterally by
the federal government?

MS. MCLELLAN: “Well, the
first ministers made a com-
mitment to the Health
Council. Therefore I pre-
sume all premiers will live
up to that commitment.”

HT: Would you move for-
ward without provincial
consent? Say, if Ralph Klein
is not happy…

MS. MCLELLAN:“Well, I’ve
never believed you need all
the provinces on side to
move forward. But I do
believe that to be useful in
the long run one does need

significant provincial agree-
ment.”

HT: And do you have a time-
frame in mind for when you
want this thing up and
going officially?

MS. MCLELLAN: “We have
indicated – when I say we, I
mean provincial and territo-
rial health ministers coming
out of our meeting in Hali-
fax – that premiers would be
presented something for
their consideration at their
meeting in October. And we
will move forward from
there.”

HT: As far as the mandate is
concerned, how much of the
council’s time will be spent
handling the Primary
Health Care Transition Fund
struck in September of
2000?

MS. MCLELLAN: “Well,
that’s certainly part of it.
The mandate is set out in

‘We cannot afford to wait any longer’
Health Minister Anne McLellan says all levels of government need to invest more in public health
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By NDP MP 
SVEND ROBINSON

Nearly one year has now
passed since the Report

of the Romanow Commission
on the Future of Health Care
in Canada was tabled, and lit-
tle has changed. Many of the
concerns outlined in the
report remain unaddressed:
Canadians are still forced to
contend with waiting lists for
surgeries, diagnostic servic-
es, specialists, treatments,
and even to get a family doc-
tor to see them; public hospi-
tals are still closing while pri-
vate clinics and hospitals
replace them; and nurses and

doctors are still over-worked
and in desperately short sup-
ply.

In February of this year,
Minister of Health Anne
McLellan, appeared to have
adopted one of the Romanow
Report’s key recommenda-
tions: the creation of an
arm’s-length, independent
council to oversee the per-
formance of the health-care
system, to provide strategic
advice and analysis to health
ministers on important and
emerging policy issues, to
seek ongoing input and
advice from the public and
stakeholders on strategic

policy issues, and to act as a
collaborative mechanism
capable of driving reform
and modernization of the
health care system. At that
time, Prime Minister Jean
Chrétien secured the agree-
ment of the provincial and
territorial premiers to create
the Canada Health Council
(although its mandate, prin-
ciples, and composition were
left unaddressed) within
three months (i.e. by May 5).

Well, May 5 came and
went, and the minister hadn’t
taken action to establish the
council, and she then sug-
gested that it would take

shape in the coming
weeks. May turned into
June, the House of
Commons rose for its
summer recess, and still
no word from McLellan
on the council. Late last
month, the minister
finally announced that
the provinces and terri-
tories had agreed on the
composition of the
council: 27 members, of
whom 13 would repre-
sent the provinces and
territories, 13 would
represent non-govern-
ment organizations,
and one chairperson.

As Mike McBane of
the Canadian Health
Coalition pointed out, a
27-member board is so
large as to be unwork-
able. “It’s designed to
fail,”he stated.

The Romanow Com-
mission had recom-
mended a 14-member
board, consisting of
seven representatives of gov-
ernment, three representa-
tives of the public, and four
representatives of the
provider and expert commu-
nity recognized for their
competence in health policy
and practice.

Apart from its unwieldy
size, the council as envi-
sioned at this time would
lack all legitimacy as a gov-
ernment watchdog, since no
member would be appointed
without the consensus of the
federal and provincial gov-
ernments. The minister has
already broken her promise
to Canadians that the Cana-
da Health Council would be
in place by May, and now
she’s betrayed them again by
breaking her promise that
the body would be “independ-
ent”from government.

The First Ministers are
scheduled to meet this month
to discuss the mandate of the
council, and there is little
hope among Canadians who
care about our health-care
system that the body will be
endowed with any meaning-
ful responsibility or authori-
ty, as recommended by the
Romanow Commission. The
fact that the provinces and
territories have been asked to
submit names for the mem-
bership of the council with-
out knowing what the coun-
cil will be tasked with accom-
plishing suggests that the
whole exercise is lacking in
serious intent. Just as the
commissioning of Romanow
to lead a study and write a
report recommending steps
to improve health care seems
to have been a means for the
Liberals to procrastinate
while the system crumbles,
so too does the Health Coun-
cil now appear to be a point-
less effort, designed to
deceive Canadians into
believing that the Liberals

are interested in protecting
public medicare.

Sadly, not only is Liberal
apathy eroding our national
health-care system, but so
too is the federal govern-
ment’s continuing infatua-
tion with corporate global-
ization. By promoting inces-
sant liberalization of interna-
tional trade, the Liberals are
jeopardizing not only our cit-
izen-based democracy, but
even our personal health.
Free trade agreements like
NAFTA, GATS, and the pro-
posed FTAA risk compelling
us to open our publicly-fund-
ed and delivered health serv-
ices to competition from pri-
vate, foreign corporations,
which would inevitably
result in a two-tiered health
care system. As more and
more health services are con-
tracted out to private compa-
nies, a door to foreign com-
petition is being forced open
which will not be easily shut.

Again, the Romanow
Commission’s report was
clear that this threat is real
and must urgently be
opposed: “In almost every
one of the Commission’s
public hearings, as well as
the regional roundtables,
concerns were expressed by
experts and citizens alike
that Canada’s health care
system should be protected
from the impact of interna-
tional trade agreements.” The
report recommended that the
Liberals ensure that health
care in Canada remains a
“public service,” and that
Canada’s position that the
right to regulate health care
policy should not be subject
to claims for compensation
from foreign-based compa-
nies, is reinforced and stub-
bornly maintained.

