
PREFACE

THE changing mood of general practice in Britain led me to
believe that a study of practice in other countries would be of

value. In particular I was interested in the workings of group
practice and the employment of ancillary help to assist the doctor,
both in his surgery and in the patient's home; in fact anything which
helps the doctor to perform his work more efficiently and to have
adequate time for rest and recreation. I was also concerned with
the administrative controls imposed by the responsible authorities
in various countries. The rising cost of drugs and medical services
is causing concern all over the world.
A period of sabbatical leave from the Ministry of Health on a

Nuffield Travelling Fellowship made this study possible. The
purpose of these Nuffield Fellowships is 'to enable senior members
of the Civil Service to become better acquainted with the administra-
tion, problems, experience and opportunities of the Commonwealth'.

I am indebted to the Nuffield Foundation, the Treasury and the
Ministry of Health for providing me with this opportunity, and to
my colleagues in the Regional Medical Service for the help and
encouragement that they have given me.

I paid a series of visits to Israel, Australia, New Zealand and
Canada in the period from September, 1965 to March, 1966. These
countries were selected because they had varying systems of medical
care. Also the systems in the Commonwealth countries are often
quoted by practitioners in Britain during discussions on the National
Health Service.

I am very grateful to the College of General Practitioners
of Australia, the New Zealand Council of the College of
General Practitioners, and the College of General Practice of
Canada, who acted as my hosts and arranged contacts for me with
their members. I would like also to record my thanks to the large
number of doctors who gave generously of their time in discussions
and allowed complete freedom of access to their premises, staff and
records. To acknowledge all the multitude of acts of kindness and
hospitality would require the writing of an additional report.
The Government departments-federal, state and provincial-
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were of great assistance to me, both by providing the general back-
ground of the Health Services in their countries and in the
discussions of administration and controls. The Kupat Holim, as
well as the Ministry of Health, gave me valuable help in Israel.
The visit to Israel was relatively short but concentrated. I also

spent three days in Singapore en route for Australia, visiting a
group practice, the general hospital and the maternity hospital. I
have not included this in the report, as I do not feel that I saw
enough of general practice in that country to give a considered
opinion. The visit to Canada was also limited, partly by the time
available and partly because I was informed that group practice
was not common in the Eastern Provinces.
The history of the health services in the various countries has

been well documented by other writers, but I make no apologies for
including past events in my report. It is essential to know the back-
ground of the subject in order to understand present conditions.
The monetary figures quoted in the Australian section refer to

the £ Australian which, at the time of my visit, was equivalent to
16s. sterling. Australia has since changed to decimal currency.
The Canadian dollar was equivalent to 6s. 8d. The doctor: staff
ratios quoted, refer to wholetime staff or their equivalent in part-
time workers.

It is difficult for the visitor not to become involved with the
'show places' of the country. Certainly I was interested in seeing
the best, particularly as far as the group practices were concerned,
but I tried to limit the time spent on hospital and specialist services
to various areas in which the general practitioner played a part.
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I

ISRAEL
General situation
Nearly every account of the situation in Israel begins with the

statement that 'Israel is an immigrant state': I make no apology for
following the accepted pattern, because Israel is an immigrant state,
and this has a profound effect on the organization of its medical
care. The vast majority of the patients and of the doctors were born
abroad. The impact of the young native-born Israeli and the
Israeli-trained doctor is not yet noticeable in the medical field, but
there is no doubt that this will make itself felt in the years to come.

Israel is in most respects a welfare state, but the frame-work of
the health services was drawn up long before the state was estab-
lished and mass immigration was thought of. Originally, health
services were in the hands of voluntary organizations, financed by
foreign Jewry and Mutual Aid Sick Funds. The Histadrut, the
General Federation of Labour, was founded in 1920 and built up
its sick fund, Kupat Holim, which gave medical care to the workers
based on a system of clinics. The membership is about 70 per cent
of the population as a whole, and about 95 per cent in the rural
communities. There are also a number of smaller sick funds, often
based on a particular trade or occupation. The indigent poor are
cared for by the welfare services, for instance, the Jewish Agency
insures all new immigrants automatically for an initial period of
three months. The rich make their own arrangements, and in the
towns there is a considerable amount of private practice, although
many of the wealthy people are, because of their work, members of
a trades union.
The Ministry of Health was a comparative latecomer on the

scene, whose particular task was to develop public health and
preventive medicine; but it also took over or built a number of
hospitals until, at the present time, it controls the largest number of
hospital beds under one agency. Kupat Holim, local authorities
and private voluntary institutions also have substantial numbers of
hospitals, and the Hebrew University Hospital and Medical School
at Ein Kerem is owned by the Hadassah (Women's Zionist Organiza-
tion of America).
The situation is extremely confused. In one area the Ministry
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may be responsible for the hospital and the maternity and child
welfare services, and Kupat Holim for the general practitioner
services. In another, the hospital may be run by a municipality or
a private institution, and Kupat Holim may be responsible for the
general practitioner and welfare services. In some areas Kupat
Holim is responsible for all three. The combinations and permuta-
tions are legion, especially when it is realized that there is virtually
no domiciliary midwifery-all mothers having their babies in
hospital, and being given financial incentives to do so.

The state is committed to the eventual unification of all the various
systems. Some years ago a committee was formed to draw up a
plan for a unified service, and recommended a system incorporating
all the existing sick fund arrangements. The Israel Medical Associa-
tion were strongly in favour. However, numerous factors still
obstruct its realization-from the desire of various institutions to
preserve their autonomy, to fiscal difficulties under existing systems
of taxation. However some progress has been made; the Ministry
has drawn up agreements with all institutions that all hospitals
must accept urgent cases, the finances being worked out subse-
quently between the various bodies concerned. In areas where only
one agency has a hospital, for instance the magnificent new hospital
at Beersheba run by Kupat Holim, the government has an agreement
to cover the hospitalization of all non-sick fund members.

General practice
In the towns
Kupat Holim has a network of general clinics, each serving an

area containing about 6,000 members. Here there are usually three
or four general physicians, a paediatrician, a dentist, a laboratory
and a pharmacy. A clerk receives the patients, checks their entitle-
ment to treatment, gives them a number and gets out their record.
Nurses are in attendance to do dressings, give injections and perform
other treatments.

Children up to school age are channelled to the paediatrician,
sometimes up to the age of twelve years. The remainder are allotted
to the doctors by the clerk. Originally there was little choice, but
now some clinics will allow some choice, and the concept of a
personal doctor is gaining ground. The physician will interview and
examine the patient-he can order a wide range of investigations,
some of which can be done at the local laboratory, and some require
the patient's attendance at a central clinic. He can also order
x-rays, although some of these may have to be countersigned by the
district officer, who is a senior physician having administrative
responsibilities. The patient may be given a prescription which he
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takes to the pharmacy. There is a list of official drugs, similar to our
National Formulary from which the doctor must prescribe. Not
all the drugs, however, may be prescribed by the clinic doctor, some
are only prescribable by a 'specialist' to whom the clinic doctor may
refer the case if he feels that he would like a second opinion.

These specialists work in central clinics, serving about 60,000
members. In some cases these are in separate buildings, but they
may be on another floor of a general clinic. Here also are housed
the x-ray departments and the laboratories for more sophisticated
investigations. The specialist may undertake the treatment of the
case, refer him back to his clinic doctor or he may recommend his
admission to hospital. In the latter event, this is the last he sees of
the patient, as these clinic specialists normally have no hospital
appointment and do not treat their cases in hospital. A few surgeons
have a day a week allocated for operating in hospital when they do
uncomplicated operations such as hernias, haemorrhoids etc, but
generally the 'surgical specialist' in a clinic is confined to doing
lipomas, septic fingers or anything he can do without an anaesthetist
and inpatient facilities: other than this he merely acts as a sorter of
cases. In the fields of internal medicine and dermatology the posi-
tion is not quite so unsatisfactory, as many of the patients can be
treated and followed up. Naturally the situation is deeply resented
by the clinic specialists-indeed their position was described by one
important member of the profession as 'general practitioners in one
subject'.
The general clinics are open from 8 a.m. to 12 noon; patients

coming before 10.30 a.m. must be seen, and after that at the dis-
cretion of the physician. When he has finished his work in the
clinic-often before 12 noon-the clinic doctor may do his house
calls, usually only one or two a day, since the ratio of house calls
to clinic visits is somewhere in the region of 1:20. He is then free
until 3.30 p.m. when the clinic opens again until 7.30 p.m. Here his
responsibility ends. From then until 11 p.m. or midnight certain
selected clinics remain open with a skeleton staff. After this time
the patient is entitled to call any physician on emergency call, whether
a Kupat Holim doctor or not. Lists of these emergency doctors are
published in the papers every day or the patient can ring the Red
Shield of David (the Israel equivalent of the Red Cross) who will
advise him whom to contact. On the Sabbath, selected clinics are
open for emergencies only, for two or three hours, and apart from
this the 'emergency doctors' deal with patients.
The outstanding exception to the impersonal clinic of the city is

the Hadassah Family and Community Centre at Kyriat Yuval,
Jerusalem. Here, under the aegis of the department of social
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medicine of the University, a centre was set up which attempts to
co-ordinate all the various services-preventive, diagnostic and
curative-operated by teams consisting of family doctor, family
nurse and ancillary workers. The family, its former race, background,
present environment are all carefully documented, and the idea of
a personal family physician is fostered. Its staff is of a high quality,
and it undertakes the training of physicians studying for the degree
of Master of Public Health. It undertakes numerous research
projects into various aspects of social, preventive and curative
medicine. Although it may be considered rather academically
inclined, nevertheless it acts as a pacemaker, and several similar
clinics have been set up.

Rural practice
In Israel this approximates more nearly to general practice as we

know it in the British Isles. Here there is usually only one doctor
serving a settlement or a number of villages. Although he works a
nominal eight-hour day, he is usually on call for emergencies, and
there is no doubt about him being the family doctor. Many of these
rural doctors undertake preventive work also as part of their
scheduled work. A great deal of health education is necessary,
particularly with the immigrants from North Africa, who have been
used to the most primitive living conditions. Campaigns of mass
innoculation, vaccination and screening for various diseases also
have to be undertaken.
An interesting experiment, which has now been copied in several

other places, is the Lachish Scheme run by Dr Amos Arnon at
Nehora. Here the doctor cares for about 1,800 patients living in
six villages. There is a central clinic at which the doctor works, and
in each village there is a small clinic run by a nurse. The patients
attend at the village clinic and are interviewed by the nurse, who
decides whether it is necessary for them to see the doctor or not-
although any patient can see the doctor if he really insists. A bus
runs a shuttle service between the villages and the central clinic.
Whilst the patients are waiting to see the doctor, in a pleasant waiting
area, the opportunity is taken to give them some health education
by means of posters, magazines and instructive leaflets.
The records of the whole family are kept together, and are given

to the doctor by the nurse when he sees the patient, thus he has a
picture of the patient's surroundings and background. In most cases
the doctor will prescribe treatment, and refer the patient back to
the nurse in his village. There are daily conferences by phone
between the doctor and the various nurses, and the nurse can always
call the doctor, or refer the patient back if she is not satisfied with
progress. In this way, Dr Arnon has managed to reduce his doctor/
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patient contacts from 9.5 (which is the average for Israel) to 3.3 per
patient per annum. The saving is nearly all on the follow-up visits
which are four times less than the average, the rate of initial con-
sultations being very close to the average. An interesting sidelight
is that the consultation rate from the nearest village to the centre,
from which the patients can walk, is much higher than from those
where the bus has to be used.

This saving of the doctor's time, has allowed him to undertake
radical schemes of preventive medicine in the villages. He is also
one of the few doctors whom I met, who had a half day allotted for
visiting hospital to see his patients and to discuss these and other
cases with the consultants. He is, however, an exceptional and
dedicated man, and has had only one spell of two months holiday in
five years. Whilst he was away, the rate of hospitalization from the
area rose spectacularly. Because he cares for a whole community,
he is able to carry out research and statistical projects more easily
than in an area of divided responsibility.

Conditions of work, remuneration etc.
The Ministry of Health spends rather less than 20 per cent of the

total national expenditure on health, with the Kupat Holim pro-
viding most of the balance. The ordinary clinic doctor of Kupat
Holim is poorly paid. His basic salary is based on an eight-hour
day, which is taken to be equivalent to 1,400 patients in a town,
1,200 patients in the country if working for only one clinic, and 900
patients if he has to travel to two or three clinics. He receives a
small addition for every hundred patients above the basic figure, with
a ceiling at about 2,000 patients, above which he gets very little
extra. Over the age of 40 years his pay is based on a seven-hour day,
and over 50 years on a six-hour day. This basic pay is little more
than half the net remuneration of the 'average' general practitioner
in the United Kingdom.

Everyone to whom I spoke agreed that the doctors were under-
paid, but their salaries are tied into an overall wage structure linked
with the cost of living, and it would be impossible to raise the
doctors' salaries without also raising those of the cleaners, ancillary
workers etc. The doctor may supplement his income by taking part
in the rota for evening work-which is voluntary and merits extra
pay-and also in the night emergency scheme. This latter is not
encouraged, and the scheme is usually run by private practitioners
and young hospital doctors. Some town doctors receive more than
the basic rate because, for one reason or another, they are looking
after more patients. Salaried doctors, apart from a few top con-
sultants, are not supposed to engage in private practice, but it-is an
open secret that many of them do so. In the towns there are also
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doctors who work part-time for some organization, often in research,
and also engage in private practice. There are also a few who have
purely private practices. The demand for a more personalized ser-
vice is undoubtedly growing. The clinic specialists are in a similar
position, their basic rates being very little more than those of ordinary
clinic doctors.

