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Primary medical care in Canada*
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General practitioner, Plymouth, Devon

There is a time in a doctor's career when clinical interest reigns supreme and he is content to
adopt the system of health care as it exists in order to fulfil this interest and earn his living. As
he meets the challenge ofproviding medical services, he becomes aware of the benefits and short¬
comings of the system in which he works and is tempted to consider what improvements can
be made and what other systems exist.

I have trained and practised as a general practitioner/family physician in the National
Health Service in the United Kingdom. (The terms general practitioner, family practitioner and
primary physician are, in my opinion, interchangeable, and for convenience I have used the
British term general practitioner.)

This report is based on impressions and experiences gained during three months spent in
Canada, during which time I worked as a general practitioner in Saskatchewan and visited five
departments of family medicine in the provinces of Ontario, Quebec, and Saskatchewan. I met
many people, medical and non-medical, who were concerned with the provision of health services
in Canada. This is not a comprehensive review ofgeneral practice in Canada which has been done
by McWhinney (1972) or of the philosophy of family medicine in Canada (McWhinney, 1969);
it is a personal account of three months mainly spent with Canadian doctors.

Preliminary planning started in December 1971 and the visit lasted from September to
November 1972. A full report was submitted in September 1973. It is still unusual for a princi¬
pal in practice in this country to leave his practice for longer than a few weeks. An absence of
three months was made possible for me through:
(1) The approval ofmy two partners to my absence from our group practice and the availability

of a suitable locum.
(2) A Stanning overseas fellowship awarded by the Royal College of General Practitioners

in July 1972.
(3) Prolonged study leave (National Health Service, 1972) being approved by the Department of

Health and Social Security (on the recommendation of the Postgraduate Medical Dean of
Bristol University).

(4) A locum post in general practice was available in a community health clinic in
Saskatchewan.

(5) Connections in Saskatchewan and Quebec made it possible for my family to accompany me.

Objectives
My main purpose was to gain an understanding of the developing systems of primary medical
care in Canada. In the process I had the chance to study closely the origins and functions of the
community health clinic, and methods of training for general (family) practice through visits
which I made to the university departments of family medicine in Hamilton, London, Montreal,
Ottawa, and Saskatoon.

Canada
Canada, with its 11 provinces and two northern territories, is the second largest country in the
world. It is 40 times the size of the British Isles with a population which is half that of the
United Kingdom. Most of the people live in a Southern belt 200 miles deep, extending across
the continent, and over half of these people live in Ontario and Quebec.

As in the United Kingdom there is growing urbanisation as people move into towns and
cities, and although farming plays a very important part in Canada's economy, modern methods
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and mechanisation have reduced the labour force required, and displaced the small farmer. In
the rural areas and the north, distance is important in the delivery of medical services. In the
plane crash near Yellow Knife in November 1972 a British nurse and her two Eskimo patients
were killed and the pilot survived 32 days before being rescued {The Times, 1972). These
specially-trained nurses undertake a tremendous responsibility in primary care in remote areas,
not without danger and hardship.

The great distances separating many of the provinces and the disparity in resources and
population are other factors contributing to differences in the medical services.

Climate is taken for granted in temperate Britain, but its relevance in Canada is well-
illustrated by a notice on the St Lawrence Seaway at Montreal: " This lock is open 24 hours
a day, eight months a year." The winters are very severe and a reliable motor car no mere luxury,
but essential for safe travel. As one British doctor working on the prairies put it " the rewards
(of Canadian medicine) are good but it means four months of cold winter".

The other seasons have their compensations, however, and the scenery its contrasts. We
were thrilled by the brilliant colours of the' fall'; the 'big sky', the vastness of the prairies, and
the magnificence of the snowcapped Rockies.

There are differences of culture and language which are well known. In Quebec province
about 62 per cent are French speaking, about 11; 5 per cent English speaking and the rest
bilingual. But in most communities in Canada there arealso groups ofmid-Europeans andAsians.

Language apart, it is an intensely verbal culture, as a result of education and modern
communication media. There is an informed, health-conscious public, with a high level of
expectation of medical care, and, I suspect, a somewhat over-critical appraisal of the doctor's
performance.

Expenditure on health
The quality of health services in a country is not necessarily related to expenditure, but it is
interesting to note that Canada's expenditure of between six and seven per cent of gross national
product annually (Office ofHealth Economics, 1973), is the highest of seven western industrialised
countries. The United Kingdom's expenditure of about 4-5 per cent of gross national product
annually is the lowest.

