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Reply to the Submission of the Cancer Society 

1. In our Submission on behalf of the Members of the Breast Cancer Testing Class Action 

we put forward that the source of error in ER/PR testing was at the start up of testing in 

1997.  Dr. Khalifa made the assumption that Mr. Gulliver was looking after the technical 

performance of the test and Mr. Gulliver assumed Dr. Khalifa knew about the technical 

difficulties of the test and how to correct them.  As we know from the evidence, neither 

had any conception of what was going on at the bench level.  The absence of monitoring, 

documentation of controls, validation of antigen retrieval, and failure to use negative 

controls, led to repetitious errors for over a six year period (1997 to 2003) until the 

Ejeckam intervention. 

2. Our focus, like that of Drs. Cook and Carter, was on false negatives which, according to 

the Predham data,
1
 the error rate was 44% false negatives, which affected 319 patients 

before the Ejeckam intervention. 

3. We also referred to a second source of error in para. 19 of our Submission related to 

confirmed negative cases.  It was the evidence of Dr. Banerjee who opined: “no amount 

of antigen retrieval would have any effect if the protein (estrogen and progesterone 

receptors) had been completely lost in processing.”
2
  In other words, in the 512 confirmed 

negative by Mount Sinai on retesting, there are an unknown percentage of false 

negatives, ie. cases that were positive, but the receptors were lost in processing.  

Unfortunately, these cases are irretrievably lost to retesting. 

                                                 
1
 P-1852 and P-1853 

2
 P-0046, p. 4 
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4. In para. 49, page 20 of the Members’ Submission, we raised a third area where some 

patients may have been missed and who may have benefited from anti-hormone therapy.  

Dr. Dabbs discredited the use of a 30% cut point first instituted by Dr. Khalifa in 1997.  

This set the criteria for retesting at 30% from 1997 to 2000, when the cut point was 

lowered to 10%.  The Members respectfully proposed that given the discrediting of the 

use of a 30% cut point, the same criteria be used for the 1014 cases in the 1997 to 2000 

period as was used for testing beyond 2001, that is 10%.  Anyone with access to the data 

could calculate the number of cases. 

5. The Members propose that Dr. Reza or Dr. McDonald of the Centre for Health 

Information who know the dates of testing on the 1014 cases, identify the number of 

cases so affected and have them retested at Mount Sinai.  The Members suspect the 

number is not great but given the high percentages of false negatives, it would not 

surprise us if there would be many.  Even one case is important to the individual 

concerned. 

6. Ms. Newbury, in her Submission on behalf of the Canadian Cancer Society, raises a 

fourth source of error – false positives.  We did not include the possibility of false 

positives as a big issue in that only 4 cases out of 16 retests were false positives.  The 

literature would support that it is theoretically possible and the experts Dabbs, 

Torlakovic, Banerjee and Mullen testified as to the rarity of false positives.  Of course 

this is based on the assumption that testing was performed properly, which we know it 

was not.  Again the focus was on false negatives and little thought given to false 

positives. 
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7. We support Ms. Newbury’s proposal that the Commissioner give some thought to 

recommending an investigation of false positives.  As an initial step, we support para. 

273 of her Submission that 15 to 20% of randomly selected cases be retested.  If there is a 

significant error detected, then some thought should be given to retesting all estrogen 

positive cases. 

8. There is a practical side to this issue.  We are informed by a pharmacy that Tamoxifen 

costs about $20 per month, aromatase inhibitors $200, and Herceptin $2,500-3,000 per 

month.  Patients taking these drugs must have periodic checkups with liver function tests, 

calcium levels, bone x-ray, and regular gynecological checks for pelvic bleeding.  All this 

costs money, whomever is paying.  If a true false positive is found, then there are 

valuable cost savings to the government and others, in addition to the harm avoided by 

identifying patients who are being unnecessarily exposed to the adverse effects of anti-

hormone therapy. 
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Reply to the Submission of Dr. Kara Laing, et al. 

 

 

“Part II – The Pathology Perspective”  

9. The Submission of Dr. Kara Laing et al. (“Laing Submission”) discusses “what factors 

may have caused or contributed to the problem?” starting on p. 7.  It reviews the evidence 

of Dr. Brendan Mullen and Dr. Banerjee.
3
  Both pathologists describe artifacts that Dr. 