In the rural areas the position is rather different. By necessity,
the doctor is usually looking after considerably more than his basic
number of patients, and he has to engage in emergency work outside
his scheduled hours. Because of this and the professional and social
isolation, rural practice is generally unpopular with the doctors, and
in some cases additional financial incentives have had to be offered.
Thus, I am told, it is quite possible for a rural clinic doctor to earn
mnore than a hospital consultant.
A good deal of attention is paid to postgraduate education. Case

conferences, refresher courses and clinical meetings are arranged,
both during working hours and outside them. But much is on a
voluntary basis and is only attended by a moderate percentage of
the doctors, as is common in many other countries. Each doctor
is entitled to six weeks study leave for every three years service he
is paid his salary for four weeks and the other two are unpaid leave.
However, it is not always possible for the leave to be taken due to
the difficulty in finding locums.
Each doctor is also entitled to 25 days holiday a year, but again

this is not always a practical possibility.
Premises
Many of the clinics, especially the older ones in the towns, present

a chill, uninspiring picture. The walls are of a uniform dull grey
or cream, and usually unadorned with pictures. The floors are bare,
frequently of tiles made from the local marble. Waiting rooms are
rare and the patients usually have to sit on hard benches in the
corridors.
The consulting rooms are on the small side, functionally furnished

and rarely containing any personal non-medical possessions, e.g.
photographs, pictures etc. The examination couch is invariably in
the consulting room, nowhere did I find a separate examination
room in the clinics. The couches are covered with plastic and have
a minimum of padding. A frame screen is provided for use if
required. Access to the consulting room is by a door into the wait-
ing area or through a side door leading through the nurse's room. I
was told that the majority of doctors keep the direct access door
locked. Sometimes a buzzer is available, connected with the nurse's
room. The records are all filed in the entrance hall, using a lateral
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or open type of system.
However, progress is being made and the newer centres, away

from the middle of the towns, are much more attractive. At Kyriat
Yuval and the new central clinic of Kupat Holim at Rehovat, which
I visited, much has been done to provide well-lighted and spacious
waiting areas, with individual chairs, and flowers and plants; the
whole giving a much more pleasant atmosphere. Dr Arnon's clinic
at Nehora is very similar to several new bungalow-type surgeries
that I know in England, except that he has much more extensive
laboratory facilities than is usual in the average general practitioner's
surgery in England. Car ports are also being provided at the newer
clinics, but quite a considerable number of clinic doctors still do
not own cars, doing their few house calls by taxi. A clinic of one of
the smaller sick funds which I visited did have some personal effects
of the doctors in the consulting rooms, and gave a more welcoming
appearance. In areas where these smaller sick funds have no clinic
of their own, their subscribers are allowed to consult private doctors.
These private practitioners work from their homes, usually using a
bedroom as a consulting room because the houses and flats are
designed on the 'open-plan' system. Housing is very expensive in
Israel, and there is rarely a spare room which can be devoted solely
to the practice. I was told that one or two doctors have offices away
from their homes, but that this was most exceptional.

Ancillary help
Nurses. Everywhere the doctors have nurses, either fully trained

or practical nurses (one year's training) working with them; some-
times a doctor would have several, e.g. in the rural areas; sometimes
the one nurse has to serve three or four doctors in a clinic; but in
this case there are usually other nurses engaged on dressings and
routine treatments.
Pharmacy. At all except the small clinics, there is one or more

trained pharmacist and adequate untrained staff. Stocks of medi-
cines are centrally purchased and bottled in the approved quantities.

Clerical. Clerks receive the patient, check his entitlement and get
out his record in the entrance hall. I did not see any medical
secretaries, except in one clinic of a smaller sick fund, and I gather
that communications are either hand written or on pro forma. Even
in hospital, the entitlement to typing assistance is minimal except
for those engaged in research.

Controls
Narcotics. Overall control is exercised by the Pharmaceutical

Division of the Ministry of Health. Registers, similar to our
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Dangerous Drugs Registers, are maintained in the clinic pharmacies.
It is the duty of the pharmacist to report any large quantities to the
district pharmacist of the Ministry, who also inspects the register
from time to time. The doctor may be called upon to give the
medical reasons for the administration of the drug. Such drugs as
the clinic doctor possesses for emergencies, he obtains through the
clinic pharmacy and he does not maintain an individual register.
Private practitioners are supposed to maintain an individual register.

Prescribing. The clinic pharmacist also makes regular checks on
the doctor's prescribing, particularly in certain groups of drugs,
such as antibiotics, tranquillizers etc. Any considerable deviation
from the norm is reported to the District Officer of Kupat Holim
who will then discuss it with the doctor. This has an educational
as well as an economic function; for example, it was found that
certain doctors were using small and completely ineffectual doses
of antibiotics, which were only serving to render the bacteria insensi-
tive to further treatment. The pharmacist will also report any
prescription which is not in accordance with the formulary and
rules of prescribing.

Certification. Although the clinic doctor usually issues the first
certificate of incapacity for work, he is allowed very little latitude
and the case soon comes to the district officer for review. Some
trades unions insist that the case should be seen by a clinic specialist
after a certain number of weeks.

Other controls. Although a wide range of investigations may be
ordered by the clinic doctor, some of them may be countersigned
by the district officer.

Complaints by patients against the doctors are relatively frequent
in Israel, and the patient has the right to see the district officer and
lodge his complaint. The district officer will usually confer with the
clinic doctor, obtain the patient's record and examine the patient.
He can then take whatever action he considers necessary to solve the
difficulty.

Summary
Virtually the whole of the population of Israel is entitled to

medical treatment and drugs, which are 'free at the time'; but these
are provided by a number of agencies and at present there is no
overall governing body. Care is based on the clinic system which,
with a few outstanding exceptions, is impersonal and lacking in
intimacy. The demand for a more personalized system is growing.
The doctor of the first contact, the clinic doctor or general practi-

tioner as he is called, assumes only a limited liability towards the
patient and does not, in the majority of cases, wish to be personally
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responsible for the constant care of the patient. Enlightened medical
opinion, however, is trying to foster the idea of whole family care
and personal responsibility. The care of children by paediatricians
leads to a further fragmentation.
The three tier system of clinic doctor, clinic specialist and hospital

staff would appear to the outsider to be wasteful of medical man-
power. It certainly leads to a good deal of professional frustration,
especially among the clinic specialists. There is a good deal of
administrative control over the work of the general practitioner and
his prescribing is considerably limited.

Premises are centralized in clinics, which are functionally adequate,
but are generally impersonal and lack intimacy. Ancillary help is
also functionally adequate, but secretarial help is almost non-
existent. The doctors have easy access to special investigations
(laboratory and x-ray services), these are very extensively used, in
some opinions they are over-used. The doctors have no financial
responsibility with regard to premises or ancillary help.
The medical profession as a whole does not enjoy a high level of

income. The spread between the various grades is not large.
The patient utilization rate is double that of the United Kingdom,

but the home visit rate is much less.
Complaints by the patient appear to be more frequent than under

the N.H.S. They are dealt with by a medical administrative officer.
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II

AUSTRALIA

General situation
Australia is a continent and, until 1901, the six states of Australia

were independent colonies. Although now united in the Common-
wealth, the states still cherish their individuality. As Fox points
out, Perth is still 2,106 miles from Sydney (even by air), and her
nearest neighbour with more than 25,000 inhabitants is Adelaide-
as far away as Tangier is from London. Although the Common-
wealth has now entered very considerably into the health field, the
states have retained jurisdiction over such matters as hospital care,
tuberculosis treatment, mental health and infectious diseases.
Although in many cases the pattern is similar, differences still exist;
for example, Queensland provides a free hospital service, whereas
all the other states expect payment from the patients in their public
wards.
The commonwealth national health scheme was authorized by

the National Health Act, 1953. This falls into five categories:
Pharmaceutical benefits,
Hospital benefits,
Pensioner medical services,
Medical benefits,
Committees of inquiry.
To understand these and to understand the doctors' attitude

towards the scheme it is necessary to go back a little in history.

Pharmaceutical benefits
The Commonwealth passed the Pharmaceutical Benefits Act in

1944, authorizing the provision of pharmaceutical benefits free of
charge to all residents of Australia. The Act restricted benefits to
drugs, materials and appliances listed in the Commonwealth
Pharmaceutical Formulary. Under the Act, benefits could only be
obtained from approved chemists upon the presentation ofa prescrip-
tion signed by a registered medical practitioner. The prescription
could only be written on a form supplied by the Commonwealth.
The Commonwealth Pharmaceutical Benefits Legislation was

opposed by the British Medical Association; the main issues of
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controversy being the formulary, prescribing on government forms,
certain penal clauses applicable to doctors.

In October, 1945, as a result of a writ issued by the Medical
Society of Victoria, the High Court declared the Pharmaceutical
Benefits Act to be ultra vires the commonwealth constitution in
that it authorized the Commonwealth to expend money on the
provision of medicine.

Following an amendment of the constitution in 1946, a new Act
was passed in 1947 along the lines of the previous legislation. In
1949 two amendments were made to this Act, attempting to compel
medical practitioners to use the commonwealth prescription forms.
As a result of a writ issued by the Federal Council of the British
Medical Association, the High Court held that Section 7a of the
Pharmaceutical Benefits Act 1947-1949 was invalid, in that any
attempt to compel medical practitioners to use the commonwealth
prescription form was civil conscription.
With the change in government at the end of 1949, the Common-

wealth's policy on Pharmaceutical Benefits was radically altered.
Although the Pharmaceutical Benefits Act 1947-1949 remained in
operation, a new regulation was added whereby a restricted list of
life-saving and disease-preventing drugs was available free of charge
to the whole community. This list of drugs was drawn up by an
expert committee which was established by the Minister and was
known as the Pharmaceutical Benefits Advisory Committee. Under
the new regulation, prescriptions could be written on other than
commonwealth forms. The new Pharmaceutical Benefits Scheme
received the full co-operation of the British Medical Association.

In June, 1951 the Commonwealth introduced regulations author-
izing the provision of medicines for pensioners. These benefits were
available to all persons in receipt of an Australian age, invalid,
widow's or service pension, or tuberculosis allowance. Dependants
of these pensioners were also entitled to benefit. Generally speaking,
the benefits, provided free of charge under this scheme, included all
the drugs and medicinal preparations listed in the British Pharma-
copoeia.

In December, 1953, the Commonwealth passed the National
Health Act 1953, pharmaceutical benefits being dealt with in
part VII.

In 1950 the Minister, the late Sir Earle Page, laid down certain
fundamental principles. He maintained that what was obtained for
nothing was not appreciated and tended to be abused. In the second
place, he decided that nobody was likely to suffer hardship by having
to pay for an ordinary bottle of dispensed medicine such as a cough
mixture. However, a person suffering from a long standing chronic
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disease, or for whom therapy was very expensive, could be seriously
embarrassed by having to pay for such therapy. Thus, the free list
of life-saving and disease-preventing drugs came into being. It
originally consisted of 85 items, but quickly increased to 139 items
in 1951, to 185 in 1952 and to 232 items just prior to the introduction
of the expended scheme in March, 1960. Also, the pattern of
prescribing had undergone a material change. Whereas, at the
inception of the scheme such drugs amounted to about ten per cent
of all prescribing, by the end of 1959 it was estimated that the
scheduled list of drugs accounted for 50 per cent of all prescribing.

In 1960, because of the rise in the cost of drugs, it was decided to
make practically all benefits, available under the Pensioner Medical
Scheme, available to all under the general Pharmaceutical Benefits
Scheme, for a flat rate of 5s. per prescription. It was thought that
the 5s. charge would have some deterrent effect. However, expendi-
ture was neither curbed nor stabilized and the cost of the scheme rose
sharply.
For the disease-preventing and life-saving list, which initially

commenced at an annual expenditure of less than £150,000, the
expenditure for the last year ofits operation wasjust over£24,000,000.
The cost has continued to rise under the expanded scheme, and
for the year ending June, 1965 the figure was £43,667,761. The
patients' contribution towards this cost was £8,420,677. However,
an encouraging sign is that the item cost per prescription has shown
a steady drop. In 1962 it was 20s. ld., in 1963 19s. 4d., in 1964
18s. 7d. and in 1965 18s. 4d.

Hospital benefits
In 1945 the Commonwealth passed the Hospital Benefit Act: this

authorized agreements between each State and the Commonwealth
for the provision of hospital benefits to patients in public hospitals.
Under this arrangement public ward patients were not to be sub-
jected to a means test nor charged fees. In addition, the Act made
provision for regulations authorizing the payment of hospital benefits
to patients in private hospitals. The hospital benefit payable by the
Commonwealth was originally 6s. per day and was later raised to
8s. per day in 1948.
With the change in the government in 1949, the Commonwealth

proposed to pay an additional hospital benefit of 4s. per day in
respect of persons insured with registered hospital benefit organiza-
tions. This was part of the new policy of 'Helping those who help
themselves'. Before this scheme could be introduced, it was neces-
sary to amend the existing legislation, since the current agreement
specifically prevented hospitals from making charges for public
ward treatment, or from applying a means test to public ward
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patients. The Commonwealth entered into new agreements with
the states in 1952. Queensland, however, continues to provide
free public ward treatment financed by a state lottery.
The hospital benefits were incorporated into the National Health

Act, 1953, in parts V and VI.
At present, by joining the insurance funds, citizens can insure

themselves against either part or the full cost of hospital treatment.
The level of weekly contributions for hospital treatment ranges
from 3s. to 8s. for family groups, and half these amounts for single
persons. The government grant towards hospital treatment is 8s.
per day for a patient who is not a member of a registered insurance
fund, and 20s. per day for those who insure themselves. The
remainder of the cost of hospitalization is met by the Insurance
Funds according to the level of premiums paid. Most Funds
operate schedules providing a combined Government and Fund
benefit of up to 116s. per day, costing about 8s. per week for a
family contribution. A family group contribution of 5s. a week,
however, is usually sufficient to cover the cost of treatment in public
wards.

The Government also pays 20s. a day on behalf of patients in
nursing homes without requiring them to join an Insurance Fund.
Nursing homes for this purpose include convalescent and rest
homes, benevolent homes and homes for the aged. In the case of
pensioner patients, the Government reimburses public hospitals
at the rate of 36s. a day for giving free treatment to the pensioner
patient in public wards. Almost all hospitals in Australia provide
free treatment to pensioners in their public wards.

Expenditure on hospital benefits has risen from £6,683,106 in 1952
to £22,202,153 in 1962 and to £29,395,321 in 1965. It is estimated
that 77 per cent of the population are covered by registered organiza-
tions, although some of this number are not adequately covered. A
further 10 per cent are catered for under the Pensioner Medical
Service and Repatriation benefits. In addition, the fact that no
charge is made in the public wards of Queensland's public hospitals
has affected the percentage covered by the voluntary health organiza-
tions in that state-only 51 per cent compared with the overall
Commonwealth figure of 77 per cent.

Pensioner Medical Service

In 1950 the Commonwealth passed the National Health (Medical
Services to Pensioners) Regulations. These Regulations authorized
provision of general medical services free of charge to eligible pen-
sioners and their dependants.- To be eligible the pensioner was
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required to be in receipt of an age, invalid, widow's or service
pension or a tuberculosis allowance.