Next month, governments
from across the Americas
will send their representa-

tives to Miami for the
next ministerial meet-
ing to negotiate fur-
ther the terms of the
proposed FTAA. The
draft version of the
agreement already
contains rules that
could open up the
Canadian health care
markets to foreign cor-
porate service suppli-
ers, while making it
difficult to expand
public medicare to
include prescription
drugs or homecare.
Furthermore, the draft
FTAA contains provi-
sions which go further
than the WTO’s TRIPS
agreement on pharma-
ceutical patent protec-
tions, making it even
more difficult for gov-
ernments to grant
generic drug makers
licenses to produce
affordable medicines.

More than 50,000
Canadians from across the
country have already signed
petitions and postcards call-
ing on the Liberals to
acknowledge that “the FTAA
is Hazardous to Your Health,”
to stop the negotiations of the
FTAA and all trade agree-
ments that put profits before
public well-being, and to lis-
ten to Canadians who
demand that universal pub-
licly-funded and delivered
health care services be pre-
served. These signatures will
be joined in Miami with hun-
dreds of thousands of others
collected throughout the
Americas, and presented to
the trade ministers meeting
there. We can only hope that
the Liberals will finally
choose to stand up for
medicare and indeed for all
Canadians, and say no to the
FTAA.

Our cherished health-care
system has been sorely
abused and neglected by the
Liberals during the Chrétien
era, and particularly the
years when Paul Martin, as
Finance Minister, was so
intent on slashing much-
needed federal funding for
medicare. Now, as Martin
assumes de facto authority
as Prime Minister, there is lit-
tle reason to expect any
improvement. Already we
have seen John Manley hint-
ing broadly that $2-billion in
promised federal health care
funding to the provinces in
early 2004 will not be forth-
coming. It seems that so long
as the Liberals remain in
power, Canadians will be
denied a fully funded, fully
accountable, and fully public
medicare system.

NDP MP Svend Robinson
is his party’s health critic
and represents the federal
riding of Burnaby-Douglas,
B.C.

The Hill Times

Health Council now appears pointless 
Designed to deceive Canadians into believing Liberals are interested in protecting public medicare

“I BELIEVE RESEARCH WILL KEEP

MY FAMILY TOGETHER.”

For many Canadian families, new innovative medications can’t come soon enough. All too often,
these promising treatments get tied up with provincial drug plans – even after Health Canada
has approved them. For the people who put their lives on hold every day, it’s too long to wait. 
They need access to these new innovative medications as quickly as possible. And it’s up to all 
of us to make it happen. To find out more, visit our web site at www.canadapharma.org

Because with all they’re going through, 
waiting shouldn’t be the hardest part.

ROBINSON: MAY 5 HAS COME AND GONE AND
THE MINISTER HASN’T TAKEN ACTION.
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By Tory MP 
GREG THOMPSON

It’s not surprising that one
of the most important

health-care considerations
facing Canadians these
days is also the most com-
plex and difficult to
explain, let alone resolve.
This is the world of pre-
scription drugs, a medical
necessity for millions, sub-
ject to intense regulation by
government, the object of
study by the bureaucracy
and a Parliamentary com-
mittee and subject to a
political debate, the out-
come of which could be the
salvation of the African
sub-continent beset by the
AIDS epidemic.

The rising costs of
essential drugs, ways of
controlling prices and
approving new drugs, mis-
use and addiction, monitor-
ing adverse effects and
advertising practices are
some of the issues before
the House of Commons
Standing Committee on
Health.

Generally, the generic
versions are priced as much
as 35 per cent lower than
the equivalent brand name
drugs, but Canadians are
apt to pay considerably
more for the generic pills
than are charged in many
other countries with the
exception of the United
States.

A study by the Patented
Medicine Prices Review
Board of Canada shows
that prices for generic
drugs can be 26 per cent
lower in the United King-

dom than the Canadian
equivalent, 32 per cent
lower in Australia, 68 per
cent lower in New Zealand
and 24 per cent lower in
Germany.

Surprisingly, the study
was unable to determine a
comparison with the United
States where prices for
drugs used by government
agencies were 69 per cent
below their Canadian
equivalents, but in lists of
prices available to the gen-
eral American public, their
prices were as much as 248
per cent higher than in
Canada.

Another growing, seri-
ous matter raised in our
committee’s Western Cana-
dian meetings involves the
growing cross-border inter-
net pharmacy business. We
heard testimony that inter-
net pharmacy companies
are diverting at least $1-bil-
lion worth of Canadian
drugs to the United States,
a practice that is creating
shortages in some areas of
Canada, shortages that
include even life-saving
cancer drugs. We were told
that the internet drug busi-
ness has already resulted in
one Canadian manufactur-
er raising its prices and it
could be only a matter of
time, unless this trade is
curtailed, that Canada’s
drug prices will rise to
match those paid in the
U.S.

As the bureaucratic and
Commons Health Commit-
tee studies proceed, the gov-
ernment is moving towards
changes in the patent laws

so that the cheaper generic
drugs can be provided to
Third World countries to
help combat the spread of
HIV and AIDS. The power-
ful pharmaceutical compa-
nies have been opposed to
these humanitarian efforts
because of fears that the
cheaper drugs could even-
tually find their way into
the richer countries and
erode their patent protec-
tion. However, public pres-
sure and the realities of the
world-wide threat from
HIV/AIDS will likely over-
come those roadblocks.
When one considers that
more than 34 million adults
and children are living with
HIV/AIDS worldwide,
almost a million in North
America but almost 25 mil-
lion in sub-Saharan Africa,
the obvious need should
outweigh all other consider-
ations.

Any discussion of drug
pricing and availability in
Canada brings to mind the
various Liberal Party Red
Book undertakings for the
implementation of pharma-
care, the universal program
proposed when that party
was campaigning to
become the government.
Just another of those won-
derful promises which
seems to have fallen off the
priority list because of the
costs and the complexities
of the real world.