Mullen thought should be evident to pathologists.  Dr. Banerjee did qualify his 

observations by stating that not every pathologist would recognize problems with fixation 

and tissue processing as it was conceivable that they became used to the presence of 

artifacts on slides and simply read through them, accepting it as part of the normal 

quality.  This latter point was confirmed by Dr. Cook in his evidence.
4
 

Paras. 23-25 – “Dr. Gershon Ejeckam” 

10. The Laing Submission states that Dr. Cook “immediately recognized” Dr. Ejeckam as 

having an interest in IHC and asked him to act as a resource person in IHC.  There was 

nothing immediate about this recognition.  Dr. Ejeckam joined the staff at the General in 

September 2002 and was asked to act as a resource person to look into the complaints 

arising at the Tuesday/Wednesday sessions about erratic and unreliable staining.  Dr. 

Ejeckam testified that this appointment or “task” started “at the tail end of 2002 and early 

2003”.  The complaints by the pathologists over the seven months from September 2002 

                                                 
3
 Laing Submission, paras. 11-19 

4
 Submission on Behalf of Members of the Breast Cancer Testing Class Action (“Members’ Submission”), p. 41, 

para. 105 
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to April 2003 caused Dr. Ejeckam to shut down IHC testing on eight antibodies, 

including ER/PR. 

Paras. 26-28 – “Dr. Donald Cook” 

11. Dr. Cook denies observing any artifacts over the years and never received any complaints 

from anybody surrounding fixation/tissue processing for the slide quality.  Over seven 

months, from September 2002 to April 2003, there were more than 50 Tuesday/ 

Wednesday group sessions where complaints were made by the pathologists present 

about the erratic and unreliable staining.  Did Dr. Cook consider these complaints?  If 

not, why did he appoint Dr. Ejeckam as a resource person? 

12. Dr. Cook’s response to Dr. Ejeckam’s memo of April 2003 was a dereliction of his 

responsibilities.  He knew there was something amiss in the IHC lab, Dr. Ejeckam made 

that quite clear in his memo; but he chose to do nothing.  He did not even discuss the 

memo with Dr. Ejeckam. Dr. Cook thought it was just a quality assurance problem.  The 

question begs, what quality assurance?  There was none.  There is a further discussion of 

Dr. Cook’s reaction to the Ejeckam memos in the Members’ Submission.
5
 

                                                 
5
 Members’ Submission, p. 40, paras. 103-107 
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Page 74 – “(C)  Were the testing protocols in place between 1997 and 2005 reasonable and 

appropriate?” 

13. The Members’ Submission put forward that the protocols were neither reasonable nor 

appropriate.  In fact, there were no protocols, just a hodgepodge of manufacturers’ specs 

followed by the two senior techs Mary Butler and Peggy Welsh, with no supervision by 

either Mr. Gulliver or Dr. Khalifa, who testified as to not having any in-depth knowledge 

of the bench procedures for ER/PR testing.  The Laing Submission chooses to not cover 

this area.  Instead its focus is on cut points of positivity for ER.  

14. Dr. Khalifa was tasked by the chairman Dr. Haegert and the staff pathologist at the 

General Hospital to see that ER/PR testing was set up in the IHC lab to replace the 

biochemical method being performed in Biochemistry.  Dr. Khalifa’s only involvement 

was to read the external positive controls and validate the antibody titrations.  The Laing 

Submission discussed the February 16, 1998 memo from Dr. Khalifa to all pathologists in 

Newfoundland and Labrador where he muses on what constitutes positivity and 

negativity in ER/PR results.
6
  Essentially Dr. Khalifa says to report the degree of 

positivity and if it is 30% or less, to refer to the O’Keane publication advocating a 30% 

cut point.  As the Laing Submission acknowledges, Dr. Dabbs trashed this publication as 

“apples and oranges”, and the cut point in the mid 90’s literature advocated a 5-10% cut 

point.  Unfortunately, many oncologists and pathologists used a 30% cut point of 

positivity in their practice until the cut point was reduced to 10% in 2001.  In fact, when 

it was decided to retest all negative ER cases in the summer of 2005, the oncologists, 

                                                 
6
 P-1850, Example 2 
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pathologists and lab representatives used the 30% cut point from 1997 to 2001 as the 

criteria for retesting. 

15. Paragraph 199 on p. 77 of the Laing Submission suggests two publications as rebuttal to 

Dr. Dabbs’ critical testimony of Dr. Khalifa’s use of a 30% cut-off value.  The 

importance of this issue justifies some discussion of the two publications.  The first is 

irrelevant, and the second is merely a survey whose conclusions even the authors warn 

should be viewed “with caution”. 