After negotiations with the Federal Council of the British Medical
Association, the Pensioner Medical Service came into operation in
February, 1951. When a pensioner is attended by a doctor, he
signs a form certifying that he has received treatment. Different
forms are used for surgery attendances and home visits, and the
pension number must be included. The doctor submits these
monthly to the Government for payment. Although these services
are free to the patient, the doctor is entitled to make a small charge,
payable by the pensioner, for after-hour calls, or for travelling
beyond a certain distance from his surgery. When the P.M.S.
commenced, concessional rates of 6s. per surgery consultation and
7s. 6d. per domiciliary visits were fixed. These have been increased
from time to time, and the present rate is surgery consultation 14s.,
domiciliary visit 20s. In July, 1951, an increased rate ofpayment for
mileage of 5s. per mile one way was introduced. The Common-
wealth undertook to pay 4s. per mile and the pensioner the balance,
with a maximum of lOs. These payments only operate in excess of
three miles from the doctor's surgery.
The Pensioner Medical Service was incorporated into part IV

ofthe National Health Service Act 1953. 1955 brought an important
change in the P.M.S. An amendment was passed which made
persons, whose incomes made them ineligible for the maximum rate
of pension under the Social Security Means Test, ineligible also for
Pensioner Medic-al Service Benefits. Eligibility was not affected by
the capital value of property but income, including that from
property, could not exceed: single person £2 per week, married
couple £4 per week, married couple, only one a pensioner £5 per
week. This means test has operated ever since. However, some
relaxation of the conditions, operating from January, 1966, will
increase the number of persons eligible for the P.M.S. The cost of
the P.M.S. has risen from £1,036,225 in 1952 to £4,398,000 in 1962
and to £4,660,000 in 1965.

Medical benefits
The National Health Services Act 1948 was drafted in the widest

possible terms with broad powers to make regulations. In Novem-
ber, 1949 these regulations were made. Under the regulations the
Commonwealth proposed to subsidize patients for professional
services by medical practitioners to the extent of 50 per cent of the
fees laid down by the regulations.
With the change of government in December, 1949, the Common-

wealth proposed a voluntary medical benefits insurance scheme.
Regulations establishing this scheme were made in March, 1953.
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Under the regulations, the benefits payable were either on a fee-for-
service -basis for items set out in the schedules, or in the form of a
subsidy not exceeding half of the payments made to a doctor by the
organization under contract arrangements. In order to qualify for
Commonwealth benefits, a person was required to be insured with
a registered medical benefits organization. Such organizations had
to be of a non-profit-making nature. The regulations were later
incorporated in parts III and VI of the National Health Act 1953.

Sir Earle Page, the Minister of the day, who was himself a doctor,
was the first person to win over the profession and obtain its volun-
tary co-operation. The principle, under which the medical benefit
scheme was to operate, was one of voluntary contributory insurance,
the patient being required to pay at least ten per cent of the doctor's
fee. The principle of free choice of patient by the doctor and of
doctor by the patient was observed. The administration of the
scheme was placed in the hands of registered Medical Benefit Funds
with the Government exercising the minimum of control.
Most funds provide both medical and hospital benefit schemes.

The contributor seeks medical attention from a doctor of his choice
and is charged by the doctor. He then claims from his insurance
fund, which pays the Government and fund benefits to which he
is entitled. The Government benefit to insured contributors for
surgery consultations and for home visits by general practitioners is
8s. The fund benefits for such medical services are generally lOs. to
12s., costing 5s. to 6s. per week per family.
There is some variation in the fund benefits paid in the different

states and in the fees charged by the practitioners. Excluding
Western Australia, where the doctor's fees and the fund benefits
are somewhat lower, the usual fee charged for a surgery consultation
by a general practitioner is 25s. Home visits cost from 35s. to 42s.,
or even higher in some of the high-income areas. Specialists are
paid at a higher rate if the case is referred from another doctor. For
operations the maximum Commonwealth subsidy is £30 and the
maximum fund benefit £45.
The cost of the Medical Benefits Scheme to the Commonwealth

has been in 1955, £4,209,495, in 1960, £9,291,706 and in 1965
£17,638,292. It is estimated that 75 per cent of the population are
covered by the scheme. The total cost of medical services to con-
tributors to registered organizations in 1965 was £52,312,000. The
percentage of the total cost (fee-for-service only) was-fund 35.2 per
cent, Commonwealth 32.9 per cent and contributor 31.9 per cent.

Committees of inquiry
The constitution, powers and functions of these committees are
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laid down in the regulations. The committees are the investigating
bodies and make recommendations to the Commonwealth Minister
of Health. They consist of the Commonwealth Director of the
State and four medical practitioners appointed by the Common-
wealth Minister of Health from a panel of six medical practitioners
nominated by the Branch Council of the A.M.A. in each state.
Originally established in relation to the P.M.S., the Medical Services
Committees of Inquiry have had their activities broadened. In
addition to functions in relation to the P.M.S., they also have the
function of inquiring into and reporting on the services or conduct
of medical practitioners in connection with the supply of pharma-
ceutical benefits. More details of their work will be described in a
later section.

In my travels I found, as Jungfer did in his survey, that the profes-
sion as a whole is suspicious of the Commonwealth Government.
The doctors fear that a change of government might bring national-
ization. Any fresh move by the Commonwealth is carefully scrutin-
ized with this in mind. The old dispute about the use of government
prescription forms is still remembered. Recently the Common-
wealth has introduced the pricing of prescriptions by computer, and
it is desirable for this purpose that all prescription forms should be
of the same size and format. The Commonwealth offered to print
and supply these forms free of charge to the doctors, but this was
only agreed to by the profession on the strict understanding that
their use was voluntary. Although the use of the Commonwealth
forms is now general, some doctors steadfastly maintain their
independence by having their own prescriptions printed.

The relationship between the Commonwealth and the general
practitioners varies considerably from state to state. It is undoubt-
edly most cordial in those states where the director has gone out of
his way to meet members of the profession-not always an easy
task for a busy senior executive. A visiting practitioner has recently
been appointed to work in New South Wales. He will function in a
role rather similar to that of the regional medical officer in Britain.
Should this prove a success, further appointments may be made.

A subject which is causing great concern to the profession is the
increasing percentage of undergraduate and newly-qualified doctors
who wish to become specialists rather than general practitioners.
Various reasons are put forward for this tendency-the increased
prestige of specialization, the fact that nearly all teaching is done by
specialists and the long hours of work of the general practitioner.
The Australian College of General Practitioners is considering
instituting a postgraduate course of training in general practice to
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increase the prestige of general practitioners.
The incentive of specialization is certainly not purely a financial

one. Many of the general practitioners earn as much as, if not more
than, their specialist colleagues. With the 'honorary' system, which
obtains in most states, the specialists in the larger towns often have
to give a good deal of their time without remuneration. I met a
number of young specialists who find it difficult to earn an adequate
living because of this free time factor, and the fact that many general
practitioners perform operations and, with laboratory investigations
and x-ray facilities freely available to them, regard themselves as
physicians. Many of the specialists do not work in a purely con-
sultative capacity, but will accept patients 'off the street'. This is a
source of annoyance to the general practitioner who is often not
aware that his patient is being treated elsewhere. The fund benefits,
however, are less for an un-referred patient.

General practice
Australia has a population of over 11,000,000, the bulk of whom

live in or around the capital cities of the states; some 4,000,000 live
in Sydney and Melbourne alone. There is a considerable variation
in the pattern of practice between the town and the country general
practitioner. The further one moves from the centre of the city to
the country, the more does the general practitioner have to rely on
his own judgement and resources. This is not to say that the urban
general practitioner does not exercise his own judgement, but he has
the help of specialists more readily to hand. The rural doctor, on
the other hand, often has to decide whether to manage a case with
the local resources, or whether he should transfer the patient to the
nearest centre with specialist staff, or to call for specialist help on
the spot. Sometimes the distances travelled by the patient or
specialist are quite staggering by European standards.

Towns
In the centre of the large cities the general practitioners have, on

the whole, been excluded from the general hospitals. There are,
however, private hospitals to which they can admit patients, and
many of the peripheral hospitals are still staffed largely by general
practitioners with visiting consultants. There is no limit to what a
general practitioner may attempt, the safeguard being his own
conscience, but I did not find many who attempt highly specialized
operations. On the other hand, I met a considerable number who
consider that a hysterectomy or a cholecystectomy is within their
qompetence. Some general practitioners do no surgery at all, but
refer their cases to specialists or other members of their group who
may have a special interest in surgery. Others have special interests
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in anaesthetics, paediatrics and obstetrics.
All midwifery cases are delivered in hospital. The general practi-

tioner usually does the delivery, but he can call in specialist help if
required. Cases presenting special problems are referred to obstetri-
cians and are delivered under their care. In Hobart, Tasmania,
there is an increasing tendency for all cases to be delivered by
specialist obstetricians.
The ability to admit and treat their patients in hospitals, be they

government or private, is regarded by the Australian general
practitioners as an essential part of their practice.
A remarkable and exceptional experiment is in operation at the

Queen Elizabeth Hospital at Adelaide, a modern teaching hospital.
One whole ward floor is set aside for cases under the care of general
practitioners. Resident and specialist staff do not usually attend
cases on this floor except at the request of the general practitioners.
Unfortunately, due to its situation, only a certain number of the
general practitioners in Adelaide find it convenient to use these fine
facilities.
Apart from his work in hospital, the pattern of practice of the

urban practitioner in Australia is similar to that in Britain. The
ratio of house calls to surgery attendances is less than in the United
Kingdom but this varies considerably from practice to practice. The
variance depends on the personality of the doctor, the compactness
of his practice and the type of patient. Many doctors argue that they
can examine their patients more thoroughly in their surgery, and in
any case home visits are uneconomic-both in the doctor's time and
from a financial point of view. The doctor's day usually starts
about 8.30 a.m., although some doctors start considerably earlier.
Firstly he visits his patients in hospital and may take part in an
operative session. Consultations usually start about 10 a.m. and
continue through the morning until 12 or 12.30 p.m. Appointment
systems are almost universal but I did find one or two doctors who
run open surgeries. Between the end of the morning session and the
commencement of the afternoon session, which usually starts at
2 p.m. the doctor may do one or two visits and some administration
in the practice. I found that many of the doctors do not return home
for lunch but have a snack meal at their surgery. The afternoon
session usually has appointments until 4.30 or 5 p.m. Evening
sessions are not general but a number of practices have them,
especially the groups where they are taken by the doctor on duty for
that night. There is also a considerable tendency amongst groups
to stagger the times at which the individual members are in the
surgery, so as to give a cover throughout the day. Some groups
have an arrangement by which one doctor does little or no work in
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the surgery on a particular day, but spends his time visiting, doing
all the emergency calls which come in for the group on that particular
day.

Appointments are usually booked at 10 or 15 minute intervals,
but they frequently become doubly booked owing to the pressure of
work. I found few doctors who were able to keep up to their
appointment schedule. On arrival at the surgery the patient checks
in with the receptionist and waits his turn. I found a large variation
in the method of transferring the patient from the waiting room to
the doctor's consulting room. In some cases the doctor escorts his
last patient out and calls for the next one; in others the patient is
escorted to the consulting room by a nurse or receptionist and in
others the patient's name is called and he is directed down a corridor
to the appropriate room.

After the examination the patient is given a prescription in dupli-
cate, which he takes to a chemist and, if the drug is one included in
the pharmaceutical benefits, he obtains the drug on payment of a
5s. prescription charge. Should investigations be thought necessary,
and this is very frequent, these may be done at the laboratory on the
doctor's premises or by private pathologists, who have offices in the
neighbourhood. Many doctors have x-ray machines on their
premises but these are usually used only for limbs. Electrocardio-
graphs are frequently done in the surgery, either by the general
practitioner or by the nurse. Injections are usually given by the
nurse, if one is employed.

If a second opinion is considered necessary the patient is referred
to a specialist, either within the group or elsewhere. The patient
is given a letter, usually hand-written, giving the general practitioner's
findings and the results of any investigations. The office staff may
make the appointment with the specialist, but many doctors con-
sider it more satisfactory to allow the patient to make their own
arrangements.
The general practitioners receive very prompt reports from the

specialists, pathologists and radiologists. Should admission to
hospital be deemed necessary, this may be arranged either under the
care of the general practitioner or the specialist to whom he has
been referred.
The patient may pay at the time of attendance or, if he does not,

he is sent a bill for the various items of service. These bills are
usually sent out monthly, although maternity fees are claimed as
one item after confinement. When the patient has paid the bill he
is given a receipt, which he takes to his Health Insurance Fund.
The fund will refund to him the appropriate fund and commonwealth
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benefits. These at present cover about 70 per cent of the cost of
the services.

Rural
In the rural areas the hospitals are usually staffed by general

practitioners, many of whom have their own special interest and
may have higher qualifications. These hospitals, may be run by the
government or by private, usually religious, organizations. The
doctor is expected to deal, if necessary with the help of his local
colleagues, with any emergency that may arise. Occasionally
specialists from the larger centres travel into the country, but it is
much more usual for patients to be sent in to them, especially for
consultation. This may involve the patient in travelling very long
distances in the case of some of the rarer specialities.
As all maternity cases are delivered in hospital, it is necessary for

patients, who do not live within easy reach of the hospital, to come
and live in the town for some time before their confinement is
expected. Otherwise they have to face a long journey, often over
unmade roads, whilst in labour. The doctors usually deliver all
their own maternity cases. As in town practices, a visit to the
patients in hospital is the usual start to the doctor's day, followed by
consultations in his surgery later in the morning and throughout the
afternoon. Evening surgeries are unusual.
With a few exceptions, there is very little home visiting in the rural

areas. I found considerable resistance from the doctors and their
staff against home visits. They consider that these are very time-
consuming and would render the doctor unavailable to his other
patients whilst travelling. The doctors state that all patients have
transport and do not suffer any ill effects from travelling to the
surgery, even if febrile. Furthermore, they feel that if the patient is
ill enough to require a home visit, he will probably require to be
admitted to hospital, which can be arranged without delay, and the
doctor will see him there.
Apart from dealing with emergencies and cold operative surgery,

the rural doctor does a great deal of minor surgery either in his
consulting room or at the local hospital.

Special areas
Owing to the vastness of the continent, there are areas in which

medical services are necessary but the population is not sufficient to
support a general practitioner financially. In order to help these
scattered communities, some of the states have placed salaried
district medical officers in some areas. The Royal Flying Doctor
Service is well known, serving many of the outback areas. In
Queensland this has been supplemented by The Flying Surgeon
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Service. A team consisting of a surgeon, anaesthetist and theatre
sister will fly out to assist the general practitioner with his surgical
problem on the spot.

In the Northern Territories the Commonwealth is responsible for
medical care generally, although there are a few private practitioners
in Darwin. A general practice clinic is run at the hospital by the
hospital staff. The Northern Territories Aerial Medical Service is
based on Darwin Hospital. Urgent cases are flown into the hospital
from the outlying settlements, where there is usually a resident
nursing sister. One of the Commonwealth medical officers pays
regular visits to the settlements every two or three weeks to deal with
less urgent matters, and the sister can always obtain advice over the
radio.