Tory MP Greg Thomp-
son, represents the federal
riding of New Brunswick
Southwest, N.B., and is his
party’s health critic.
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By Liberal MP 
MAURIL BÉLANGER

As Canadians continue
the national debate on

our health-care system, the
phrase “quality health care”
is a refrain repeated by
many. It’s what everyone
wants, but how is it
defined? Quality means dif-
ferent things to different
people. Timeliness, thor-
oughness and accessibility
are widely viewed as essen-
tial elements of “quality
health care,” and as such,
are enshrined in the Cana-
da Health Act. But what
about other aspects of
“quality health care” not
included in our act? Last
March, the House of Com-
mons adopted a motion
referring the subject matter
of Bill C-202, An Act to
amend the Canada Health
Act, to the Standing Com-
mons Committee on Offi-
cial Languages. This was
my own private member’s
bill, which aimed for the
addition of a sixth principle
to the Canada Health Act,
that of respecting Canada’s
linguistic duality.

The Government of
Canada is mandated by
Sec. 41 of the Official Lan-
guages Act to preserve the
use of English and French
throughout the country as
well as promote and protect
official language minority
communities in all areas
within its scope. Though
health-care delivery falls
within the provinces’ juris-
diction, the Government of
Canada is a primary player
in terms of health-care

funding. Moreover, Canadi-
ans’ linguistic rights are
protected and promoted by
the Government of Canada.
So how can linguistic rights
and right to health care be
combined to eventually
translate into improved
health-care delivery for
Canadians from both offi-
cial-language communi-
ties?

The committee has
heard several answers to
this question:

•The Government of
Canada already specifies
certain conditions under
which it will transfer
health-care funding to the
provinces. It could add the
respect of our linguistic
duality to the list of
already-established criteria
(the five principles) needed
to be met to obtain funding,
along with a set of guide-
lines for meeting that sixth
condition. From a legal per-
spective, this solution
seems quite feasible, but
there could be a number of
reactions, particularly from
the provinces.

•The Government of
Canada could invest more
in health and official-lan-
guages research and devel-
opment, as well as continue
to provide funding to post-
secondary education insti-
tutions and programs
designed to train health-
care professionals who
could work in official-lan-
guage minority community
settings.

•The Official Languages
in Education Program,
managed by Canadian Her-

itage, is a valuable tool
used by the Government of
Canada to direct funds to
the provinces for a variety
of official-language initia-
tives relating to education,
another provincial jurisdic-
tion, thus directly benefit-
ing Canada’s official-lan-
guage communities. In
concert with the provinces,
the Government of Canada
could establish an “official
languages in health pro-
gram,”perhaps managed by
Health Canada, that would
see funds flow from the fed-
eral to provincial govern-
ments to ensure health
services are provided in
official-language minority
communities.

These are only a few
possible avenues that the
Standing Committee on
Official Languages has
been considering in the
course of this study. One
thing is certain: there is a
need for greater “quality
health care,” and for many
Canadians, that translates
into health-care services in
the language of his or her
choice. It is the Commit-
tee’s hope that the Govern-
ment of Canada will adopt
policies that meet this need.

The committee’s report,
once adopted and tabled in
the House, will be available
at www.parl.gc.ca/lang.

Liberal MP Mauril
Bélanger represents the
federal riding of Ottawa-
Vanier, Ont., and is chair of
the Standing Commons
Committee on Official Lan-
guages.
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Quality health care: where
do official languages fit in?

Powerful pharma companies
opposed to humanitarian aid
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By Liberal Sen. MICHAEL
KIRBY and Tory Sen.

MARJORY LEBRETON

Thank you for inviting the
chair and deputy chair

of the Senate Standing
Committee on Social
Affairs, Science and Tech-
nology to provide an
overview of their work in
the important field of health
and health care. The com-
mittee has been very busy
over the last three years
dealing with critical issues
surrounding health and
health care.

From March 2000 to
October 2002, the commit-
tee held, as part of its study
on the health of Canadians,
some 65 public hearings,
heard from 433 witnesses
and reviewed several hun-
dreds of briefs. We tabled
six different reports with
the Senate: one in March
2001, one in September
2001, two in January 2002,
and one respectively in
April 2002 and October
2002. Many of the recom-
mendations contained in
our last report (or volume

six) were approved at the
2003 First Ministers’ Accord
on Health Care Renewal
and proposed in the 2003
federal budget. These
include namely: primary
health-care reform with
access to an appropriate
health-care provider on a
24/7 basis; increased invest-
ment for medical equip-
ment; catastrophic prescrip-
tion drug coverage; short-
term acute home care, com-
passionate care benefits
under the Employment
Insurance program; elec-
tronic health records; and
enhanced accountability
through public reporting.
Overall, we are very pleased
by the impact our work has
had on decision-makers in
this time of health-care
reform and renewal.

Following the release of
volume six, the committee
decided to undertake a
study on mental health,
mental illness and addic-
tion. We are struck by the
high prevalence of mental
illness and addiction —
approximately one in five

Canadians. As such, nobody
is left untouched by mental
illness and addiction; this
affects individuals, their
families, schools, communi-
ties, the workplace, society
as a whole. What is worse is
that, despite this high preva-
lence, there remains largely
unmet needs. Statistics
Canada’s latest Canadian
Community Health Survey
revealed that 21 per cent of
Canadians suffering from
mental illness and addiction
do not receive the services
and support that they need.
Only 37 per cent use some
type of health care or com-
munity resource.