16. The first publication by Santeusanio was published in Allied Immunohistochemistry & 

Molecular Morphology, December 2000.  As this article is not in the exhibit list, we 

enclose a copy at Appendix A.  Essentially, Santeusanio is saying that there are six 

receptor sites on the estrogen receptor protein, which he labels A, B, C, D, E and F.  The 

antibody 1D5 only attaches to sites A and B.  He postulates that even though a case is 

strongly positive for ER using 1D5, the other four sites can take up estrogen.  This is why 

only 60-80% of ER positive cases respond to Tamoxifen.  He proposes using a panel of 

four antibodies for ER, AER311, LH2, LH1 and 1D5, the combinations attaching to all 

six receptor sites.  He compares his results to the results of the radioimmune biochemical 

assay (dextran-coated charcoal “DCC”), which Dabbs declares obsolete in the mid 90’s, 

being replaced by IHC methods.  He tabulates his findings on page 279, Table 1.  By a 

complex statistical analysis, factoring in the clinical stability or progression of 46 cases of 

breast cancer and comparing the sensitivity and specificity of IHC and DCC methods and 

using cut points of 10 to 50%, he concludes that using a 30% cut point for each antibody 

used possesses the best sensitivity/specificity ratio. 
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17. Santeusanio proposes the most accurate results for assessing estrogen receptor status 

would be attained by using a panel of three antibodies AER311, ER 1D5 and LH2, for 

every case and using a 30% cut point.
7
  While Santeusanio’s proposal may be 

theoretically sound, the reality in the world of ER testing is that only one antibody is used 

– ER1D5 or 6F11 or in 2005 SP1 – and the literature of the mid 90’s established 5-10% 

cut points using ER1D5.  As an example, we enclose at Appendix B one of the 

publications of Pertschuk, who Dr. Dabbs suggested Dr. Khalifa should have used instead 

of the outdated O’Keane article when first setting up the ER/PR in 1997.  Here, a 10% 

cut point is used.
8
 

18. Santeusanio also cites the classical publication of Clarke, Harvey, Osbourne and Allred 

which proposes 1-10% positivity.
9
  The publication of Santeusanio et al. is not relevant to 

the present Inquiry. 

19. One thing apparent from the Santeusanio publication is how quality control is used 

relative to preparation of controls for ER/PR testing
10

: 

(a) A slide containing tumor and normal breast tissue is used as a positive internal 

control. 

(b) If there is no normal tissue in the specimen (ie. fine needle biopsies), then normal 

breast tissue is used from another patient as an internal positive control from a 

                                                 
7
 Santeusanio, p. 282, right column, 2

nd
 paragraph 

8
 Pertschuk, p. 2518, 1

st
 paragraph, right column 

9
 P-1750, Tab 5, p. 1, left hand column under results 

10
 p. 277, 1

st
 paragraph, left column 
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pre-menopausal patient.  Post-menopausal patients tend to have low or no 

estrogen expression in their normal breast tissue. 

(c) A negative external control from the patient containing tumor (omit the primary 

antibody application). 

(d) A positive external control from a known strongly positive specimen of breast 

cancer from another patient. 

20. As we know, at the Eastern Health IHC lab they were only using an external positive 

control with little or no emphasis on internal positive controls.  Dr. Khalifa said when he 

set up the ER/PR testing, information on internal positive controls was not available in 

1997-98.  Dr. Dabbs said he was exposed to utilizing internal positive controls in the mid 

80’s.
11

  In fact, most of the pathologists testifying admitted they were not aware of the 

importance of internal positive controls until the second Ejeckam memo of May 2003.  In 

particular, the site chief Dr. Parai admitted he did not know about internal positive 

controls until he received the second Ejeckam memo.
12

 

21. As stated, the only control used was an external positive control and that was rationed 

due to financial constraints.
13

  As if it were a luxury to be dispensed with!  As a 

compromise, Dr. Khalifa read the external positive controls per batch before sending out 

the patient slides for interpretation by the pathologist.  Nobody seemed to object to this 

                                                 
11

 Members’ Submission, p. 19, para. 44 
12

 Members’ Submission, pp. 39-40, para. 100, last line 
13

 Laing Submission, para. 197 
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practice except the Peninsula Hospital in Clarenville, who discontinued using the IHC 

services in 1999 “because of poor quality and lack of controls”.
14

  

22. The Inquiry was not told what the cost would be to produce an external positive control 

for each case.  