Premises
Few of the practices which I visited are run from the doctor's

home. This may have been due to the fact that I was particularly
interested in group practices; but most of the single-handed practi-
tioners whom I met have separate surgery premises and I was
informed that this is the usual pattern.
Many ofthe premises are purpose-built and a great deal ofthought

has gone into their planning; although some of the larger clinics
have been extended to accommodate more doctors and tend to
sprawl, thereby decreasing their efficiency. The waiting rooms are
usually of adequate size and the chairs are comfortable. Reception
desks of the counter type are used so that the receptionist can have
a clear view of the waiting room. It is desirable to have some
partition or barrier between the telephone and waiting room how-
ever. Appointment books giving all the members of the group on
one page are common; although some practices have separate books
for each doctor; this latter system appeared to be inefficient. Separa-
tion of the accounts department, if only by a partition on the counter,
eases the pressure on the receptionist.

Records are usually kept at the back of the reception area in filing
cabinets. The most common form of record is a stiff cardboard card
(6 in. x 4 in. or 7 in. x 5 in.) with the lines ruled along the long axis.
These cards, unprotected as they are, have to be of appreciable
thickness. When several are stapled together they soon become very
bulky. It is also difficult to attach the results of investigations,
specialists' letters, and other information to the card satisfactorily.
Sometimes, extracts are transcribed on to the cards, which reduces
the area available for clinical notes. Where separate account cards
are kept, this increases the number of clerical operations per service
and requires additional storage space. Cards for pensioner and
repatriation patients are usually filed in separate groups. Payment
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for these is claimed from government departments. Repatriation
patients are entitled to free treatment for accepted disabilities only.
They are issued with an entitlement card setting out these disabilities,
payment being made in the normal way for other illnesses. A few
practices have file covers containing thin paper sheets. Specialist's
letters can be filed in these covers and they appear to be the most
satisfactory, especially when records for the whole family are con-
tained in one file. It is easy to store files on shelves, which is more
economical with regard to space. The records are the property of
the doctor and remain with him.
Some doctors work solely from a consulting room equipped with

a couch. Other practices have one, two or even three examination
rooms per consulting room, the doctor moving from room to room
and the patients' records being placed in a box on the wall or door.
Most practices have a treatment room for dressings, injections and
minor surgery. Some have well equipped minor operating theatres
-complete with suction, anaesthetic equipment and recovery room.
These are usually designed so that a stretcher can be brought in
from outside the building. Many practices have x-ray apparatus
and dark rooms, though these are mainly used for the detection of
fractures. Storage of x-rays is a problem due to their weight and
size, many doctors give the x-rays to the patient.

Laboratory facilities vary from simple testing of haemoglobin and
urine to fully-equipped laboratories with technicians. Most doctors
consider that they should at least be able to do simple blood tests
and micro-urines on the premises.

Staff rooms, to which the staff can retire to change and have
refreshments, are a desirable feature. In some practices the staff
and the doctors have separate rooms. Toilet facilities are adequate
and a number of practices have separate facilities for staff and
patients. Almost invariably washing facilities, often with disposable
paper towels, are provided with the toilets. A rear door, by which
staff and doctors can enter and leave the premises, is an essential
feature.

Telephone calls are received at a switchboard and channelled to
the appropriate extension. Many practices have quite a large
switchboard and in the larger groups this occupies a full-time worker.
A large number of practices have an arrangement whereby out-of-
hour calls can be switched through to the doctor on duty. In some
cases an out-of-hour phone is installed at the surgery entrance,
connected through the board to the duty doctor; in others an
'Alibiphone' or an emergency call service is used.

In one practice the doctors have a pay-box phone for patients to
call taxis, make appointments with specialists and so on. They say
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that this greatly reduces the pressure on their own switchboard.
Non-urgent telephone messages are recorded in message books,

or on slips, which are put in clips for the individual doctors. The
messages are dealt with at the end of the surgery session. The
recording of the time of receiving the message is of considerable
value to the doctors.

Vinyl or thermo-plastic tiles are by far the most common type of
flooring, a number of doctors have carpet in their consulting rooms.
In some surgeries, tasteful use of wood for wall covering gives a
pleasing appearance. Heating is usually by gas or electric fires; in
the warm areas, fans and air-conditioning are in constant use during
the summer.
A very high proportion of patients arrive by car, and parking

both for the doctors and patients is a problem. In some cases,
doctors have been forced to purchase extra land to provide car
parking facilities. For the same reason, pram parking is not usually
a problem.

Cleaning is done by outside staff, sometimes by contract. The
doctor's desks, however, are the responsibility of the nurses or a
member of the surgery staff.

It is quite usual for the premises to be owned by a holding com-
pany, consisting of some or all of the doctors and, in some cases,
their wives and families. The practice pays rent to the holding
company; sometimes the holding company also supplies the equip-
ment but it is more usually the responsibility of the practice.

Ancillary help
In the surgery. In the practices which I visited in Australia, the

ratio of doctors to ancillary staff employed in the surgeries is 1:1.12.
The individual variations are extremely great, ranging from two
rural doctors, who employ no ancillary staff, to the largest group
in which 13 doctors employed 221 staff, including an office manager

Nurses. The ratio of fully trained nurses to other staff is 1:4.
Some doctors employ the nurse purely as a receptionist; in other
practices they perform many professional duties especially where a
minor operating theatre is present. It is easier for a group of
doctors to keep a nurse fully employed on professional duties than
in smaller practices.
The presence of a nurse during the examination of a female

patient is rare unless the nurse is actively assisting the doctor in
some procedure. The doctors state that usually the patient prefers
not to have a third party present. I met only one general practi-
tioner who stated that he always had a chaperone present. The
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partners of this British graduate complained that he was wasting the
nurse's time.

Other trained staff. In a minority of practices, radiographers,
laboratory technicians and, rarely, physiotherapists are employed.

Office staff. As appointment systems are general, a receptionist-
appointments clerk is essential. In larger practices the telephone
switchboard demands a great deal of attention and may be a full-
time job. Records may be dealt with by the receptionist or the
nursing staff. In some practices a filing clerk is employed.
The fact that services are rendered on a fee-for-service basis

involves the doctor in the employment of additional staff to deal
with recording, sending accounts and banking. Some practices
employ specially trained staff using accounting machines.

Outside the surgery. There are a number of agencies which may
aid the doctor. In the cities, the Silver Chain Nurses or District
Nursing Association will visit the patient in his home. These are
private organizations, subsidized by government funds, which make
a charge for their services, although this can be waived. In some
areas the Mothercraft Society, another private organization subsi-
dized by government funds, provides mothercraft nurses. They
advise expectant and new mothers, rather on the lines of our health
visitors. Some religious orders also provide home nursing care.

The states have their own government nurses. In the towns, they
are usually concerned with infectious diseases, school health and
preventive medicine. In the country, they often take on the work
done by the other organizations.

In the A.C.T., the Commonwealth Government provide a district
nursing service at a fee of 5s. per visit, no charge being made to
pensioners and indigents. In the Northern Territories, it provides
nursing sisters for some of the outlying settlements.
Although the services exist to a greater or lesser extent in various

areas, there is a good deal of fragmentation and lack of central
direction. The Royal Newcastle Hospital has, however, set up a
home care service, based on the hospital, for the geriatric patients
in the Newcastle area.

Conditions of work and remuneration
General practice in Australia is largely based on a private contract

between the patient and the doctor. The exception being the ten
per cent of the population who are entitled to free treatment through
the Pensioner Medical Service and the Repatriation (ex-servicemen)
Department. Even though the doctor enters into an agreement with
the Government in respect of his pensioner patients, it is still based
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on an individual item of service.
The doctor can limit his hours of work to his own requirements

especially if he is in single-handed practice. However, most of the
doctors whom I visited work between 48 and 55 hours a week, not
including time on call. The number of patients seen per day varies
from 35 to 50, more in times of epidemics.
The pensioner patients are the most demanding of the general

practitioner's time, as might be expected from a group containing
the aged and the permanent invalids. The number of services per
enrolled persons per year was 8.6 in 1964-1965.
For patients estimated to be covered by the medical benefits, the

number of services paid for by the Commonwealth was 3.1 per
patient per year. This is not a true figure of the doctor-patient
contacts, since it includes some items, such as maternity services,
which involves multiple contacts for a single payment. The number
of prescriptions per head of the population was 4.3 in 1964-1965.
Of the practices I visited, all the doctors in groups and many of

the single-handed doctors have a half-day off per week. Similarly,
all the groups have a rota for week-end and night calls, though most
practitioners deliver their own maternity cases whether on call or
not. In some areas solo practitioners have banded together to form
rotas for week-ends and holidays. Others have casual agreements
with their colleagues and some have no cover at all. There is, how-
ever, considerable dissatisfaction amongst the doctors who do
provide a 24-hour service, because they feel that they are often
acting as unpaid locums for their less conscientious colleagues. Not
only are they called out at inconvenient hours, but the fees for these
casual out-of-hours services are often very difficult to collect.

Recreation leave in the groups is usually four weeks per year, with
a further two weeks postgraduate study leave. Some have five or
six weeks leave without conditions. Occasionally the study leave
is cumulative, whilst other groups have provision for long service
leave of three to 12 months after a period of five or six years in the
practice. Sick leave is less generous-a locum usually being required
after two weeks at the practitioner's expense.
The provision for study leave is part of the pattern to encourage

the doctor to keep up to date and to obtain special experience or
higher qualifications, which would be of advantage to the group.
The university authorities, hospital staff and the Australian College
of General Practitioners are all active in furthering postgraduate
education, by seminars, week-end courses and evening meetings.
The College runs a visual aid service to assist at meetings and there
is a well organized tape and disc recording service, which is of
particular value to the isolated practitioner. The definition of
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isolation is relative to the size of the country and I met general
practitioners who had travelled over 100 miles to attend an evening
meeting. Council meetings, annual congresses, etc may involve
journeys of 1,000 miles or more.

A survey by the Australian Medical Association of doctors'
earnings produced figures of a net average income of £4,400 for
urban practitioners and £4,600 for rural practitioners. This survey
was the basis of the justification for the fee increases which took
place in the latter part of 1965. I met some doctors in well organized
group practices who were earning up to £8,000 per annum. The
doctors are responsible for the provision of their own premises and
staff. The capital outlay may be high, especially in towns where
land is expensive, but the doctors do not seem to experience any
difficulty in raising loans. Practice expenses vary from 28 per cent
to 41.4 per cent (in the largest group)-the average figure given is
about 33 per cent; but this does not usually include the doctors' car
expenses, which are an individual item.

There is no general superannuation scheme, so the doctors have
to make individual provision for their retirement, disablement or
death. Many of them are investing in land; the Australian taxation
system encourages this. Others own property or are building blocks
of flats which will bring them in an income in future years. Com-
merical insurance is also popular. All practitioners feel the need to
provide for the future but some find it hard to do so.

In former years the pattern for many doctors was that, soon after
qualification, they would start practice in a country area. Here the
doctor, by working hard, could earn a good living and expenses were
low. Later when his family required further education, or the doctor
wished to ease his work load, he would move into one of the larger
towns. I was told that this pattern was now disappearing. The
fact that young men are now unwilling to go into the country, with
a consequent shortage of rural practitioners, is causing grave concern
to responsible members of the profession. Various reasons are put
forward for the change. Many feel that present undergraduate and
preregistration training does not fit the young doctor for the responsi-
bilities of rural practice, and he is becoming more dependent upon
the support of his specialist colleagues. Some doctors feel that the
long hours are a deterrent. The shortage of locums and the difficulty
of taking proper holidays is a discouragement. Finally, the attitude
of the doctor's wife is a very potent factor.

Controls
Narcotics. Narcotics are not manufactured in Australia and their

control is a state function. Health department inspectors visit
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chemists to inspect registers, check prescriptions and stock. Nar-
cotics are available as medical benefits for the treatment of disease
but not for the satisfaction of addiction. In some states it is a crime
to be an addict and the state can confine the addict to an institution
The doctor can prescribe narcotics for his patient and obtain

supplies for emergency use. He is not allowed to write a prescrip-
tion for his own use. He is supposed to keep a drug register, but
this is not usually done; very few of the practices which I visited
have a register. The state department does not inspect the doctors'
registers unless there is some suggestion of irregularity, when they
do insist that it should be correctly maintained. Occasionally a
doctor is fined for not keeping proper records.
Some states require doctors to notify the health department of any

patient receiving narcotics for over one month. The director general
of the state can give permission to continue prescribing. In other
states, the inspectors report patients found to be receiving large or
continued supplies of narcotics to the director general. He will then
inquire the circumstances from the general practitioner either by
phone or letter; should it prove to be a case of medical necessity
he can authorize the continuance of the supplies. He can, in certain
circumstances, withdraw the doctor's authority to prescribe narcotics.

Pharmaceutical benefits. A list of pharmaceutical benefits is
published at regular intervals, and circulated to the doctors. Not
all drugs are included in the benefits schedule. Some are only
available to patients under the Pensioner Medical Service (e.g. Tab.
Acid Acetylsal.). Others are restricted to the treatment of specific
diseases and the doctor must endorse the prescription 'S.P.' (Special
Purpose). The quantity prescribable at one time is laid down in the
schedule and also the number of repeats.
The authority of the Commonwealth director of health has to be

obtained in order to prescribe some drugs (e.g. Corticosteroids).
Special drugs for the treatment of mental illness require a certificate
from a mental hospital, the number of this certificate has to be
quoted on the prescription.
The Commonwealth department also tries to educate the doctors

in the correct use of drugs by circulating the United Kingdom's
Prescribers' Journal. In some cases pharmacists from the department
will call on the doctor at his surgery. They carry details of the
practitioner's prescribing in relation to the state pattern, but act in a
purely advisory capacity.
The director general for the state may make a personal approach

to practitioners whose costs appear to be unduly high. The visiting
practitioner who has recently been appointed in New South Wales
will, I understand, discuss pharmaceutical benefits and the Pensioner
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Medical Service with the practitioners.
Should warnings and advice not be heeded, the doctor's prescrib-

ing may be considered by a medical services committee of inquiry at
the request of the director general. Because of the legal position, it
is necessary for the committee to inquire into specific cases. This
leads to a great deal of detailed work before the inquiry can be held.
Pharmaceutical inquiries are usually held into the prescribing of
broad-spectrum antibiotics over a period of one year. The com-
mittee can ask for clinical details and explanations.

If it is decided to proceed with the inquiry, a formal hearing takes
place and the doctor is invited to attend. Hearings are in camera,
but a transcript is kept in case of an appeal. The committee may
decide that a practitioner has prescribed contrary to the regulations
or has over-prescribed. In these cases, the doctor is liable to repay
the cost of the drugs or a sum not exceeding the extra cost of the
excess over what would be considered a reasonable quantity. The
committee may also recommend that the doctor be reprimanded and
that this be published in the Gazette. In serious cases they may
recommend the suspension or withdrawal of his right to prescribe
medical benefits. The Minister is not bound by the findings of the
committee but he usually follows their recommendations.