It is tempting to ask how the United Kingdom manages to run the most comprehensive
National Health Service in the whole world with probably less unmet needs than most, and with
a minimal contribution from the private sector. Regrettably this question is clearly outside the
remit of this report, but Canada may be spending too much and the United Kingdom too little.

Sources of primary medical care

Primary medical care (or first contact medicine) can be obtained in Canada from several sources:

(1) The generalpractitioner. The general practitioner may work on his own, in a group of prac¬
titioners, or in a multi-specialty group.

(2) The specialist. Some specialists are available for direct consultation.
(3) Emergency room in hospital or medical arts building. These may be staffed by an intern or

duty physician.
(4) Nurses. Nurses work in all of these, where their training and experience permits.

The division between general practitioners and specialists has never occurred in Canada.
In the United Kingdom the general practitioners work in the community and are paid on a capi¬
tation basis, and the specialists work in hospitals and are paid on a sessional (salaried) basis. In
Canada both enjoy hospital privileges which are appropriate to their ability and training, and
both are paid on an item-of-service basis. Both are accessible to the public for consultation,
though in some areas specialists will only see patients by referral (as is usual in the United
Kingdom).

There is wide variation throughout Canada in the proportion of general practitioners to
specialists (McWhinney, 1972), but in most towns and rural areas the general practitioners
provide primary and continuing medical care for the family groups, and individuals within the
community. There is, however, no system of registration of patients with a doctor and therefore
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no contract. The doctor is not obliged to provide continuity of care which leads to insecurity
on the patient's part as well as allowing the patient to seek multiple opinions if he so wishes.

Lack of registration creates problems with records and their value for research. Good
health education is also hindered, because the doctor who tries to teach his patients how to use
his services correctly is in danger of losing the patient to a doctor who prefers to make his
patients dependent upon him, which then leads to over-servicing. If a Canadian general prac¬
titioner is asked how many patients he looks after, he will usually reply in numbers of families.
He is not as capitation conscious as we have to be in the United Kingdom.

In large cities there were usually more specialists than general practitioners, many of whom
were doing part-time general practice. In English-speaking Montreal the proportion was 25-1,
which was described to me as " too many chiefs and too few indians!". While I have no right to
comment on this situation, I question the ability of the one person to do the two jobs, which have
been aptly described as the specialist " knowing more and more about less and less " and the
general practitioner " knowing less and less about more and more ". It was therefore not
surprising to find in Montreal a first-class primary care paediatric unit at the Children's Hospital.
This unit provided' drop in ' facilities for diagnosis and treatment of any condition from teething
to meningitis for any ' child '

up to the age of seventeen years. The unit was extremely busy and
was well staffed with doctors and nurses including many medical and nursing students. It is an
excellent training ground for general practitioners, but I hoped that many training there would
resist the desire to become primary care paediatricians and go on instead to care for families,
with an interest in the health and diseases of the middle-aged, elderly, disabled and dying, as well
as of children.

The main differences in general practice
The concept of a primary care/general practitioner/family physician is by no means generally
accepted in Canada. Many patients prefer to consult the appropriate specialist with their
problem, and he often finds himself consulted about matters outside his special field.

In an emergency the most likely place to seek help is the hospital emergency department.
This system is haphazard and lacks continuity and prompts Professor McWhinney to predict an

increasing number of general practitioners. The present system is hospital centred, and
Hastings pointed out that there must be a move away from hospital-based medicine (with costs
increasing at ten per cent per year) to care outside hospitals. The Canadian general practitioner
cherishes his hospital admitting privileges and rightly so, but he often has difficulty in getting a
bed for his patient. One such doctor was complaining of his difficulties to Marsh who said
that " in England he had one private bed for every patient on his National Health Service list,
and it was always available!"

Marsh (from the United Kingdom) and Sweeny (from Canada) exchanged practices, and
reported their experience in the British Medical Journal (Marsh and Sweeny, 1971).

Since 1970, Medicare has become universal throughout the provinces of Canada so that all
residents pay a health contribution to their provincial government. This is compulsory and is
paid on a regular basis, and allows the individual to attend the doctor of his choice. The federal
government contributes to each province about half the cost of the insured services in a way
which favours the poofer provinces (the federal share was estimated 1970/71 to range from 40-45
per cent for Ontario and British Columbia, to 85-90 per cent for Newfoundland and Labrador).

The doctor providing services has the right to bill the patient directly, or bill through an

agency, or bill Medicare. My impression was that increasing numbers of doctors are billing
through Medicare. The basis for payment is item of service, which is an incentive to hard work,
but is liable to abuse if unnecessary work is done, particularly in the field of preventive medicine.