23. And finally, not using a negative external control is another example how ill planned the 

ER/PR testing was when started in 1997.  Although there were financial constraints in 

1997-98 somehow Mr. Gulliver, the manager, did find sufficient funds in March 1998 to 

purchase a Dako autostainer for $62,675 and signed a 5-year reagent and maintenance 

contract for $225,000.
15

  Yet, they could not afford an external positive control for each 

case. 

24. Paragraph 200 on p. 78 of Laing Submission refers to a publication of Dr. Lester J. 

Layfield, who is an acknowledged expert in clinical IHC.  We enclose the publication at 

Appendix C and note the following: 

(a) The Layfield publication is a survey of current practice of ER/PR testing in the 

United States circa 2000.  Questionnaires were sent to 300 pathology departments 

in the 50 states. 

(b) 200 were sent to four pathologists in each of the 50 states chosen randomly from 

the College of American Pathology (CAP) directory. 

                                                 
14

 P-2141 
15

 P-1893 



 11 

(c) 100 questionnaires were sent to 100 pathologists who had published on ER/PR or 

related issues. 

(d) The questionnaire had questions on: 

(i) size and type of hospital practice; 

(ii) were ER/PR testing ordered routinely on all breast cancers; 

(iii) assay in-house or referred out; 

(iv) if in-house, what method (IHC, DCC, etc.); 

(v) material used paraffin section, frozen sections, FNA; 

(vi) type of antibody and dilution used; 

(vii) method used by pathologist to assess staining %, H score, etc.; 

(viii) controls – external positive, negative, internal positive; 

(ix) enrolled in an external QA program; 

(x) cut off point for positivity. 

 

(e) Only 80 questionnaires were answered.  Of the 80 respondents, only 45 answered 

all the criteria used to separate positive and negative results, which are listed in 

Table 4 of the article on p. 192. 

25. The highest cut point used was 19% by four labs or 8% of the 45 labs surveyed.  Four 

labs used the H scoring system or the St. Antonio score without giving the equivalence in 

percentages.  84% used 1%-10%.  So it would seem that the vast majority of labs 

surveyed were using 1-10% as cut points. 

26. A second survey was sent to 150 hematology/oncology programs and only 27 useful 

responses were received.  Table 7, p. 193, summarizes the cut off thresholds used by the 

oncologists.  If you eliminate the 7 (no response), the 4 (did not know), and the 1 (lab 

does it), you then have 15 useful responses.  Of the 15 respondents, 3 used a 30% cut 

point (20%) and the remaining 12 (80%) used 1-10% cut points. 
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27. In his discussion on the hematology/oncology survey, the author cautions: 

Only 26 responses (17%) from our survey of 150 directors 

of hematology/oncology programs were received, meaning 

conclusions based on this small database should be made 

with caution.
16

  

28. All these numbers prove is that the hematology/oncology groups surveyed who used 30% 

as a cut point were as poorly informed of the current literature of the day as all of the 

pathologists in St. John’s, and some of the oncologists practicing at our Cancer Centre. 

Para. 204 – “Dr. Carolyn Morris-Larkin” 

29. In response to a series of questions from class action counsel on the issue of Dr. Khalifa’s 

introduction of IHC for ER/PR, Dr. Morris-Larkin explained that the nature of pathology 

involved learning on the job.  As such, she viewed IHC for ER/PR as falling within that 

context.  She also felt that Dr. Khalifa provided some guidance and denied being over 

confident in reporting since a learning curve would be expected.  However in hindsight, if 

IHC were introduced today it is likely that a more formal in-service training would occur 

in light of what has happened. 

30. Unfortunately, all the pathologists from Newfoundland and Labrador who testified at the 

Inquiry had little or no experience in reading ER/PR stains.  To Dr. Khalifa, Mr. Gulliver, 

and the senior techs this was just another stain.  How wrong they were.  None of the 

pathologists had done any literature search on IHC staining, otherwise they would have 

asked: Where are the external negative controls? Why are the external positive controls 

                                                 
16

 Layfield publication, p. 195, left column, para. 2 
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varying in staining from day to day?  Why are the artifacts subsequently noted by Dr. 

Banerjee occurring? 