In the year 1964-1965, the medical services committees of inquiry
considered seven matters referred to them. As a result of the
committees' recommendations, three medical practitioners were
reprimanded, three received warning letters and one had his authority
to write prescriptions revoked. Also £233 was repaid to the Com-
monwealth by doctors, representing the cost of pharmaceutical
benefits prescribed contrary to the regulations. In addition, court
proceedings were taken against two dispensing doctors. The doctors
were fined for breaches of the National Health Act and ordered to
repay the Commonwealth a total of £2,771. Following the court's
decision one doctor had his approval revoked and the other had his
authority to write prescriptions suspended for eight months.

Pharmaceutical services committees of inquiry perform a similar
function with regard to chemists. Seventy-five cases were con-
sidered by them in 1964-1965.

Pensioner Medical Services. The number of services rendered per
patient per year is high, although there has been a slight reduction
over the past four years. The present figure is 8.6 per patient per
year. In order to prevent abuse, particularly excessive claims for
over-frequent services, the medical services committees of inquiry
consider cases referred to them by the director general. Specific
cases must be considered. The practitioner is asked to supply
clinical notes and he is invited to attend the hearing. The com-
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mittee has to decide which services should be allowed, and which
disallowed, for each specified patient. This can be a long and detailed
process.

In 1964-1965, these committees finalized 46 inquiries into the
provision of medical services to pensioners by medical practitioners.
This resulted in the reduction of doctor's claims in 28 cases, a total
reduction of £17,334. Two medical practitioners were reprimanded
and one had his agreement terminated.

Certification. Many workers are covered by sickness insurance
schemes at their work, which insures continuance of their pay for a
period of time. These schemes may require one or more certificates
from the doctor, depending on the length of time away from work
and the requirements of the particular insurance company. If the
worker suffers a loss of income as a result of temporary incapacity,
he may be eligible for sickness benefits from the commonwealth
social services. This benefit is subject to a means test and in the
case of a married claimant, the spouse's income is taken into account.
When the patient has been incapacitated for a week, he may obtain
a certificate from his doctor indicating the likely period of sickness.
Benefit is paid up to the period indicated provided that it does not
exceed 13 weeks. At the end of the period a further certificate is
necessary. Final certificates do not appear to be required. A form
is sent to the employer from the Social Services Department to
verify that the person is away ill and asking the date of commence-
ment of illness, salary, etc. Sometimes a further check is made of
the time of-recommencement of work.
When a person is permanently incapacitated for work or per-

manently blind he may be entitled to an Invalid Pension. There is
a means test on income and property, except for blind persons. The
practitioner completes a medical certificate to support the claim for a
pension. The claimant is examined by a Commonwealth medical
officer who assesses the degree of incapacity. In order to qualify
for a pension the claimant must be 85 per cent incapacitated.
The employers are responsible for payment of compensation for

loss of earnings due to industrial injuries. This is effected through
private insurance companies except in Queensland where the
Government Insurance Agency has a monopoly. In some cases,
when a patient is injured at work, he has the alternative of attending
his own practitioner or being treated by a doctor under contract
to the insurance company. I heard complaints from general practi-
tioners that patients were referred to the insurance doctor without
the position being explained to them. The insurance company can
refer the patient to a specialist of their own choosing, or to one of
their own medical officers, for verification. The practitioners are
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not always aware of these references, which is a source of annoyance
to them. Some trades unions insist on references to a specialist if
the incapacity has lasted more than one month.

Complaints. Since the contract between the doctor and the
patient is on an individual item of service basis, which the doctor
can give or refuse as he chooses, complaints to the department
about doctors are few. If a patient is dissatisfied he merely consults
another doctor. Sometimes, however, the patient or relatives may
have recourse to a civil court action for damages.
The State Registration Boards act in a similar capacity to the

General Medical Council in Britain.

Summary
The majority (75 per cent) ofthe population ofAustralia are covered

by contributions to the medical benefit funds, which will pay part of
the cost of doctors' fees. The Commonwealth Government will
also pay part of the fee in the form of a medical benefit, providing
that the patient is a member of a fund. The patient has to find the
remaining portion (at present about 31.9 per cent) out of his own
pocket.

Similarly the bulk of the population insure themselves against
the cost of hospital treatment and receive a subsidy from the Govern-
ment in the form of hospital benefits. The aged, chronic sick and
those with service disabilities receive free treatment from the general
practitioner and in the public wards of the hospital. The cost is met
by the Government at concessionary rates. In Queensland, treat-
ment in public wards is free to everybody. There are about 13 per
cent of the population who, through irresponsibility or design,
remain responsible for the whole cost of their medical treatment.

The doctor and the patient have freedom of choice. The contract
between them is based on an item-of-service payment. Most
doctors provide a full 24-hour cover for their practices, either
individually or by rota, but some do not.

The general practitioner has ready access to special investigations
(laboratory and x-ray services). These are extensively used and have
to be paid for by the patient, who may reclaim part of the cost from
his fund.
The right to treat his patient in hospital is a fundamental part of

the general practitioner's philosophy. Although the general practi-
tioner has been excluded from some hospitals, particularly in the
cities, he still has access to private hospitals. All maternity cases are
delivered in hospital, the vast majority by their own general practi-
tioners.
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The average general practitioner enjoys a good income. Some
have a very high income. There is no general superannuation scheme
and the individual doctor has to provide for his own financial
security.
The doctors are financially responsible for the provision of their

own practice premises and staff. Premises are generally pleasant
and well equipped to suit the doctors' individual needs. Records
vary in size and shape and are the property of the individual doctor.

Surgery staff is adequate. They are required to deal with the
patients' accounts as well as their medical needs. Groups of doctors
often employ specialized staff such as nurses, medical secretaries, and
accounting machine operators.

Domiciliary nursing aid and advice is available through state
government nurses and certain voluntary organizations, subsidized
by Government funds. The patient is expected to pay for the
services unless indigent.
Group practice is well established and well organized. The num-

ber and size of groups is increasing.
A number of controls are operated by the Commonwealth govern-

ment to counteract abuses of the pharmaceutical benefits and pen-
sioner medical schemes.

Complaints by patients to authorities are infrequent, the patient
usually expressing his disapproval by changing to another doctor or
not paying his bill. In a few cases civil court proceedings may be
taken.
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III

NEW ZEALAND

General situation

The 2,500,000 inhabitants of New Zealand are spread unevenly
over the two islands, which have a land area slightly larger than the
United Kingdom. The residents of these islands are entitled to free
hospital treatment in public hospitals, maternity services and
laboratory diagnostic services. The majority of drugs are provided
free, and the Government assists with the payment of fees for doc-
tors' services, diagnostic x-ray examinations and private hospital
treatment. To finance these benefits there is a Is. 6d. in the £1
Social Security Tax on earnings. Other benefits of social security
include pensions, sickness and unemployment benefits. The pro-
vision of these benefits is now authorized under the Social Security
Act 1964, but the present state of affairs has not come about all at
once nor without travail.
The first step was the Social Security Act 1938. An essential

feature of this Act was that it provided cover for the total resident
population, the benefits being available to all as a matter of right,
regardless of the amount of tax paid. The benefits are restricted
only in cases where a person is entitled to recover the expenses by
way of compensation or damages. Various benefits were introduced
at intervals.
Free treatment in mental hospitals. This was introduced in April,

1939.
Maternity benefits. (May, 1939). Under this scheme, the mother

is entitled to free treatment in public hospitals, or to a subsidy
towards the cost of private hospital accommodation. The Depart-
ment of Health also pays the medical practitioner's fee-this was
originally fixed at an inclusive fee of £8 8s. Od. This remained
unchanged for many years. In January, 1966, however, a new scale
was introduced, entitling the doctor to a fee of £15 15s. Od. for an
average case given 13 antenatal attendances.
The cost of these services has risen from £1,376,564 in 1955-1956

to £1,803,523 in 1963-1964. In 1964-1965, a change in the fiscal
system removed the payment of benefits to public hospitals. Pay-
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ment for other services declined from £813,390 in 1963-1964 to
£777,853 in 1964-1965.

Hospital benefits. (July, 1939). These provided that every person
had a right to free treatment in public hospitals, a subsidy being
paid for treatment in them. A subsidy is also paid for treatment in
private hospitals, which now provide about 14 per cent of the total
number of available hospital beds. With the introduction of this
measure, the 'honorary' system for specialists disappeared from the
New Zealand scene. In March, 1941, free outpatient treatment at
hospitals (not including x-rays) was introduced.

Medical benefits. (Capitation scheme, March, 1941). From 1938
to 1941 protracted and often bitter negotiations took place between
the Government and New Zealand Branch of the B.M.A. over the
introduction of the General Practitioner Scheme. The introduction
of a capitation contract (15s. per person per annum) was boycotted
by the vast majority of the profession. Alternative measures were
finally agreed upon.

General Medical Services. (Alternative to capitation scheme,
November, 1941). Under these regulations the practitioner was
entitled to receive a fee of 7s. 6d.'for each surgery consultation or
home visit and 12s. 6d. for out-of-hours service. This fee has
remained unchanged up to the present time. It is accepted that
these payments now form only part of the doctor's total fee. The
patient is responsible for the balance, which varies from doctor to
doctor. The doctor has the choice of two systems of payment:

In the Refund system the doctor sends the patient a bill for the whole fee.
The patient receives a refund of the Government benefit on production of the
receipt at a post office. Only 18 per cent of doctors now use this system.
The Schedule system is used by an increasing majority of doctors. They

record the details of patients seen on a daily schedule, which is presented to the
department for payment. The patient is charged the doctor's normal fee less
the government benefit. The doctor's additional charges have risen considerably
over the years but in some cases, where he knows hardship exists, he may waive
his extra charge.

Based on a fee for individual service, there is freedom of choice
by the patient and right of refusal by the doctor. These freedoms
and rights are'often used and, in a few cases, abused.

Cost of medical benefits has risen steadily from £3,549,000 in
1966-1956 to £4,381,888 in 1964-1965 the rise being 1.3 per cent in
the last year.

Pharmaceutical benefits. (May, 1941). This scheme has worked
smoothly from the beginning. Provision is made for the free supply
of pharmaceutical requirements on the prescription of a registered
medical practitioner. The range of benefits is defined in the drug
tariff, together with limitations on availability, source of supply, etc.
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Some drugs are only available from hospital dispensaries and there
is a part charge for a few drugs.
The cost has risen from £4,039,145 in 1955-1956 to £8,867,214 in

1964-1965; the average cost per prescription in the last year was
lOs. 6jd. (lOs. 1 3d. in 1963-1964) and the number of prescriptions
was equivalent to 6.4 per head of the population.

X-ray diagnostic services. (November, 1941). These services may
be provided through the hospitals or private radiologists. The
Government has a schedule of fees and the radiologist is entitled to
make an additional charge not exceeding the sum paid by the
Government.
Laboratory diagnostic services. (April, 1946). These services are

provided free by the hospital boards or private pathologists. No
additional fees are charged. I heard concern expressed in some
quarters over the rapidly mounting cost of these services.
Supplementary services. Assistance is given towards the cost of

physiotherapy. Free district nursing services are available and a
subsidy towards domestic assistance in some areas.
The New Zealand Branch of the British Medical Association is

recognized by the Government as the negotiating body for the
profession. Recently a small organization, calling itself the New
Zealand Medical Association, has been very active in the medico-
political field. The relationship between the Government and the
profession has undergone slow and steady improvement since the
original battles were fought in 1938-1941. However, some doctors
still feel that the Department of Health is too interested in 'policing'
the bad doctor, rather than encouraging favourable conditions for
the good doctor. Liaison was further advanced by the appointment
in 1959 of a visiting practitioner, an Assistant Director of the Divi-
sion of Clinical Services, who visits all the doctors to discuss prob-
lems and recent therapeutic advances. The Department has been
at pains to stress the fact that he has no disciplinary function.
Recently, a second visiting practitioner has been appointed in the
northern area.
Two select committees have reported on the working of the health

scheme. The Select Committee on Pharmaceutical Benefits 1961-
1962 felt that "on the whole this scheme had met the needs of the
community adequately". It also made suggestions as to the control
of cost, and recognized the value of the appointment of a visiting
practitioner.
The Select Committee on the Availability and Distribution of

Doctors 1959-1963 (A and D Committee) recommended that a
second medical school should be established-the Auckland Medical
School will take its first entry of students in 1967. The committee
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viewed with concern the shortage of doctors in some areas, whilst
more attractive areas were over-doctored. It recommended that
surveys of doctor distribution should be published from time to
time-a booklet entitled "Where should I practice?" was published
by the director of the Clinical Services Division in 1965, giving the
relevant details. Although some of the individual doctors do not
agree with the conclusions with regard to their own particular area,
this publication was welcomed by the New Zealand Medical Journal
as 'practical advice'. Recommendations were also made by the
committee with reference to the schedule system.
As in Australia, the image of the hospital doctor is becoming

more attractive and that of the general practitioner less attractive.
Consequently, an increasing number of undergraduates are express-
ing a preference for specialization. The incentive is certainly not a
financial one; the specialists (except pathologists and radiologists)
are in an unfavourable position financially, compared with the
general practitioner or their colleagues in other countries.

Training units for general practice were one of the recommenda-
tions of the A and D Committee. The Royal College of General
Practitioners is also giving the matter consideration-a two-year
rotating internship has been suggested to enhance the status of the
general practitioner. The Department of Preventive and Social
Medicine at the University of Otago is trying to introduce the student
to general practice during his undergraduate years.