There are many barriers
that impede appropriate
access to needed mental
health services and addic-
tion treatment, including:
diverging philosophical
approaches to mental illness
and addiction; stigma and
discrimination; system frag-
mentation, little integration
and lack of coordination;
and inadequacy of funding
for mental health services
and supports, addiction

treatment and research.
What has also struck the

committee is the full extent
of the impact of stigma and
discrimination. This dis-
courages Canadians from
seeking needed treatment,
leads to government under-
funding of research, treat-
ment and support services
and perpetuates outdated
treatment methods within
the health care system itself.
It has been said that mental
illness is an “orphan child.”
One witness to the commit-
tee preferred to profile it as
the “last taboo.” He stressed
that, interestingly, in the
years to come, where men-
tal over physical perform-
ance is a key to the coun-
try’s and individual’s quali-
ty of life, we have yet to
address mental illness and
addiction in a convincing
way. What can be possibly
done? Maybe policy will
have to change before atti-
tudes change. Maybe we
will have to work on them
both simultaneously.

By Dr. ALAN BERNSTEIN

Health research is
transforming our

lives and our health-care
system. From under-
standing the most inti-
mate molecular secrets of
the cancer cel l , to the
sequencing of the SARS
virus genome and the
development of a SARS
vaccine, to the discovery
of new drugs and trans-
plantation procedures to
prevent or cure diabetes,
to a scientific evaluation
of which clinical proce-
dures work and which
don’t, to addressing the
poor health outcomes of
Canada’s aboriginal peo-
ples, to documenting and
addressing adverse events
in our health-care system,
to post-traumatic stress
disorder, to structural
genomics and proteomics,
to understanding the
genetic and psychosocial
conditions that predis-
pose to schizophrenia, to
research aimed at under-
standing how our nervous
system works — CIHR is
funding al l  of  this  and
much more.

In just three short years,
our 13 institutes have
developed their individual
strategic plans and CIHR
has developed an overarch-

ing national strategic plan,
or blueprint, for health
research, a plan built on
excellence in research.
Excellence in research is
the fuel that is driving the
engine of discovery and
mobilizing research to
improve the health of
Canadians, build an inno-
vative and cost-effective
health system, and develop
the knowledge-based econ-
omy for the 21st Century.

Our institutes have rap-
idly developed and imple-
mented many new pro-
grams that encourage prob-
lem- and outcomes-based
multidisciplinary and
multi-sectoral approaches
to the health challenges
facing Canadians and to
the scientific opportunities
that are opening up daily.

CIHR has also launched
innovative new programs
to encourage and catalyze
the commercialization of
research, including our
hugely successful Proof of
Principle program, which
allows researchers to add
value to their discoveries
prior to going to the mar-
ketplace for funds.

Over the past three
years, CIHR’s institutes
have developed new part-
nerships with federal
departments, provincial

research agencies, industry
and health charities in
Canada and abroad. We
have signed major collabo-
rative agreements with
partners in the United
States, the United King-
dom, France, Germany,
Mexico, Australia and New
Zealand to conduct
research collaboratively on
genomics, tobacco addic-
tion, heart disease,
HIV/AIDS, diabetes, Abo-
riginal health and training,
to name just a few. These
new partnerships have
already resulted in more
than a doubling (to almost
$100-million per year) of
our partners’ contributions
to CIHR-sponsored
research.

CIHR’s blueprint for
health research building on
these successes and follow-
ing broad consultations
with our stakeholders,
CIHR will focus on five
broad areas over the next
five years.

WE WILL: 
1. Continue to build the

base of health research
excellence in Canada;

2. Develop major nation-
al research initiatives and
platforms to address the
health challenges facing
Canadians;

3. Develop and imple-
ment a balanced research
agenda that includes
research on disease mecha-
nisms and fundamental
biology, treatment, preven-
tion, health promotion,
population determinants of
health, and the capacity of
our health care and public
health systems to deliver
the services Canadians
want and need;

4. Harness research to
improve the health of vul-
nerable populations; and

5. Support the renewal
and strengthening of Cana-
da’s health system and
economy through innova-
tive new programs that
bring together the creators
and users of new research
knowledge, including the
public, patients, caregivers,
decision-makers, and
industry.

THE BENEFITS
The benefits for Canada

of CIHR’s Blueprint are
clear and significant. They
include:

•improving the health
of Canadians through new
understanding of disease,
development of new diag-
nostic technologies and
treatments, new approach-
es to the delivery of health
services, evidence-based

health promotion and
changes to public policy;
·developing a leading edge,
evidence-based and cost-
effective health system;
·strengthening the Canadi-
an economy through pro-
grams that build the
human and knowledge
capital that are critical to
success in the competitive
global market place; and
·branding Canada as a
country of excellence in
health research.

THE FUTURE
The creation of CIHR by

Parliament in 2000 has
transformed the health
research enterprise in
Canada, and almost
overnight, has catapulted
Canada to become a signif-
icant player internationally
in health research. With
generous support from the
Government of Canada and
our partners, we are togeth-
er building an organization
that has already become a
model for the world. But
we have a way to go. CIHR
requires a bold, up-front,
multi-year growth in our
budget from its current
level of $620-million to $1-
billion per year, starting in
2004.

CIHR and the health
research community have

demonstrated the excel-
lence, outcomes and impact
that Canadians expected
when CIHR was launched.
In three short years, we
have built a strong founda-
tion on which to build for
the future. The Canadian
health research community
has more than delivered on
our commitments over the
past three years, and are
poised to deliver more in
the coming years.

Now is the time to be
bold. Now is the time to
build a Canada for the 21st

Century, a Canada built on
excellence, a knowledge-
based economy, a leading-
edge and innovative health
system, and a productive
and healthy population — a
country where our young
people have opportunities
to pursue rewarding and
satisfying careers.

Alan Bernstein, OC,
PhD, FRSC, is president of
the Canadian Institutes of
Health Research
www.cihr.ca Dr. Bernstein
is known internationally
both as a researcher and as
a scientific leader. His pio-
neering research in the
area of cancer,
hematopoiesis and gene
therapy remain landmarks
in their field.
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CIHR and health research: exceptional value, says Bernstein
Excellence in research is fuel driving the engine of discovery and mobilizing research

Kirby’s Senate Committee looking
into mental illness and addiction

Canadian College of
Health Service Executives

Robert Zed, Chair announces the appointment of Dr.
John H. Hylton as President and CEO of the College.