31. The Members maintain that ER/PR testing is not just another special stain.  It is used for 

therapeutic guidance and prognosis by the oncologist.  As such, there should be no 

learning curve allowed. 

32. Unfortunately, Dr. Cook, the clinical chief, had the same attitude:  “Immuno stains can 

vary from day to day, can vary in intensity, can vary in staining characteristics”.  Dr. 

Cook had gotten so used to a poor product, he thought this was the norm.
17

 

33. The Commissioner has heard evidence from the experts related to sensitivity (is the 

methodology used able to expose the target antigen to the antibody?) and specificity (is 

the antibody used specific enough to couple with the target antibody only and not couple 

with other proteins in the tumor, and give non-specific background staining in the 

cytoplasm of the cell or other proteins in the tumor?). 

34. What we know for sure is that the peroxidase (PAP) methodology and the ER ID5 

antibody has been used since the mid 90’s and is still used worldwide today in 2008.  It is 

noted that the two antibodies ER ID5 and 6F11, were the most commonly used ER 

antibodies for many years.  These antibodies will probably be replaced by the new ER 

antibody SP1 (2005), where the manufacturer claims a 5-10% increased specificity.
18

  So 

                                                 
17

 Members’ Submission, p. 41, para. 105 
18

 P-0049, p. 2, item 3 
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the methodology and antibody used by the Eastern Health labs were acceptable if 

performed properly. 

35. What was not discussed in any detail was testing reproducibility (that is, if one is 

performing the testing properly, he should get the same results every time).  In ER/PR 

testing the only way of getting reproducibility is that the known external positive control 

is just that, strongly positive every time.  The negative control is negative every time, and 

the internal positive control is positive every time.  Unfortunately, only an external 

positive control was used by the IHC lab and that is described by Dr. Banerjee, Dr. 

Mullen and even Dr. Cook as varying in positivity from day to day. 

36. Having observed this variability for seven months at the Tuesday/Wednesday sessions, 

Dr. Ejeckam shut down testing of ER/PR for what he characterized as “erratic” and 

“unreliable” staining.  It is a fundamental principle in any laboratory procedure using 

controls, that if they are not working then do not report the result of that test.  Otherwise, 

why use a control.  Unfortunately the IHC lab at Eastern Health did not use the two other 

levels of quality control – the mandatory negative control and no emphasis on the internal 

positive control.  

Post-Submission Developments 

37. Two important reports, bearing on issues touching the Terms of Reference of this 

Commission, have been made public since the date for filing of Submissions.  These are 

the Commissioner’s Report: Commission of Inquiry into Pathology Services at the 
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Miramichi Regional Health Authority, www.miramichicommission.ca, and The Report of 

the Task Force on Adverse Health Events, www.gov.nl.ca/ahe/pdf/AEHealth(web).pdf. 

38. The Commissioner for the Miramichi Inquiry described the origin of his inquiry as “a 

perceived pattern of clinical diagnostic error of an elderly pathologist in a small 

laboratory at a small hospital in Northern New Brunswick.”
19

  By contrast, the present 

Inquiry examined into events at a tertiary health science complex associated with an 

academic centre.  Nonetheless, some common themes emerge.   

39. One common theme is the lack of quality assurance: 

It was self evident from the beginning that the matter of quality 

assurance and quality control was central to the problem under 

investigation.
20

 

40. The following statement of the Miramichi Commission would apply equally to the 

Eastern Health situation: 

In the future, the laboratory … must be operated under a 

culture of patient safety, rather than a policy of risk 

management in a situation where a problem arises.
21

 

41. The Miramichi Commission made numerous recommendations for improvements in 

pathology services and the Commissioner of the present Inquiry might derive benefit 

from a perusal of the findings. 

                                                 
19

 Miramichi Commissioner’s Report, pp. 1-5 
20

Miramichi Commissioner’s Report, p. 125 
21

 Miramichi Commissioner’s Report, p. 126 

http://www.miramichicommission.ca/
http://www.gov.nl.ca/ahe/pdf/AEHealth(web).pdf
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42. The Task Force on Adverse Health Events was established to determine if the 

Newfoundland and Labrador healthcare system “responds appropriately to adverse events 

when they happen”.
22

  Unlike this Commission, it was not established to inquire into 

specific adverse events.  There are at least two broad areas where the experience of the 

Commission may permit a recommendation which reflects on the work of the Task Force.   