General practice
Of the 1,280 general practitioners in active practice on 1 April,

1965, over 75 per cent are in urban areas. Three hundred and eight
(24 per cent) practice in the Auckland area alone. The pattern of
practice in town and country varies less than in Australia, due to the
fact that the general practitioner does little work in hospital except
for maternity cases. Naturally, the rural practitioner is more isolated
from support and he finds it more difficult to obtain cover for time
off and holidays.
The New Zealand general practitioner is still something of an

individualist. Group practice is not common in New Zealand as
yet. The frequency with which I encountered groups diminished as
I travelled southwards.
Towns
The urban practitioner spends most of his working day in his

surgery. In Auckland the usual time for starting is 8.30 or 9 a.m.
Sometimes the doctor will do a few visits on his way to surgery. In
other centres the doctors prefer to do more early visits and start at
10 or 11 a.m. Some do not commence work in their surgery until
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1 p.m. Afternoon consulting hours are universal, sometimes con-
tinuing until 6 p.m. Some practices have a break for tea and a
further short session ending at 7.30 p.m. Saturday morning sessions
have disappeared altogether from some practices and in others they
are only run by a skeleton staff. This is in accordance with the New
Zealand pattern of a five-day week. Few shops or restaurants are
open on Saturdays.
Appointment systems are general, but some doctors still hold

open surgeries. Many of the groups have staggered hours for the
members of the group. This enables them to have the surgery
covered for 10 to 12 hours of the day. Sometimes this situation
has been forced upon them by inadequate accommodation. It has
the advantage that fewer staff are required at any one time. Appoint-
ments are usually booked at 10 to 15 minute intervals but tend to
become doubly booked at times.
Some of the doctors prefer to show a patient out personally and

call in the next one, but the majority of patients are despatched from
the waiting room to the doctor by the receptionist. Sometimes the
receptionist is notified by a buzzer or by a code of rings on the
doctor's extension telephone. Many ofthem, however, seem to work
by observation and instinct.
Under the schedule system of payment, the patient's name is

entered on a schedule sheet, either by the doctor or staff. The
additional fee is often paid at the time, and patients are encouraged to
do this by a variety of notices in the waiting room. Otherwise a bill
has to be sent. Patients attending a doctor working on the Refund
System have to pay the whole fee, the receipt entitling them to a
refund of the government benefit. A number of doctors give the
patient a coded slip to take back to the reception desk. This usually
indicates the appropriate charge, and the proposed date and esti-
mated duration of the next appointment.
The doctor prescribes such drugs as he thinks fit. Seven days

supply and one repeat (if required) is the usual practice. In some
cases, an extended supply for one to three months may be prescribed.
The patient usually obtains his drugs, free of charge, from the
chemist. He may, however, have to go to the hospital dispensary
for special drugs.
A few simple tests (haemoglobin or urinalysis) are done at the

surgery, but generally patients requiring investigations are referred
to private pathological laboratories. In the larger centres, these
private pathological laboratories are very highly organized, and
employ large and highly-trained staffs. In some cases nurses, in
radio-controlled cars, will visit peripheral centres. They collect
specimens at the doctor's surgery and at the patient's home. Some-
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times the patient is referred to the hospital laboratory.
Those requiring diagnostic x-rays are referred to private radiolo-

gists or to the hospitals. The doctors state that, in most cases, they
receive more speedy reports from private sources.
When a second opinion is required, the patient may be referred

to a specialist privately or at the hospital outpatients. Some general
practitioners accuse the specialists of deliberately maintaining a long
waiting list at the hospital to encourage private practice. Certainly,
it seems to be financially advantageous for an insurance company,
involved in an industrial injury or compensation case, to pay for
private consultation and hospital treatment in order to shorten the
time during which compensation is paid.

Maternity work has become unpopular with many urban practi-
tioners, and some have given it up altogether. Various reasons are
given. First, the fee, which had remained at a low level for many
years, was considered grossly inadequate; even after the recent
increase, some doctors do not feel that it is economic. The general
practitioners feel that, in the past, the Government has taken
advantage of their professional good nature. Second, the time
involved is considered to be excessive; this is particularly so because
many of the local private maternity homes have closed down and the
majority of beds are concentrated in the large hospitals. Many
doctors state that they cannot afford the time to travel across a
large urban area. They prefer to refer the patient to a specialist or
a general practitioner working near to the hospital. Third, there are
complaints that it is very difficult for the average general practitioner
to get beds for his patients in some hospitals.
Home visits are still an integral part of urban practice. Many

doctors feel that they are uneconomic, but are necessary in a minority
of cases. There is a growing feeling that the number of visits should
be cut down in order to allow the doctor more time in his surgery. I
was given figures of the ratio of surgery consultations to visits
varying from 3:1 to 6:1. The number of visits is highest in highly-
doctored areas, where it forms an important part of the income. I
found some doctors calling to give routine injections of diuretics
or haemopoetics to their patients who were unable to attend the
surgery. This work could have been done by a trained nurse. The
doctors justify this practice by the fact that it enables them to keep
a check on the patient's condition, and also these 'short' visits
compensate for the time spent on longer visits.

In accordance with the five-day week principle, a number of
doctors do not take a halfday off during the week. Rotas for evening
work, night calls and week-ends are operated by the groups. In
some areas, groups of single-handed practitioners have also formed
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rotas. The groups operating these rotas complain that, when it is
known that they maintain 24-hour cover, they are often called to
patients of their less conscientious colleagues, who lock up their
surgeries and are not available at nights or week-ends. In order to
help the patient who has no doctor or who cannot contact his usual
doctor, the more responsible members of the profession operate
night emergency services in some areas. The Red Cross and St
John Ambulance Brigade will forward emergency calls to the
doctor on duty. This is a gallant attempt by certain members to
maintain the ethical standards of the profession. The other alterna-
tive for the patient is to attend the hospital casualty department if he
is able.

Country
Not all the rural practitioners work in isolation. In a few country

towns there are organized groups and in others the doctors co-oper-
ate in rotas for off-duty, nights and week-ends. Some doctors,
either because of their situation or personal preferences, remain
independent. Locums are difficult to obtain for country practices.
The great majority of patients are seen in the surgery. As in

Australia the availability of transport, the improved roads and the
economy of the doctor's time are given as reasons for keeping visits
to a minimum.
Most of the rural doctors do maternity work. A network of

small maternity units, staffed and maintained by the Government,
serve their needs. Other patients requiring hospital admission are
sent to regional hospitals, where there are resident and specialist
staff.
The general practitioners perform some simple investigations them-

selves. Patients requiring investigation may be referred to the
nearest hospital or private pathologist or radiologist. Sometimes
the doctor will collect and despatch the specimens, some private
pathologists will run a collection service.

Special areas
In the more sparsely populated areas, the community may be

cared for by a salaried doctor. There are 23 of these areas, employ-
ing a total of 27 doctors. The doctor receives a salary, rent-free
house with basic furniture and a car allowance. In some areas
dispensing contracts, maternity fees and workers' compensation
cases provide an additional source of income.
Some of the special area posts are filled by doctors who received

a government bursary to pay for their medical training. They are
bound to the Government for a number of years after qualification.
In the majority of cases, it is not the policy of the department to
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allow doctors to settle permanently in these special areas.

Premises
Just over half the premises that I visited were purpose-built, the

remainder being conversions of part or the whole of existing build-
ings. Some single-handed doctors still practise from their houses,
but the vast majority of practitioners have separate establishments.
Groups are not usually large, five being the highest number of doc-
tors in the groups which I visited. Even so, some groups have
outgrown their premises, and have had to stagger their hours. Some
have branch surgeries.
Few surgeries have counter-type reception desks. The majority

have an opening from the office into the waiting room, or a separate
office to which the patient reports before going into the waiting
room. Most waiting rooms are adequate in size with reasonably
comfortable seating, a few are very comfortable indeed. Offices
are generally adequate for the number of staff. The telephone
switchboard invariably has internal extensions and a number of
practices have direct extensions to the doctors' homes. If this is
not practicable, due to distance, automatic answering devices are
frequently used. Some doctors provide no out-of-hours telephone
cover at the surgery, the patient being expected to ring the doctor's
home. Resident caretakers are exceptional.
Owing to the small size of most practices, separate accounts

departments are unusual but some of the larger groups have them.
A few practices sub-contract their accounting work to independent
accountants. Records are kept in the offices in filing cabinets.
Most doctors use history-cards as in Australia, but some have
individual or family files. Separate account cards or slips are used.
In one rural town, I found a group of doctors who were using a copy
of the N.H.S. envelope, with an open system of filing in the centre
of the office. This seemed to work very well indeed, the envelopes
for each family were held together with a rubber band.

Suites consisting of a consulting room and examination room are
the usual pattern, but some doctors prefer to work from a single room
with a screened couch. Built-in sphygmomanometers and angle-
poise lamps are common. A diathermy apparatus is also a common
fitting. Some practices have a separate treatment room. Labora-
tory facilities are generally confined to simple tests. A few doctors
take electrocardiographs. Diagnostic x-rays are rarely performed
by general practitioners.

Rest and common-rooms are provided by some practices and are
valuable assets. Lavatories are generally provided; a minority of
practices have separate lavatories for staff and patients. Washing
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facilities are less commonly provided.
As in Australia, synthetic tiles are the most common type of floor

covering. Carpets are often used in the consulting room and some-
times in the corridors-this helps with sound insulation. The stan-
dard of decoration is good. One practice has different coloured
chairs in the waiting areas for each member of the group. A few
practices have been compelled by law to provide car-parking facilities
but the majority rely on street-parking.

General cleaning is usually performed by an outside agent, some-
times a commercial firm. The doctor's desk, couch and instruments
are dealt with by the nurses.

Ancillary help
In the surgery. In the practices which I visited in New Zealand,

the ratio of doctors to ancillary staff employed is 1:1.18. Variations
are not very marked.

Nurses. The ratio of staff with nursing training to other workers
is 1:2. This is a surprisingly high proportion when it is realized
that, officially, to be paid for an injection a doctor must give it
himself. The nurses are employed mainly on reception duty but
also look after the treatment room, instruments etc. Occasionally
they act as chaperones.

Office staff. A receptionist appointments clerk is a necessity. The
telephone demands a great deal of attention but its operation is
usually combined with other work. Records of patients expected
are often got out by the nurse or receptionist prior to the session.
Either they are placed in the doctor's room or they are held at
reception until the patient arrives, the doctor being given a list of
the patients. A few of the larger groups have separate staff to deal
with accounts, but in the smaller practices this is usually combined
with other duties. I did not see any medical secretaries.

Outside the surgery
The doctors may call on a variety of organizations to assist them

in the patient's home. Some of these are provided by the hospital
boards. The whole of the country is covered by 37 of these boards.

District nursing services. These are provided by the majority of
boards. The nursing sisters usually work in specified areas. Their
services can be requested by any practitioners. Eleven of the boards
do not provide this service and the Government Health Department
has to provide it.
Meals on wheels. Twenty-five of the 37 boards provide this ser-

vice in some areas. A small charge is made.
Linen service. Twelve boards have a laundry service for approved
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cases, usually at a small charge.
Home aid service. Domestic assistance is provided by 15 boards

to patients who are under the care of their own doctor and being
attended by the district nurse. This service is subsidized, the cost
being 5s. per hour with the patient usually paying half the cost. I
was told that these helpers were very scarce.

Domiciliary occupational therapy. Limited but increasing facilities
are provided by eight boards. The patient is required to pay the
cost of materials.

Domiciliary physiotherapy. Only two boards provide this.
There is no charge.

Ambulances. These are the responsibility of the hospital boards,
but this is usually delegated to the St John Ambulance Brigade.
In some areas ambulances are free but in others the patient may
receive a bill. The Air Ambulance Service transported 1,390
patients' in 1964-1965.

Public health nurses. These are employed by the Health Depart-
ment and are normally concerned with infectious diseases, child
health and health education. In some areas they may also provide
the district nursing service.
Plunket Society. A unique New Zealand institution, the society

started as a voluntary organization for the care of mother and child.
It is now subsidized by the Government. Its nurses, trained at the
Karitane Hospital, operate from Plunket Rooms all over the country.
They are concerned with the welfare of the child from birth to
school age and work in a manner similar to our own child welfare
clinics. They give lectures in parenthood but do not usually take
part in antenatal care.

Conditions of service and remuneration
The New Zealand general practitioner is a free agent. He can

settle in any area he chooses. The maldistribution of doctors and
the increasing reluctance to set up practice in rural areas was high-
lighted by the Committee on the Availability and Distribution of
Doctors. The doctor's contract with the patient is based on an
individual item of service.
The doctor can work as long, or as little, as his inclination and

financial requirements permit; providing he does not exceed a
maximum of 50 services per day. A recent survey of urban practi-
tioners showed an average working week of 54 hours, not including
time spent attending meetings and on call. In the practices which I
visited, the usual work load was 35 to 40 services per day. The
number of services per head of the population per year was 4.3 in
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1964-1965. The number of prescriptions per head was 6.4 in the
same year. The majority of the services take place at the surgery.
The doctors rarely enter hospital except for maternity cases or to
see patients in geriatric homes. Very few of the general practitioners
to whom I spoke expressed a desire to become involved in the care
of their patients in hospital. They felt that they were fully occupied
in their practices.

All the groups and some of the single-handed practitioners have
rotas for nights off and week-ends to give cover for their practices.
Some have only casual arrangements. A few make no provision
-for cover at all, relying on their colleagues or the hospital to deal
with any emergency which might arise. They take the view that this
is their legal, if not their ethical, right.

Recreational leave in groups is usually four weeks per annum,
but few make formal provision for postgraduate or long service
leave. I found some practices which had no legal agreement at
all. The College of General Practitioners and the university and
hospital staffs are active in the field of postgraduate education, but
I heard complaints of considerable apathy amongst the general
practitioners.

In a country where living standards are high, the general practi-
tioner earns an income which places him high among the income
groups. A recent survey of practices in an urban area showed an
average income for practitioners in group practice of £4,100, and
£3,700 for single-handed practitioners. This agreed with figures
given to me in the practices which I visited. With Income Tax
reaching a maximum of 12s. in the £1 at £3,660 (plus ls. 6d. Social
Security Tax) some doctors are inclined to consider that further
effort is not worth while.
The doctors are responsible for the provision of their own premises

and staff. In some cases, the premises are owned by their wives and
families. The capital outlay is often high, particularly in the urban
areas, and the doctors are beginning to feel that the State should
assist them. Practice expenses range from 30-45 per cent in the
practices which I visited. An interesting fact is that although
expenses are higher in group practice, even when these have been
deducted, the group doctor has a higher rate of earning per hour than
his single-handed colleague.

Superannuation benefits are available, under the Social Security
Act, to all residents of New Zealand at the age of 65; providing that
they have been resident in the country for 20 years. The present
rate is £9 16s. Od. per week for a married couple. Apart from this
benefit, the doctors have to provide for their own financial security.
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Controls
Narcotics. The control of narcotics is the responsibility of the

Public Health Division of the Ministry of Health. Public health
pharmacists report cases, discovered during their routine inspection
of chemists' registers, to the medical officer of health. He contacts
the general practitioner who furnishes him with a report on the
patient's condition. In cases of medical necessity, a standard form
is submitted every six months.