Prior to joining the College, John held a number of
senior positions as a public servant, a university
educator, trustee and consultant.  

The College is a member-driven, not-for-profit
association committed to excellence in the management
of Canada’s healthcare system. 
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By Alliance MP 
ROB MERRIFIELD

As Paul Martin prepares
to move into 24 Sussex,

Canadians have noticed a
distinct lack of clarity as to
where he stands on the key
issues of the day. It falls,
then, to look back on his
record as finance minister
and right-hand man of the
outgoing Prime Minister for
a possible preview of what a
Paul Martin government
might look like.

When it comes to health
care, undoubtedly one of the
most important public pri-
orities of Canadians, the
prognosis is not promising.
Martin’s legacy on health
care is one of chronic under-
funding, soured federal-
provincial relations and
patient dissatisfaction.

In his now infamous
budget of 1995, Paul Martin
announced massive, unilat-
eral cuts to federal transfer
payments for health, social
services and education.
Under Martin’s new block
fund, the Canada Health

and Social Transfer, federal
transfers to the provinces
were slashed by almost $4-
billion in two years — from
$16.6-billion in 1995 to
$12.6-billion in 1997.

The cuts caught the
provincial governments
completely off guard. Mar-
tin was credited for trim-
ming the deficit but the
provinces were left holding
the bag.

Provincial governments
tried to make do with their
own spending increases and
experiments in alternative
service delivery, the latter for
which they were sometimes
scolded by Ottawa. Nonethe-
less, the financial shortfalls
forced the provinces to lay
off health professionals and
cut health services.

What followed was a
long season of federal-
provincial squabbling over
money and general acrimo-
ny between Ottawa and the
provinces on a host of
issues. As the cuts trickled
down to ordinary Canadi-
ans, wait lists lengthened,

many health professionals
sought greener pastures
south of the border and doc-
tor shortages intensified.

In a study of national
health care systems, the
World Health Organization
ranked the performance of
ours a dismal 30th. Hardly
“the best health-care system
in the world.”

The Martin cutbacks
continued for the rest of the
1990s and into this decade.
In response, the Official
Opposition called for an
immediate infusion of $4-
billion into the CHST in
1997. We called for
entrenched five-year fund-
ing agreements — negotiat-
ed with the provinces — in
the Canada Health Act in
our 2000 election platform.
Clearly, the provinces must
have a reliable and stable
source of federal funds in
order to plan for the health-
care needs of their citizens
over the long term.

Martin and Chrétien
cynically pumped billions of
dollars back into the CHST

on the eve of the last federal
election — the opportunity
to use health care funding to
bolster the Liberals’ elec-
toral prospects apparently
too good to pass up. But it
wasn’t until fiscal year
2002/03 that the CHST
climbed back to 1994 fund-
ing levels.

All told, a cumulative
total of $25-billion (in real
terms) was removed from
the CHST between 1994 and
2001. At the same time, Mar-
tin left in place some $16-
billion per year in question-
able grants and contribu-
tions.

The consequences of the
Martin health-care cuts are
still very much with us
today. In a recent survey,
one in four Canadians said
the quality of care had
worsened in the past two
years.The respondents cited
a shortage of health profes-
sionals and hospital beds as
the biggest problem, fol-
lowed by waiting times.
According to the College of
Family Physicians of Cana-

da, 4.5 million Canadians
had trouble finding a family
doctor in 2002.

The health accord
reached in February 2003 by
the premiers and the outgo-
ing prime minister was
needed to undo some of the
damage caused by Paul
Martin. The Canadian
Alliance welcomed the
accord as a commendable
effort to move health care
reform forward on the
national agenda.

The accord reflected a
number of our own priori-
ties, including restored
funding for core health
services, flexibility for the
provinces in the implemen-
tation of new services and
flexibility on delivery
options within the public
health care system.

We also supported the
adoption of a dedicated
health transfer, needed to
provide greater clarity on
Ottawa’s actual health care
contribution, which had
been obscured under Paul
Martin’s CHST.

The Canadian Alliance is
firmly committed to our uni-
versal health care system.
We are committed to timely
access to quality health
care, regardless of ability to
pay.

Paul Martin’s record on
health care is a poor one.
He slashed billions of dol-
lars in health care funding
while he was finance minis-
ter, leaving provincial gov-
ernments in a cash crunch
and Canadians on wait lists.

The provinces deserve a
more reliable partner when
it comes to health care fund-
ing. Canadians deserve a
prime minister who will
work hard to safeguard
publicly funded health care.
Why should we trust Paul
Martin now? Mr. Martin is
the cause, not the cure,
when it comes to health
care.

Canadian Alliance MP
Rob Merrifield is his party’s
senior opposition health
critic and represents the
riding of Yellowhead, Alta.
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Paul Martin’s shameful health-care legacy: Merrifield
Consequences of Martin health-care cuts are still very much with us today

The committee also
heard that, unlike many
other developed countries,
Canada does not have a
national action plan for
mental health, mental illness
and addiction.Various levels
of governments are all
involved in the funding and
delivery of mental health
services and addiction treat-
ment. Perhaps more impor-
tantly, there are currently no
national standards to guide
the funding and delivery of
mental health and addiction
services and supports. In
fact, the Canada Health Act
expressly excludes hospitals
or institutions “primarily for
the mentally disordered.”
Should mental health care
be covered under the Cana-
da Health Act?