The patient receives free inpatient hospital care, and free consultation when he attends his
' private ' doctor's ' office'. He has to pay for all drugs outside hospital except for drugs for
treatment of tuberculosis and malignant disease, which he will usually receive through govern¬
ment tuberculosis and cancer clinics in the hospital staffed by salaried doctors. He has also to
pay for dental care outside hospital.

However, two of the important differences emphasised by Marsh and Sweeny remain.the
item-for-service system of payment in Canada and the reimbursement in the British National
Health Service of 70 per cent ofthe salaries of reception and secretarial staffemployed by general
practitioners in the United Kingdom.
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About 40 per cent of the income of Canadian general practitioners is used on practice

expenses.

The role of the nurse

The role of the practice nurse is now being widely discussed and in many units the nurse's role
was being expanded to include primary medical care and health education. She already has an
important place in the management of a doctor's office, in assessing patient's needs, answering
the telephone, and dealing with repeat prescription requests.

It is now realised that a major part of the preventive work at present undertaken by the
Canadian doctor in person could be done by a nurse, thus freeing the doctor to use his special
diagnostic and therapeutic skills more fully. The kind of work which could be taken over
includes well-baby clinics, routine management of diabetics and hypertension, check-up clinics,
cervical smears, and care of the elderly.

This development will not take place until some adjustment is made in the method of
remuneration, which militates against delegation of work. Nor could I see much progress in the
development of the health team as we know it in the United Kingdom, while the medical services
are so doctor-dependent. The social services will also remain rudimentary and inadequate until
there is more interest and finance available from the federal government.

The provision of medical and social services is a bottomless pit, and the luxury of a

psychiatric social worker (or free family planning!), for example, should only be provided if
there is a recognised need, and sufficient finances to avoid robbing Peter to pay Paul.

The community health clinic
Some community health clinics were formed in Saskatchewan after the doctors' strike (Badgley
and Wolfe, 1967). This was a new concept of partnership between the providers and consumers
of medical care. The providers were those doctors who agreed with Medicare (and many had to
face considerable opposition from their colleagues) and the consumers were those patients who
were anxious to protect themselves and their families from withdrawal of medical services as had
happened in 1962.

A clinic is rented by the community health services association, and nursing and adminis¬
trative staff employed and equipment paid for by the association. The doctors bill entirely
through Medicare, reimburse the association for expenses and divide the remainder on an agreed
basis, which may be a percentage of net earnings or salary.

The emphasis of the community health clinic has been one of providing service, and as the
clinics have grown it has been possible to introduce useful services to the community, which
would not normally be associated with the treatment of episodic illness, i.e. health education
classes for diabetics, the overweight and disabled, social work, chiropody, orthoptic, and
pharmacy services, antenatal classes, check-up centres.

Most of this has been done as a result of the enthusiasm of some dedicated doctors and
associates, who are convinced that the health services should be a balance of health promotion,
disease prevention, diagnosis, treatment, and rehabilitation. It is not an easy path which they
have chosen, to provide such an ideal service in partnership with lay associates, where policy
decisions are made by the association, and where the doctor is subsidising from his earnings the
extra services. The doctor's right to clinical freedom is respected without question, but he is
less independent than usual. He no longer stands on the pedestal where it was assumed that he
always knew and did what was best for his patient and community.

While I was in Canada the Community Health Centre Project Report (1972) (Director,
Dr J. E. F. Hastings), was being discussed and many of the concepts already featuring in the
Saskatchewan community health clinics had attracted attention.

The advantages of the community health clinic are similar to the grouping of general prac¬
titioners in the United Kingdom. These are a work setting with good facilities and staff, which
promote job satisfaction and the quality of service available to the patient, and the presence of
medical professional colleagues as part of the group or clinic which allows the taking of holidays
and study leave, without the risk of losing patients or of their not receiving care.

My impression was that these clinics were dependant upon highly motivated doctors, who



Primary medical care in Canada 731

wished to provide an ideal comprehensive medical service within the community. The association
of lay and medical professional people relies on mutual trust and understanding.

I hope that this system will prove to be reproducible, but it is interesting to note that some
of the doctors with whom I worked in 1972 have since left the community health clinic, and have
set up a group practice independent of the association. There are still only a few community
health clinics.

Locum work in Saskatchewan
The clinic in which I worked by invitation was a general-practitioner orientated multispecialty
clinic, with five general practitioners, an internist, an obstetrician-gynaecologist, a paediatrician,
an otolaryngologist, an ophthalmologist, a part-time radiologist, a psychotherapist (with a social
work degree), and a physiotherapist. There were many nursing, reception and administrative
staff, a radiographer, and four laboratory technicians.