In cases of addiction, the medical officer of health can raise the
question of psychiatric opinion. He can authorize the doctor to
issue drugs, but the patient can only receive drugs from one doctor
and one chemist. He can be prosecuted for obtaining supplies
elsewhere. As in the case of medical necessity, an enquiry form is
completed every six months.
Under the present Act, the doctor is required to keep a register,

but this is never enforced unless the Department is suspicious of
irregularities. In this case, the doctor is informed that he must keep
a register and that it will be inspected from time to time. A doctor's
right to prescribe narcotics may be withdrawn. The Narcotics and
Dangerous Drugs Act was being reviewed and consolidated at the
time of my visit.
Pharmaceutical benefits.- The Special Committee on Pharma-

ceutical Benefits 1961-1962 reviewed the workings of the system and
its controls.
The doctor is allowed to prescribe all the drugs listed in the drug

tariff. Although this is a limited list, it is quite comprehensive.
Applications for drugs to be included in the list are considered by the
Pharmaceutical and Therapeutics Committee. The doctors are
advised of changes through Prescribers' Notes. This excellent
publication, the work of the Division of Clinical Services, consists of
coloured leaflets which can be bound in a loose leaf cover, which was
issued to doctors at the commencement of publication.

Fresh additions are sent out nearly every month. They are of
three kinds:

1. Notes on prescription costs-giving comparison of drug costs in the
various categories.

2. Therapeutic notes-short, practical articles on treatment. Some originate
in New Zealand and others are based on articles in the British
Prescribers' Journal and in other periodicals.

3. Clinical service letters-supply information on changes in the drug tariff
and other administrative details.

Although the doctor is free to prescribe the drugs included in the
drug tariff, there are certain restrictions. The normal quantity
prescribed is one week's supply, and one repeat is allowed. The
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doctor may prescribe sufficient for one to three months if he endorses
the prescription "Extended supply". Certain drugs are classified
'Hospital board'-these are only supplied free at public hospital
dispensaries. Others are classified 'Hospital board specialist' and
must be supported by a recommendation from a specialist.

If the manufacturers fail to agree to what the Government con-
siders a fair price for a preparation, some drugs may be classified
"E.F.P." (Extra for proprietary). The Government will pay part
of the cost, usually the cost of the non-proprietary equivalent, and
the patient has to pay the extra cost. This has provided an effective
method of forcing manufacturers to accept a fair price. There is
usually a marked fall in the sales of drugs classified "E.F.P.".
Owing to the difficulty ofthe daily schedule system, the department

has found itself unable, except in a very few cases, to take disciplinary
action against doctors for over-prescribing. It has proved impossible
for doctors using the refund system. As the doctor has no list of
patients, the schedule sheets have to be analysed as well as the
prescriptions-a mere count of services rendered does not give a full
picture of the doctor's practice.

In the year 1964-1965 the costs for schedule doctors in five districts
were analysed. These analyses gave:

1. Services per patient,
2. Prescriptions per patient,
3. Average cost per prescription,
4. Average cost of drugs per patient per month,
5. Average total cost per patient per month (Genelal Medical Services plus

drugs).
This last figure has been accepted as the fairest method of com-

parison.
The value of the visiting practitioner is recognized by all sides of

the profession. Although he has no disciplinary functions, he can
bring considerable influence to bear on the doctors by informed
discussion. He is given ample time for reading, and works in close
liaison with the Pharmaceutical and Therapeutics Committee.

In April, 1965 'Proper name' labelling of all tablets and capsules
was introduced, unless the prescriber specifically indicates that he
does not wish this to be done. Although this is essentially a safety
measure, it can lead to economies.

Medical services. Although there is no official fixed figure, the
Government considers that 50 services per day by the doctor is a
reasonable upper limit. The department's concern, when high
figures are recorded, is solely with the quality of service given. Any
doctor who consistently exceeds this figure is reported to the medical
officer of health for his district. The doctor's claims are kept under
regular scrutiny. Unless the medical officer of health is satisfied,
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from his own knowledge, that the quality of the service given is of a
high order, an 'informal preliminary inquiry' is held in conjunction
with a representative of the British Medical Association. In the
majority of cases, this is all that is necessary.

Should the result not be satisfactory, a formal complaint is lodged
with the disciplinary committee. They may decide that a proportion
of the services do not warrant payment at the full rate of benefit.
If the committee finds that an unduly large proportion of the services
would not attract payment of full benefit, they may advise the
Minister of Health to direct that the amount paid in future claims
be limited to a specified figure. After three months, the doctor may
apply for this direction to be revoked.
To verify claims, the department, with the agreement of the

British Medical Association, writes to a small percentage of patients
enquiring whether they received a certain service from the doctor
on a certain date.
Departmental policy favours persuasion and the informal

approach. The number of cases referred to the disciplinary com-
mittees by the department is small. In the period August, 1958-
March, 1965, 115 cases were reported on by the medical officer of
health in which informal preliminary inquiries were not recom-
mended. Informal inquiries were held into a further 48 cases. Only
18 cases were referred to the disciplinary committees. The depart-
mental complaint was substantiated in 15 of these.

Certification. Subject to a means test, sickness benefit may be
paid to a person temporarily unfit for work through illness. The
patient must be certified as unfit by a registered medical practitioner
and must have suffered a loss of earnings. In general, benefit is
not payable for the first seven days of incapacity.
The medical practitioner has to certify the cause and probable

duration of incapacity. Also he has to state whether the patient is
receiving hospital treatment. Further certificates are required at
monthly intervals. Prescribed forms are issued for these purposes.
No checks are in operation on these certificates but the patient may
be referred to a specialist by the Social Security Department for
assessment, particularly if the question of permanent incapacity is
raised.
Workmen's Compensation Act cases have to be certified by the

doctor giving the date of examination and a statement by the patient
of the time and circumstances of the accident. The doctor has to
give an opinion as to total or partial disablement, estimated duration
of incapacity and whether he considers incapacity to be due to the
accident. A further medical certificate is required at intervals. A
patient may be referred by the insurance company to a doctor under
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contract to them, or to a specialist. Should an operation be re-
quired the company will often pay the expenses to have this done
privately.

Complaints. Complaints by patients about doctors to the Govern-
ment Department are very rare, due to the item-of-service contract.
The doctor's right to refuse a service is fully recognized.

Every doctor, who practices in New Zealand, has to apply each
year to the Medical Council for an annual certificate to practise.
This costs £1 per annum. The council will hear complaints of grave
impropriety or infamous conduct. They can delete the doctor's
name from the register or impose a lesser penalty.

Summary

All the residents of New Zealand are entitled to free treatment in
public hospitals, free diagnostic laboratory investigation and free
maternity services. The Government makes a grant towards the
cost of general medical services, diagnostic x-ray examinations and
private hospital treatment. The vast majority of drugs are also
provided free. The cost of all these services is met from a Social
Security Tax on earnings.
There is freedom of choice of doctor by the patient and of patient

by the doctor. The contract between them is based on an item-of-
service payment, except in the case of maternity services. Twenty-
four-hour-cover is provided by most doctors either by rota or
individually, but a few adopt an irresponsible attitude. In some
areas an emergency service is run by the doctors. The patient is
also entitled to free treatment at the outpatient or casualty depart-
ment of the public hospitals.
The general practitioner has ready access to special investigations

(laboratory and x-ray services) through private consultants or the
hospitals. These are extensively used and some private services are
very highly organized.
The general practitioner does not usually participate in the care

of his patients in hospital except in maternity cases. Maternity work
is becoming unpopular with some doctors and has been abandoned
altogether by others.
The average general practitioner enjoys a good income and

standard of living. He is largely responsible for the provision of
his own financial security.
The provision of practice premises and ancillary staff is the

responsibility of the doctor. Premises are generally satisfactory,
but some practices have outgrown their accommodation. Equip-
ment is generally good and varies with the requirements of the
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individual doctor. Records vary in size and shape, they are the
property of the individual doctor.

Surgery staff is adequate. A considerable number have nursing
training but usually combine nursing with other duties. The keeping
of schedules and patients' accounts form an important part of the
work of the office staff.
A variety of services are available to aid the doctor in the domi-

ciliary care of his patients. The majority are provided through the
hospital boards but the availability of various services is by no means
uniform.
The majority of practitioners do not practise in groups, but the

number of groups is increasing. There are no large groups.
The Department of Health operates a number of controls to

discourage abuses of the general medical services and pharmaceutical
benefits scheme.

Official complaints by patients are very rare.
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IV

CANADA

General situation
Until recently, the 18,000,000 inhabitants of the second largest

country in the world held the general philosophy that it was for the
individual citizen to make whatever provision he felt necessary to
meet the cost of doctors' fees and drugs. The 'wind of change' is
blowing in North America, as well as in other parts of the world,
and this philosophy is being increasingly questioned.
The British North America Act of 1867 left the provision of

medical care in the hands of the government of the ten Provinces.
The Federal Government provides for the needs of the Veterans,
members of the Armed Forces, Indians and the inhabitants of the
Northern Territories. It is also responsible for the administration
of the Narcotic Control Act and the Food and Drugs Act. In other
spheres the Federal Government has no responsibility and the limit
of its power is to say that if the provincial governments do certain
things, then the Federal Government will help in various ways.

Health grants. The first of these was offered in 1919. The
Federal Government offered to pay half the cost of the establish-
ment and running of venereal disease clinics in the provinces.

In 1948, a whole system of grants-in-aid were offered to the
provinces. These included grants towards the cost of tuberculosis
services, mental health, cancer treatment, the improvement of
professional training and hospital construction. These grants are
still in operation; programmes are reviewed and evaluated, and are
voted on annually by parliament.

There is a Dominion Council of Health, which is a co-ordinating
body. Under the chairmanship of the Deputy Minister of National
Health, it consists of the chief medical officers in each province and
five representatives of the general public. In 1957, Federal Govern-
ment passed the Hospital Insurance and Diagnostic Services Act.
This provided that, if the provincial government met the cost of
hospital services, the Federal Government would share the cost.
Over the country as a whole the Federal contribution is 50 per cent
of the cost, but the amount given to any particular province varies
-rather less to the more wealthy provinces and rather more to the
less wealthy.
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It is left to the individual provincial government to decide how
their share is to be raised. Various methods are used-general
provincial taxation, special taxes (e.g. sales tax), premiums paid by
individuals-or a combination of these. It is open to the provinces
to make a small daily charge if they wish. In British Columbia the
charge is $1 per day and in Alberta $2 per day for treatment in a
public ward. Semi-private and private wards, are, of course, more
expensive ($10 per day for a private ward in Calgary).

This Act only covers the cost of hospital accommodation, facilities
and diagnostic procedures whilst in hospital. It does not cover the
cost of the doctors' services, except junior resident staff. Thus,
except in Saskatchewan, it is still for the individual to make his own
arrangements to pay the doctor's fees.

In all provinces pre-paid commercial schemes are available; in
some there are non-profit-making schemes sponsored by the doctors
in the province. The percentage of the population taking part in
these schemes varies from 50 to 75 per cent in different areas. Not
all schemes are equally good; some carry considerable restrictions.
The costs of these schemes vary, but the premiums are usually in the
region of $60 per annum for a single person and $150 per annum
for a family of three or more persons. Some indigents are cared for
at the province's expense.
There has been controversy about the provision and adequacy of

medical services in Canada, and a Royal Commission under the
chairmanship of Chief Justice Hall was set up. Following the
commission's report, in 1965 the federal government announced its
intention to introduce, in 1967, a Medical Care Insurance Programme.

Legislation has not yet been formulated, but the guiding lines of
the scheme are that it should be:

1. Comprehensive-covering all medical services.
2. Universal-care available to everybody.
3. Publicly administered-either directly by a government department or by

an agency responsible to the provincial government and audited by the
provincial auditors.

4. Portable between the provinces.
If these conditions are fulfilled the province will receive 50 per cent

of the cost of the scheme from the Federal Government. At the
present time, except in Saskatchewan, no province can satisfy all
these criteria.
The provinces are, however, taking steps to rectify the situation.

They are introducing their own insurance plans (The British Colum-
bia Plan, The Alberta Medical Plan, The Ontario Medical Services
Insurance Plan, etc.). These plans offer similar benefits to many of
the schemes already in existence, but in addition they provide for a
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reduction in premiums to be paid by the lower income groups. Thus,
a single person with a taxable income of $500 per annum or less
(or a couple with $1,000) is only required to pay half the premium,
the government paying the other half. Where there is no taxable
income the government pays 90 per cent.
With the introduction of these government insurance plans, the

percentage of the population covered by pre-paid insurance is rising
rapidly. Whether, on a voluntary basis, it will reach a figure accept-
able to the federal government by July, 1967, remains to be seen.
"Except in Saskatchewan"-this phrase is constantly recurring in

all discussions of the Canadian medical scene. No student of recent
medical history will be unaware of the uproar caused by the intro-
duction of the Saskatchewan Medical Care Insurance Plan in 1962.
Now that the dust of battle has settled, it is interesting to see what
has emerged. Many doctors are still resentful of the plan, or at
least of the way it was introduced; but most have come to realize
that many of the dire consequences, forecast by the more hysterical
members of the profession, have not and are not likely to come
about. One of the unfortunate and lingering effects is the fact that
the doctors who work in the community clinics, set up at the time of
the dispute, are treated as outcasts by the rest of the profession.
The doctors in Saskatchewan are paid in a number of ways.

Fee-for-service payments may be claimed in three ways:
1. Direct payment-the physician submits his bill directly to the Commission.
2. Payment through approved health agencies-bills are submitted to the

agencies. The agencies in turn, submit bills and receive payment
from the Commission.

3. Payment through the patient-the physician may submit his bill to the
patient. The patient then submits the itemized bill to the Commission
and receives the appropriate reimbursement.

In all cases the Commission pays 85 per cent of the minimum fees
in the schedule of the College of Physicians and Surgeons of Sas-
katchewan. The doctor submits a bill in full for his services and
gets 85 per cent back, except in the case of payment through the
patient when he may ask the patient to pay the full fee.

In a few under-doctored areas a 'fixed-sum contract' is in opera-
tion. The Act also provides that a physician may inform a patient
that he wishes to treat him on an entirely private basis and the
patient may agree, but this must be a prior agreement.
About 60 per cent of the doctors' fees are paid through approved

agencies, the percentage is gradually decreasing. Some doctors
refuse categorically to deal directly with the Medical Care Insurance
Commission. In 1965 the premium paid by a single person was
$12 a year ($24 for a family). This represented about one quarter of
of the cost of plan, the remainder being raised by taxation. A single
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person also pays $24 per year Hospital Tax ($48 for a family). The
Commission paid for an average of 4.84 services per person at an
average cost of $4.91 per service.
Turning back to the general scene, one finds in Canada, as in

other countries, great concern over the decreasing number of
newly-qualified doctors who are going into general practice. The
leaders of the profession are anxious that Canada should not follow
her southern neighbour, where, I was told, general practice has
completely disappeared in large areas.

