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arising from earlier trimester infections, and it is possible that 
compromise of placental integrity during maternal infection 
may be a risk factor for facilitating timely vertical transmission.

Several important factors may contribute to risk of infection 
in the peripartum period. Maternal disease can be severe and is 
compounded by the added risk of common comorbidities. 
Regardless of whether vertical transmission of SARS-CoV-2 
occurs, the newborn is at risk of acquiring infection in the early 
neonatal period. Both mother and newborn can act as vectors for 
infection in the community and in health care settings. Although 
respiratory foci for infection dominate, the presence of infectious 
virus in stool (enteric replication), in the vagina (fecal contamina-
tion), and in breast milk (more likely via contamination from 
other sources) has the potential to complicate the epidemiology 
of virus spread. 

Although more data are required to fully understand how 
SARS-CoV-2 is spread from mother to child, prevention and 
control of infection among pregnant mothers and their off-
spring is imperative in the interim. This is especially important 
because both mothers and newborns may be relatively 
asymptomatic. The continuing search for definitive mechan-
isms of vertical transmission deserves our attention.

Nevio Cimolai MD 
Physician, Faculty of Medicine, University of British Columbia 
and Children’s and Women’s Health Centre of British Columbia, 
Vancouver, BC

n  Cite as: CMAJ 2020 November 23;192: E1547. doi: 10.1503/
cmaj.76892
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What does this mean for 
pan-Canadian health care 
initiatives?

Federal attempts to contain 
spending on health
Cost sharing on a proportionate basis 
puts the national partner at risk if the 
subnational partners fail to control 
spending. Within 2  years of extending 
its promise of 50:50 cost sharing from 
general hospitals to physician services, 
the Government of Canada began seek-
ing ways to contain its  f inancial 
ex posure. Indeed, in fiscal year 1974 
alone, outlays for the 2 cost-shared 
health programs rose by almost 20%. 
From 1999 to 2009, provincial and terri-
torial spending outstripped generous 
increases in the Government of Cana-
da’s cash transfer, thereby driving down 
the federal share.

The advent of block grants in 1977/78, with 
health transfers variously bundled or 
uncoupled from social transfers, ended 
proportional cost sharing and mitigated a 
perverse incentive for provinces to invest 
preferentially in physican and hospital ser-
vices as the only cost-shared services. How-
ever, it also opened the door for the federal 
government to unilaterally change the 
block-grant escalator and otherwise con-
tain its payments — as happened repeat-
edly in the 1980s and 1990s, and again in 
2011. Furthermore, legal redress proved 
impossible: in 1991, when the province of 
British Columbia challenged unilateral fed-
eral changes to health and social transfers, 
federal authority was upheld by the 
Supreme Court of Canada.28

Piecemeal provincial reforms
Provinces and territories rightly assert 
their constitutional authority over 

del ivery  of  health  services.  That 
authority in turn means that they bear 
primary responsibility for the state of 
these systems, even if their efforts at 
times were undermined by federal 
decisions that arbitrarily cut transfers 
in repeated abrogation of the terms of 
the original  Established Programs 
Financing Act legislation. When com-
pared with peer nations on many per-
formance measures, such as waiting 
times for a wide variety of services, 
Canadian health systems are not 
strong performers.29,30 Provincial and 
federal reviews have observed that 
Canada’s provincial and territorial 
health care systems are weakly inte-
grated with a fragmented budgetary 
architecture that  is  a  recognized 
impediment to efficiency, quality and 
innovation  — and a source of frustra-
tion to those working in them.30
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in the St. Lawrence River area of Quebec, 
with Ontario and Quebec being endemic, 
and a few cases seen in the Atlantic prov-
inces.2 Bird and bat feces act as reservoirs. 
It is acquired through inhalation of 
environ mental fungal spores. There is no 
human-to-human transmission. Pulmo-
nary involvement is most commonly 
observed. Disseminated disease usually 
occurs in immunocompromised individ-
uals and typically involves the liver, 
spleen, lymph nodes and bone marrow. 
Skin and mucosal manifestations occur in 
about 10% of patients with disseminated 
disease and can present as molluscum-
like papules, nodules, vegetative plaque 
or ulcerative lesions.3 

Ulcerative skin lesions in a recipient of 
lung transplantation should raise concern 
for opportunistic infections (e.g., myco-
ses, mycobacteria, Nocardia and Rhodo-
coccus bacteria, Leishmania and sepsis-
r e l a t e d  e c t h y m a  g a n g r e n o s u m ) , 
cutaneous malignant neoplasms (includ-
ing basal and squamous cell carcinomas), 
systemic malignant disease such as post-
transplant lymphoproliferative disease or 
inflammatory conditions such as pyo-
derma gangrenosum. A skin biopsy for 
culture and histopathology is essential to 
establish a diagnosis. If histoplasmosis is 
suspected, additional work-up should 
include fungal culture of the respiratory 
tract, imaging of the chest, fungal blood 
culture, and testing for serum and urinary 
histoplasma antigen.

Acute histoplasmosis in immunocompetent 
individuals may not always require treat-
ment.4 However, chronic mild to moderate 
disease can be treated with oral itraconazole, 
whereas severe or disseminated disease 
should be treated with liposomal amphoteri-
cin B. Histoplasmosis in immunocompro-
mised individuals, regardless of severity of 
disease, should always be treated.5
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