Similarly, psychologists’
services are not insured
under medicare in any
province. If individuals have
the money or private insur-
ance, they have access to
high quality psychological
services, often within days
or weeks. If they are
dependent upon the pub-
licly funded health care sys-
tem, they will encounter
long waits for the available
psychological services, if
they can even find them.

Accordingly, should all psy-
chologists be paid with pub-
lic funds, as doctors are?
These are all crucial ques-
tions that the committee
intends to examine.

We wish to stress that
the Romanow Commission
did not address mental
health issues in a compre-
hensive way. The commis-
sion limited its recommen-
dations to case manage-
ment of home mental health
services. Further, there is
currently no national forum
to discuss these issues other
than the committee study.
Thus, we believe that the
committee study is impor-
tant. But the involvement of
the whole mental health
community is critical and
essential to the success of
the committee’s work.

Making a difference is
the goal of our study on
mental health, mental ill-
ness and addiction. Our
timetable includes a report
on findings and options for
reform in the fall 2004; this
will be followed by a set of
national public hearings.
Then, a report on recom-
mendations for reform will
be tabled to the Senate in
the spring 2005.

Last June, our committee
received a mandate from
the Senate to study public

health governance and
infrastructure in Canada. So
far, we have heard from fed-
eral officials from depart-
ments and agencies, provin-
cial public health officers,
public health

experts/researchers, and
national health organiza-
tions. The committee has
also heard from Dr. David
Naylor, who chaired the
National Advisory Group on
SARS and Public Health,

and will soon hear from the
United States Centre for
Disease Control and Pre-
vention. Our intention is to
release a report on the issue
of public health in the first
week of November.

Senator Michael Kirby is
chair and Senator Marjory
LeBreton, Deputy Chair of
the Standing Senate Com-
mittee on Social Affairs,
Science and Technology.

The Hill Times

B E T T E R  H E A L T H  I N F O R M A T I O N  F O R  B E T T E R  H E A L T H

Our job is to fill information gaps

In just 10 years, the number of MRI scanners in Canada has grown by nearly                        %.

In January 2003, Canada had a total of 147 MRI (Magnetic Resonance Imaging) scanners, which is about 400%
more than the 30 machines the nation had in 1993. On a per capita basis, there are 4.7 MRIs for every million
Canadians. This ratio has improved slightly from 4.2 in 2001.

To learn more about the supply of imaging technologies, visit www.cihi.ca to get your copy of the Medical
Imaging in Canada report.

Canada doesn’t have a national action plan for mental illness
Kirby, LeBreton say there are no national standards to guide funding and delivery for mental health

Continued from Page 22
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the accord. An actually busi-
ness plan for the council
will only be developed when
the council is in place. And
that business plan would
ultimately be approved by
health ministers.”

HT: Will this be a perma-
nent council?

MS. MCLELLAN:“What we
envisioned at this point is
that the council would be
reviewed at the end of five
years.”

HT: What is the budget of
this council?

MS. MCLELLAN: “We have
on the table up to $10-mil-
lion a year. But I think it’s
safe to say that most of my
provincial and territorial
colleagues believe it can be
done for less. And so do I
quite truthfully.”

HT: Turning to SARS, what
do you make of Dr. David
Naylor’s report? He said
Health Canada was almost
invisible during the crisis.

MS. MCLELLAN: “No, that
actually isn’t what he said.
Unfortunately, for example,
in relation to that specific
statement, that we sent our
epidemiologist to Toronto
and unfortunately because
of the situation on the
ground, which is controlled

by local public health offi-
cials, our epidemiologists
who are highly-trained sci-
entists ended up pretty
much shuffling paper. And
therefore a number of them
left, as any sensible person
would if what you are doing
is shuffling paper as
opposed to being put into a
public health system on the
ground where you are using
your skills.

“In fact, as the Naylor
report pointed out, there is
necessity for all levels of
government to work much
more closely together and
create an integrated
response to this kind of
challenge in the future.”

HT: What did you learn
from his report about what
Canada should have done
more of that you didn’t
know before? 

MS. MCLELLAN: “I guess
perhaps, when you are in
the middle of a situation
like that and dealing with
daily challenges, it may be
only later that you realize
that your systems of sur-
veillance, your data collec-
tion, which is then analyzed
and sent to the [World
Health Organization]… that
those things are simply not
up to the challenge. And
that doesn’t mean that peo-
ple hadn’t thought about
those things.

“But I think Dr. Naylor’s
report, because he talked to

everybody at all levels on
this, I think part of what
strikes me is the fact that all
three levels of government
need to work together in a
much more integrated and
cohesive fashion to ensure
that we are doing the sur-
veillance, we are doing the
data collection, we are
doing the analyses… And
then that information in
real-time can be sent back
to the front lines to the
emergency rooms, and can
be sent up the line to the
WHO, the [Centres for Dis-
ease Control] and other
countries.”

HT: Did it strengthen your
resolve to create a “CDC
North?”

MS. MCLELLAN: ‘I don’t
use the expression CDC
North. I think something
like the CDC. I think that
there does need to have a
national focal point. Now
various provinces have enti-
ties that provide some focus
for public health. It may be
primarily infectious dis-
eases or more broadly
based. British Columbia has
a centre for disease control.
Quebec has a fairly-devel-
oped system of public
health. Different provinces
are at different places.

“What we need to do is
have a national focal point.
We need to clearly delineate
the roles of the three levels
of government so that

everybody knows what they
are supposed to do. Every-
body knows what there
responsibilities are in terms
of data collection, data dis-
semination, data analysis.
Everybody knows who
communicates on what
issues and when. And I
think those kinds of things
need in my mind a national
focal point.

“But what I envision is
that while there is a nation-
al focal point that one has a
network, a virtual network,
of existing, and perhaps to
be created, entities that deal
with disease control and/or
public health more general-
ly. For example, Ontario is
talking about developing a
centre of some sort that
would form part of our
national network.”