It was a pleasant modern building within the city, with a friendly atmosphere, efficiently run,
and an enjoyable place in which to work.

In this clinic the patients tended to identify with a particular general practitioner and were
referred to specialists as necessary. The general practitioner maintained continuity of care. I
enjoyed working there enormously and found this a very helpful introduction to Canadian
medicine and to Canadian patients.

The type of work was similar to my own practice in the United Kingdom, but it was useful
and interesting to have the extra services at hand, especially when some patients had travelled
100 miles to attend. The scope of my practice was enriched by reading x-rays and electro¬
cardiograms, and by undertaking minor operations and investigations. The general practitioner
usually does two two-or-three-hour sessions in his office each day. I was not permitted hospital
admitting privileges for my short stay, and patients requiring admission went into hospital under
one of the other doctors. The hospital patients are usually visited daily between 0800 and 1000
hours and though it was good for the family doctor/patient relationship, I question the value of
this habit, when, for example, the surgeon who undertook the operation is also providing daily
care.

The hospital nursing staff appeared to have almost as many doctors to look after as patients!
The quality of nursing care did not seem as good as in the United Kingdom. There was also a
marked lack of supportive services such as social workers, occupational therapists, and physio¬
therapists. Ambulance services are privately owned.

Home visiting
The absence of home visiting was something I found difficult to understand; I did one home
visit in three weeks compared with five home visits each day in my practice in the United
Kingdom. The reason is tradition.doctors don't do it, patients don't request it, but the result
is an increasingly high use of hospital beds and expensive hospital nursing services.

More important still is an attitude of dependence, which the patient now has on these
services, which he could often provide for himself in his own home, with suitable support from
the family doctor and visiting nurses. I think that selective home visiting plays an important part
in the quality ofpersonal care that can be given by the general practitioner in caring for the young,
aged, and dying. I am sure that many doctors have observed the satisfaction and maturing
in a young mother who has nursed her child through an illness at home. Many, too, would
confirm the sense of' Tightness,' about a patient dying in the comfort of his own home, cared for
by his own family with proper support from his physician and nurse.

But I sensed in Canada a cultural distaste for home nursing, and an unwillingness to take
responsibility for a dying patient except in hospital. I am sure this will be one barrier to the
development of medicine in the community, and it is necessary to educate not only the doctors,
but their patients away from hospital-centred medicine.

I thoroughly approved of the system whereby patients were brought to the clinic even if they
were unwell (and this is becoming more the pattern in the United Kingdom now that more people
own cars), but to arrange for a patient, who was unable to get to the clinic, to be admitted to
hospital on the strength of a telephone conversation seems inefficient and uneconomical as
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some of these patients could be managed at home with ease. These comments apply mainly to
urban areas, where I suspect home visiting is now on the increase.

The telephone consultation was a frequent occurrence, followed by a request for the doctor
to telephone the drug store near the patient to order the prescription. Local telephone calls are
free but this is little justification for this practice which has its dangers. Incidentally drugs are
expensive and there is a large variation in the price of a drug from one pharmacy to another.
This is one area where legislation will almost certainly occur soon.

All confinements took place in hospital and many were managed by general practitioners
with obstetric training; but in view of the absence of midwives there is a tendency to hand over
confinements to a specialist in obstetrics. It is very time consuming for a general practitioner to
attend a patient throughout labour, and seeing this happening made me realise how fortunate
we are in the United Kingdom to have midwives, who provide such excellent care, and are in
fact responsible for most normal deliveries.

Routine examinations
I have already commented upon the patient's expectations and appraisal of their doctor's per-
formance. I found that there were many patients attending for annual check-ups, pre-marriage
medicals, pre-sports medicals, well-baby examinations, annual cervical smears. Many of these
examinations were, in my view, unnecessary and unproductive in terms of significant findings.
All items carried a fee which was paid either by the patient (i.e. pre-marriage medical), or by
Medicare (i.e. annual check-up).

When billing Medicare the doctor was not obliged to indicate significant findings, and even
if there were significant findings a single diagnosis was all that was required to merit the fee,
hence the information and feed-back from these examinations cannot be properly evaluated for
statistics or research. Professor Last told me that it was calculated that the province of Ontario
had paid out 150 million dollars for routine medical examinations in 1971, without any record
of the value of these examinations in terms of presymptomatic or early diagnosis, or preventive
medicine. The Canadian government may long regret the slogan which it promoted: " fight
cancer with a cheque and check-up " for the doctors are theoretically in danger of over-servicing
the health conscious patient at the expense of others with significant illness.
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