43. The first area is the tendency of a large and complex organization to ignore its own 

policies on disclosure.  No witness could be found who consulted the Eastern Health 

disclosure policies as a guide to decision making, or knew of anyone who did.  Therefore 

when on page 139 the Task Force urges training and education to orient new employees 

to occurrence reporting, and “targeted disclosure training across the organization”, the 

Members feel this requires reinforcement. 

44. The implementation of the occurrence reporting system envisioned by the Task Force 

will require in-service instruction at all levels, including quality assurance follow up to 

verify that the system is actually implemented and functioning as intended. 

45. The second area is in the variety of changes to legislation recommended by the Task 

Force.  All parties to this Inquiry and their counsel have acquired a level of expertise in 

the legislative framework of adverse events and occurrences, not just through the 

Commission hearings, but through hearings before Justice Dymond as to the issue of 

protection and privilege of proceedings of peer review committees and quality assurance 

committees.  The Members therefore submit that the recommendations of the Task Force 

                                                 
22

 Task Force Report, p. IX 
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bearing on amendment to the Regional Health Authorities Act or the Access to 

Information and Protection of Privacy Act or section 8.1 of the Evidence Act, should they 

be adopted by government, should be provided to the parties to this Commission for 

comment, prior to being introduced in the legislature.  The hope is that any legislative 

changes may benefit from the accumulated experience of the parties, acquired at public 

expense. 

Conclusions 

46. We maintain that in 1997-98 it was incumbent on the pathologists to read the literature on 

IHC staining for ER/PR.  Standard surgical pathology textbooks are inadequate.  Any 

pathologist could walk down the hall to the MUN Medical School Library which is 

adjacent to the pathology lab.  There are hundreds of textbooks on pathology and 

laboratory medicine, including IHC.  Most of the authoritative journals are available for 

reference or online.  For example, the classic Rhodes article front page lists 957 articles 

on immunology and 664 articles on breast cancer.
23

   

47. The Wegrynowski report of November 5, 2005
24

 made literature suggestions and on page 

20 under “textbooks”, all three were available at the MUN Medical School Library, 

including the Introduction to Immunocytochemistry: see Appendix D.   

                                                 
23
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24

 P-0047 
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48. Unfortunately, most of the pathologists except those in Clarenville, accepted the poor 

quality slides and trusted Dr. Khalifa for guidance.  This trust was misplaced and led to 

disaster. 

49. The overall tenor of the Laing and the Eastern Health Submissions is that a “systemic” 

failure occurred, for which no one is responsible. 

50. The Members reply that three individuals are principally responsible for the testing 

debacle:  Dr. Khalifa, who lacked the scientific, practical and managerial knowledge to 

establish the test competently; Mr. Gulliver, who was 10 years off the bench and who 

completely lacked practical or theoretical knowledge of the test; and Dr. Cook, who 

failed to educate himself in the test, acquiesced in poor quality material, ignored 

problems when they arose, and whose instincts were to withhold full disclosure when in 

2005 the scope of the problem finally became impossible to ignore. 

51. The testing failures, and the failures in disclosure, are fundamentally failures of the 

leadership of Eastern Health.  However, responsibility was not only deep but broad.  

None of the pathologists in St. John’s or the lab technical managers bothered to walk 

down the hall to access resources and instruct themselves.  A culture of cover-up 

informed the leadership from Mr. Tilley down, but permeated the organization at all 

levels.  The words of the Miramichi Commission define the task for Eastern Health: 

In the future, the laboratory … must be operated under a 

culture of patient safety, rather than a policy of risk 

management in a situation where a problem arises.
25

 

                                                 
25
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Recommendations 

52. The further recommendations which the Members would commend to the consideration 

of the Commissioner are as follows: 

(1) That Eastern Health conduct an appropriate random sample of positive results. 

(2) That Eastern Health and other healthcare boards adopt a rigorous system of in-

service instruction at all levels and follow up quality assurance to ensure that any 

reporting system as recommended by the Task Force be implemented and fully 

functioning. 

(3) That the Government consider providing proposed legislative amendments to 

counsel for the parties to the Inquiry for comment with a view to possible 

improvement.   

RESPECTFULLY SUBMITTED this 15
th

  day of December, 2008. 

 

 

 

  

CHES CROSBIE BARRISTERS 
Class Counsel for members of the 

Breast Cancer Testing Class Action 
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 Floor 

St. John’s, NL  A1C 1B1 

Attention:  Chesley F. Crosbie, Q.C. 












































