HT: How far along is this in
being a reality, this focal
point? 

MS. MCLELLAN: “This is
very early days. I have indi-
cated that this is very
important. I will probably
go to Cabinet colleagues in
the next few weeks and give
them the overview of Dr.
Naylor’s report and talk to
them about options in terms
of moving forward. I think it
will probably be sometime
in the new year when final
decisions are made around
exactly how we move for-
ward.

“But I think the thing

that is important is that we
cannot afford to wait any
longer. As Dr. Naylor has
pointed out, as virtually
everyone in the area of pub-
lic health has pointed out,
all three levels of govern-
ment have known for over
10 years that we are not
investing enough in public
health. And that we need to
built that national public
health infrastructure.”

HT: So does it come down
to a question of just more
money? Because it seems as
if your department has a lot
of the things that this focal
point would do. It has sur-
veillance, laboratories,
infectious disease control
and so on. And it has a pub-
lic health branch and a cen-
tre for emergency pre-
paredness, which are both
in your department. A lot of
the infrastructure already
exists at Health Canada.

MS. MCLELLAN: “Some of
it does. But what it has to be
reconfigured, coordinated
and integrated with the
infrastructure of the
provinces and the local gov-
ernments. If you are going
to develop a national focal
point for public health it
should be more about just
infectious disease. Public
health experts will tell you
that in fact if you are doing
public health in has to be
about infectious disease,
chronic disease, injury pre-
vention… a whole host of
things.”

HT: The first ministers are
meeting this month. Do you
expect they will ask for
more money for health
care?

MS. MCLELLAN: “Well, I
don’t know because I don’t
know anything about their
meeting other than the fact
this is their first meeting to
discuss the [Council of the
Federation] that was agreed
to in Charlottetown in July.
The only thing I know is
that federal, provincial, ter-
ritorial health ministers
agreed to present for pre-
miers’ consideration when
they meet with a package
on the health council for
their consideration.”

HT: Much of last budget
was dedicated towards
health care. And the gov-
ernment has maintained it
won’t raise taxes to meet
these goals. How much of a
strain has this meant on the
public purse?

MS. MCLELLAN: “I don’t

think that has been a strain.
What has strained the pub-
lic purse in the sense of
unexpected expenditures
are things like SARS, BSE,
mad cow, fires in British
Columbia, power outage in
Ontario, and hurricanes.
Those things have placed
unexpected demands on
available dollars, but cer-
tainly the dollars for health
care were clearly delineat-
ed in the last budget over
five years. So that’s all
accounted for.”

HT: What happens if down
the line there is a deficit? Is
that going to affect the way
the health-care system is
funded?

MS. MCLELLAN: “As I say,
there may be unexpected
things, but this government
has been very clear about
the fact that we are not
going back into deficit. We
do know that health care is
Canadians No. 1 priority.
We have a funding profile
over the next five years as it
relates to health care and
we will deliver on that but
we will do so within our
means, and if that means
that dollars have to be real-
located from one place to
another than I guess that
will happen.”

HT: I also want to touch on
the Environment Commis-
sioner’s report that came
down on Oct. 7. It didn’t get
too much attention with
everything else going on
but she made some interest-
ing points directed at your
department. She said in
particular that Health
Canada does not under-
stand the health impact of
pesticides. Do you agree?

MS. MCLELLAN: “No I
don’t. I think the Environ-
ment Commissioner made
some very important rec-
ommendations and I take
her concerns very seriously.
We have new legislation
that was passed late last
year, in December 2002.The
regulations in relations to
that legislation are in the
process of being worked on
now. The new legislation
and the regs will be in full
force in the spring of 2004.
We certainly know that this
is an area that has been
underfunded in the past
and the whole area has
been transformed through
new legislation which as I
say will come into affect in
the spring of 2004.

“We have put additional

Health Minister McLellan to brief Cabinet on Naylor report
‘What we need to do is have a national focal point,’ says McLellan, but not a ‘CDC North’

“If not now, 
after SARS, 

when?” 
National Advisory Committee 
on SARS and Public Health, 
Oct. 7, 2003

“Science and 
health 

protection 
must trump 

politics!”
Dr. Sunil Patel, CMA President, to
the Senate Standing Committee on
Social Affairs, Science and
Technology, Oct. 8, 2003

Parliamentarians realize they must unite and
show political leadership by fixing our
patchwork quilt public health system.

We have a blueprint for urgent change for
public health in Canada.

The health and safety of Canadians 
cannot wait.

On October 21, the CMA is making a
house call. Talk to your doctor.

cma.ca
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resources into this area, but
myself and my minister of
agriculture. We are certain-
ly aware of how important
this is. And if you look at
the legislation it provides
some of the policy frame-
work to do some of the
things that she specifically
talks about. For example,
ensuring that we under-
stand the affects of pesti-
cides on children, that we
understand accumulative
affects, and these kinds of
things.

“There is no question
that we need to reevaluate
the existing pesticides,
those that came on the mar-
ket before ’95. We have
begun that process. We
need to move with greater
speed in relation to the
reevaluation process. We
also have to get new pesti-
cides on the market
because virtually all new
pesticides have less harm-
ful or less environmental
risks associated with them.
So it’s very important that
we not only reevaluate the
old pesticides, and either
get them on the market as
we have already done, or
change the instructions in
relation to use or strength
of dosage or whatever. But
it’s also important for us to
get new pesticides on the
market because they are
based on the best science of
the day and invariably have
less impact on either
human or animal health or
the environment.”

HT: Do you think your
department’s Pest Manage-
ment  Regulatory Agency
can keep on top of all these
pesticides?

MS. MCLELLAN: “Well, it
will once it has the new leg-
islation and once it has
increased resources.Yes.”

HT: But as it stands. Is it
staying on top of it?

MS. MCLELLAN: “If you
look at her report, she is
pretty clear in terms of
thinking we should be mov-
ing faster on the reevalua-
tion of old pesticides.
Right? Well, it is a question
of resources. We are work-
ing as effectively as we can,
based on the resources we
have. We are also doing
things like working with
other countries, so that we
don’t duplicate work that’s
done… That is an important
global endeavour which we
hope will provide greater
efficiency and timeliness in

doing things like reevalua-
tions. And as far as that
goes, also evaluating new
pesticides.”

HT: On the issue of MRI
shortages, there seems to
be a shortage especially
here in Ontario. Do you
think that in some cases the
Canada Health Act is being
violated because not all
Canadians have equal
access to these facilities? 

MS. MCLELLAN: “Well,
the Canada Health Act
requires reasonable access
to medically necessary
services, and obviously
some of the challenges is to
determine appropriate
waiting times for various
kinds of procedures,
including diagnostic proce-
dures. And clearly I know
that with the previous
[Ontario] government, and
I’m not exactly sure
whether there will be a
change in this area with
[Dalton] McGuinty, but cer-
tainly the previous Ontario
government was intending
to increase the number of
MRIs here in the province
quite substantially.

“I presume Mr. McGuin-
ty will continue with that,
whether in exactly the same
way as the previous govern-
ment had indicated, I don’t
know? But certainly if you
look at the additional
money, the $1.5-billion that
we put on the table, for this
next phase of the medical
equipment fund, there is

money available there for
the province of Ontario, not
only to provide for more
MRIs but we’ve also indi-
cated in this round that if
provinces wish to, they can
take some of money and
use it for the training of
technicians or radiologists.”

HT: The Ontario Associa-
tion of Radiologists has
called on you to launch an
investigation into the
Ontario government’s fail-
ure to provide “consistent
and appropriate” access to
medically necessary diag-
nostic tests for the
province’s residents. How
do you respond? 

MS. MCLELLAN: “I cer-
tainly understand the radi-
ologists’ concerns. I’ve had
the opportunity to talk to
them on various occasions.
They certainly need to take
up their concerns with the
new government of
Ontario. As I say, the Cana-
da Health Act speaks to
reasonable access to med-
ically necessary services.”

HT: But it doesn’t warrant
an investigation from your
end?

MS. MCLELLAN: “I have
not received anything at
this point that an investiga-
tion is warranted. I mean,
all provinces struggle with
the challenge of providing
timely access to needed
health care. I think that’s
why we put more money

into the medical equipment
fund. If Ontario wants to
use that money, and as I say
the previous government
had indicated it wants to
use some of its allotment
for more MRIs and other
kinds of high-tech diagnos-
tic tools, obviously if
they’re used well and if
their efficiency is maxi-
mized, if they are utilized to
their full capacity one pre-
sumes that that will have
some impact on the waiting
times presently in Ontario.”

HT: Are you discouraged
somewhat by the way your
bill C-13 on human repro-
duction has been received
by members of the opposi-
tion and the government? 

MS. MCLELLAN: “No, dis-
couraged would be the
wrong word. I am disap-
pointed that there are some
Members who don’t under-
stand the importance, or
appear to be willing to
ignore the needs of the
infertile community in this
country. One needs to focus
on what this legislation is
about. It’s about the chal-
lenge of infertility. It’s
about providing a frame-
work, a regulatory frame-
work in which those cou-
ples who are otherwise
unable to have families can
have those families. And it
is about ensuring the health
and safety of donors of
sperm of eggs. It’s about
ensuring the safety of
mothers and their children.

So people need to under-
stand presently there is vir-
tually no regulations in the
area of in vitro fertilization.
And what this legislation
will do is provide a regula-
tory regime and for the first
time require licensing of in
vitro clinics, monitoring of
these clinics, regular
inspection of these clinics,
data collection in relation
to these clinics. So we will
know a lot more about how
they operate, things like
success rates, the number
of surplus embryos… all
this kind of thing which we
really now only have on an
ad hoc basis or an anecdot-
al basis.

“So this is very impor-
tant. One in eight couples
in this country today are
challenged by infertility
and all our numbers tell us,
and global numbers tell us,
that that number is going to
rise, and it is going to rise
pretty dramatically over
the next 20 to 30 years for a
host of reasons. Therefore
there are going to be more
and more people who wish
to have families and we
have to make sure that we
are protecting everybody
involved and we acknowl-
edge the integrity of human
life.”

HT: One last question on
your portfolio. You’ve been
at it for two years now. How
have you been enjoying it
and would you want to
keep it under a Paul Martin
government?

MS. MCLELLAN: “I have
quite enjoyed being health
minister. These past two
years have been very busy
ones, dare I say even tumul-
tuous ones in some
respects, with the
Romanow report, Kirby, so
many provincial reports
and health care being the
No. 1 issue consistently for
Canadians.

“It’s a large portfolio. It
covers a wide range of
areas. And I have certainly
enjoyed the challenges in
this department. I would be
lying if I didn’t say there
were frustrations also
involved. Sometimes things
don’t move nearly as quick-
ly as I would like them to
move. Sometimes we don’t
have nearly the resources
we need to do things as
quickly as I would like.”

HT: It makes you the sub-
ject of many more editorial
cartoons as well, I guess.

MS. MCLELLAN: “Well,
that’s right (laughing). I
guess you could never have
too many editorial car-
toons. I don’t know. But cer-
tainly health is central to
Canadians’ agenda and
therefore it’s been a very
exciting time to be minister
of health. But it does obvi-
ously, as you pointed out,
put you in the line of fire,
whether its in the minds of
editorial cartoons or oth-
ers.”

francoli@hilltimes.com
The Hill Times

One in eight couples challenged with infertility, numbers to rise 
McLellan says Bill C-13 is about providing a regulatory framework for infertile couples
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