Medical teachers and administrators are giving earnest thought to
what may be done. The University of British Columbia is planning
to have a complete general-practitioner unit in its new hospital. This
will be staffed by general practitioners and it is intended that pre-
clinical students will attend this unit, so that they are given an
introduction to family medicine at an early stage. Other universities
are working along similar lines.
The College of General Practice of Canada, with the co-operation

of the university authorities, has two pilot schemes starting this year.
A three-year training programme for 'certification in general practice'
is being launched at Calgary, and another in Ontario. The Calgary
residency will begin in July, 1966 under the direction of Dr J. B.
Corling. Aid for the programme has been forthcoming from the
federal government.
Each province has its own College of Physicians and Surgeons.

The council of the College maintains a register of those entitled to
practise medicine in the province. Registration in one province
does not necessarily entitle a doctor to registration in all the others.
The College produces a 'schedule of minimum fees' for the province
in co-operation with the -local branch of the Canadian Medical
Association. The functions of the Medical Council of Canada,
established by federal statute, are limited to the conduct of examina-
tions and the granting of licences, which are acceptable throughout
all the provinces.

It will have been noted that, so far, there has been no mention of
drugs or pharmaceutical benefits. In Canada the patient is, with a
few exceptions, responsible for the cost of drugs and appliances.
This can be a very expensive item indeed. So far, no government
has introduced a scheme to cover the cost of drugs, but the Sas-
katchewan Government is considering this.

General practice
General practice in Canada has a number of features which are

interesting to the visitor from Britain. The first is that nearly all
doctors have 'hospital privileges'; that is the right to admit and treat
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their patients in hospital. These privileges are often limited and
subject to considerable discipline. The second feature is that the
doctors' fees are based on an item-of-service payment. The doctor
is free to withhold his services if he so wishes.
Group practice is the usually accepted pattern in the parts of

Canada which I visited. Often the groups are in partnership,
sometimes employing a number of salaried associates. In other
cases the groups consist of a number of doctors, either single-handed
or in partnership, who run separate practices from the same building.
The inclusion of specialists in the larger groups is a constant feature.

In addition to caring for their own patients in hospital, it is usual
for the general practitioners in an area to man the casualty or
emergency department of the local hospital. Here he will make him-
self available to all patients who attend the department. Often he
has a junior resident working under him, but the responsibility rests
on the doctor on call. This duty usually comes round once a month
in the larger towns and cities. This service has eased the pressure
on and the conscience of the general practitioner as far as emergency
calls are concerned, as they feel that it is now always possible for a
patient to see a general practitioner if he really needs one.

Towns
Apart from the teaching hospitals, the general practitioner has

access to hospital privileges for general medical and maternity
cases. These privileges are jealously guarded and are subject to
certain restrictions. Mandatory specialist consultations are laid
down in certain circumstances. Should the doctor, without specialist
certification, wish to do operative work or other specialist procedure,
he must prove his competence by working for a period under the
supervision of an accepted specialist, who will report on his ability.
'Tissue committees' review reports of all specimens removed and
comment unfavourably if too many appear to be normal. 'Record
committees' review the records of all patients discharged to see that
they are up to the required standard.

Failure to comply with the regulations and accepted standards will
bring a cautionary word from the chief of staff and, if this is ignored,
may lead to a withdrawal of privileges. The general practitioners play
a big part in these committees and often the chief of staff himself is a
general practitioner. This self discipline is an excellent feature of
Canadian medical practice.
The general practitioner usually starts his day in the hospital,

where he visits the patients under his care, dictates records and
meets his colleagues. 'Office' consultations may start at 10 or 11 a.m.
but some doctors do not start until 1 p.m. Appointment systems are
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the rule, 10 to 15 minute appointments are usually made, but some-
times become doubly booked. The afternoon session usually con-
tinues until the early evening. House calls are few, because patients
are firmly encouraged to attend at the office. When house calls are
necessary they are usually done in the morning or early evening.
On arrival at the office the patient is checked in by the receptionist

and, when his turn arrives, he is conducted to the appropriate room.
Some doctors in the smaller practices escort the patient in and out
personally, but it is usually the duty of the staff. Specialist consulta-
tions and diagnostic investigations are arranged by the staff with
the appropriate private specialist, who is often practising in the same
building. Prescriptions are taken to the pharmacy and the patient
has to pay for the drugs. A number of groups have an independent
pharmacist working on their premises. Since a written prescription
is not required, except for controlled drugs, a great deal ofprescribing
is dealt with over the telephone, especially for repeat prescriptions.
How the doctor receives his payment for his services has been

described previously. In the majority of cases, he submits his bill
to the insurance carrier, preferring to do this, since if the bill is sent
to the patient, the patient may claim the benefit from the insurance
plan, but may not pass them on to the doctor. The size and shape
of the claim cards vary for various plans and are coded so that they
can be processed through a computer.

Off-duty is usually covered by rota with the partners or other
practitioners. It is also usual for maternity cases to be dealt with
by the attending doctor, whether he is on duty or not. All maternity
cases are delivered in hospital, usually with the assistance of an
anaesthetist.

Out-of-hours telephone calls are dealt with in a number of ways.
It is usual in Canadian telephone directories for all the doctors in
the area to be listed in a separate section, with specially coloured
pages, at the beginning of the directory. The doctor lists his office
number and his home number or the number of the 'Doctors'
Directory' or 'Emergency Call Service' in his area. These latter
organizations, for a small charge, will intercept calls and pass them
on to the doctor should he be away from his home; alternatively they
will hold the message until contacted by the doctor. Sometimes a
tape recorder or 'Alibiphone' is used. In some areas, a 'Bellboy' or
bleeper system is operated, either by the telephone company or
privately. This is similar to the call system used in many hospitals
but with a much longer range.

Rural
Even in the smaller country towns I found the doctors working
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together in groups of partnerships. There are a few 'loners' but
this is due to personal choice or geographical situation. Even these
individualists usually take part in off-duty rotas whenever possible.
The general practitioners play an even greater part in the running

of the local hospital than in the towns. Many hospitals are staffed
entirely by general practitioners, some of whom may have specialist
leanings. The chief of staff is elected annually and some hospitals
have a system whereby one general practitioner acts as admitting
officer each week. This officer has the power to admit or refuse
cases and even to cancel admission of cold operation cases if the
bed situation warrants this. As this office rotates round the doctors
in the district it tends to encourage co-operation and mutual respect.

It is common for the groups working in country areas to run their
own pathological laboratories with the aid of laboratory technicians.
Sometimes a consulting pathologist will visit a number of groups.
Others use the nearest hospital facilities. Similarly, some groups
have x-ray plant but the majority rely on the local hospital.

Generally, the pattern of practice is similar to that of the general
practitioner in the towns. House calls are a rarity and travelling
can be very difficult, especially in the winter.

Special areas
Salaried medical officers, paid by the federal government, and

practitioners on fixed-sum-contracts care for the patients in the
under-populated areas, especially in the far north.

Premises
The general practitioner in Canada does not practise from his

home. He has an 'office'. The vast majority of the premsies that
I visited were purpose-built. Their size varied from the single-
handed rural practitioner's modest establishment to enormous city
blocks containing 34 to 60 doctors. There seems to be a marked
tendency for doctors in many of the cities to herd together, whether
they are in a group partnership or not. Although this has the
advantage of bringing general practitioners, specialists, and diag-
nostic facilities together under one roof, nevertheless, I feel that the
needs of the community would be better served if some of these
giant establishments were broken up and dispersed in smaller units
to various areas of the cities.

Visiting the very large group practices gave me the impression of
attending the outpatient department of a large hospital, with large
communal waiting areas and patients being passed from department
to department. I found the grouping of individual practices in one
building more acceptable and personalized. Some of the individual
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practices were groups of up to eight doctors, but retained a certain
air of individuality.

In groups in the middle range, by Canadian standards, of 10 to
16 doctors, I found some very well designed premises. Also in the
smaller groups the standard is good in most cases, but some are
outgrowing their accommodation.

Reception is at a counter-type desk, with a general office and
records department behind. Waiting rooms are adequate in size
and generally well furnished. Soft music from a tape recorder is a
common feature in the waiting area. Offices are usually adequate
for the number of staff, and separate accounting departments are
common in the larger groups. A few of these even have sufficient
work to employ an I.B.M. machine.
A few doctors prefer to work from a single consulting room with a

couch. The vast majority have an office, often without a couch, in
which the doctor interviews new patients, deals with psychiatric
problems and writes or dictates his notes. These offices are usually
very comfortably furnished. The doctor also has one, usually two
and sometimes three examination rooms associated with each office.
The examination rooms are functionally furnished with a couch,

built-in sphygnomanometer, anglepoise lamp,- instrument trolley,
sink and a small desk or flap on which the doctor can write. A
common feature in Canada is the use of a roll of soft paper, attached
to the head of the couch, which is used as a covering for the couch.
This is torn off after use and a fresh piece pulled down from the roll.
It is into these examination rooms that a patient is normally conducted
by the nurse or receptionist. The record is placed in a box or slot
outside the door or on the doctor's desk. Sometimes the examina-
tion rooms have communicating doors to the office, in which case
soundproofing is important; sometimes all rooms open on to a
common corridor.
The most common and useful form of record is the file, either

individual or family. These are usually stored on shelves and, in
the large practices, numbering and colour-coding aid identification.
The disadvantages of numerical filing is that there also has to be an
index card, but it appears to be the most satisfactory method for
dealing with large numbers. The records are the property of the
doctor and are not passed on when the patient leaves the practice.
Treatment rooms and even plaster rooms are features in some

practices. Common rooms, both for doctors and staff, are general
in most clinics and some have excellent libraries. Toilet facilities
for both staff and patients are adequate.
A large number of groups run their own laboratories, staffed by
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trained technicians. These vary in scope and equipment. A
physiotherapy room or department is another common factor,
since the hospital schemes or insurance plans recently undertook
to pay for these services.

Vinyl or plastic tiles are the most useful floor coverings, except in
the doctor's office, where carpet is more usual. In one group prac-
tice each doctor had his own coloured tiles, a line of which led from
the waiting room to his consulting room.

Telephone switchboards are usually quite large with a number of
internal extensions. Very few have direct external extensions to the
doctors' homes. There are usually several incoming lines and in
some cases there is an unlisted number for the convenience of the
doctors.
Very few practices provid-e car parking facilities for their patients,

and special pram parking facilities are not considered to be necessary.
Electrical heating was used in some of the smaller practices, but

the majority have centrally heated buildings. Natural gas is the
most common and cheapest form of fuel. In some cases the ducted
air central heating could be used as an air-conditioning plant in the
summer.

Ancillary help
In the surgery. The average ratio of doctors to ancillary staff in

the practices which I visited is 1:2. There is considerable variation.
All the doctors have some help and the largest group have the highest
ratio of ancillary staff.

Nurses. The ratio of staff with nursing training to other workers
is 1:2.8. The majority of nurses combine nursing with reception
duties. They are responsible for preparing the patients for examina-
tion and occasionally act as chaperones. Some are fully employed
in treatment or emergency rooms.

Other trained staff. Laboratory technicians are frequently
employed. The medium and large groups usually have one or more
x-ray technicians. A number of groups also have their own physio-
therapist.

Office staff. Group practice in Canada is a very highly-organized
business. A business manager is a common feature in the medium-
sized groups and in the larger ones he may have one or more assist-
ants. Separate staff to deal with accounts and to deal with records
are usual. In some groups these departments are very large and
employ a variety of mechanical aids.

Full-time telephonists are common, sometimes the operation of
the switchboards is combined with reception duties. Reception
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and appointments clerks are employed where these duties are not
undertaken by the nurse. Secretaries are employed by many
practices but they do not seem to have any special medical training.

Outside the surgery
The Victorian Order of Nurses. This voluntary organization

provides nursing care in many of the larger centres. It will provide
home nursing services at the request of the practitioner. A charge
is made, but may be varied according to the patient's financial
circumstances.

Public health nurses. These are mainly concerned with advisory
and preventive medicine, particularly in the field of health education
to expectant and nursing mothers, school health and immunization.
They do provide nursing services in some areas.
Home care programmes. Integrated programmes for home care

are being organized, although this appears to be a relatively recent
concept in Canada. The family physician provides the medical
care and the programmes include nursing, home-making, physio-
therapy, occupational therapy, social care work, etc. At present
these programmes are scattered, but their numbers are increasing
as is their utilization by the general practitioners.

Ambulances. The Canadian patient usually has to pay for trans-
portation by ambulance, although he can insure to cover the cost
with some insurance plans. Air ambulances, run by the provincial
government, play an important part in the sparsely populated
northern regions.

Conditions ofservice and remuneration
To practise medicine in Canada, a general practitioner must be

registered in the province in which he wishes to practise. Once
registered he can practise where he chooses. An increasing majority
of doctors choose town practice rather than country. If the doctor
wishes to join an established group, it is usual for him to serve for
one or two years as a salaried associate before being invited to
join the group. Even if he does not join a formal group, there is a
marked tendency for him to rent accommodation in a building
which contains other doctors.
The doctor's contract with his patient is on an individual item of

service payment. The average number of these items rendered per
day in the practices which I visited is about 50, but I met a number
of doctors who consistently exceed this figure. The average working
week is about 55 hours. The number of services per insured patient
in one large private plan was 4.1 per annum; in Saskatchewan, the
Commission paid for 4.8 services per person in 1965. (No figures
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of the number of prescriptions issued are available, since the patients
pay for their own drugs).

These items are paid for either by the patient themselves or by
pre-paid insurance plans. Where the doctor is paid through a plan,
it is usual for him to receive 85 or 90 per cent of the fee laid down in
the schedule of minimum fees for the particular province. A survey
in 1962 gave the average net earnings for single-handed practitioners
as $14,000 and $17,000 for those working in groups. Figures given
to me in 1966 considerably exceeded the 1962 figures, many being
in the region of $20,000 to $24,000. The Canadian Medical Retire-
ment Plan is a popular form of superannuation, nearly all the
doctors contribute to this. In addition, some practices have their
own retirement plans, sometimes provided to the doctors as directors
of the holding companies.

It is usual for the doctors to rent their premises, in many cases
from a holding company in which the doctors have shares. The
doctors are also responsible for the payment of the ancillary help
in their offices. Expenses vary considerably, the average is about
40 per cent (excluding the salaries of associate doctors).
Most doctors have a half-day off per week and a rota for night

duty and week-end work. Recreational leave is usually four weeks
per year plus one or two weeks study leave. A few groups have
provision for long service leave but this is not common.

Continuing education is considered to be an important part of the
doctor's life. His contacts with his colleagues and specialists during
his hospital work provide him with a constant stimulus. There are
also teaching rounds, case conferences, and more formal courses
held by the universities and the College of General Practice of
Canada.

Controls
Narcotics. Addiction to narcotics is a considerable problem in

Canada. In 1965 there were 3,573 known addicts; 142 classified as
'professional addicts', were members of the medical and allied
professions; 251 classified as 'medical addicts', were persons who
had some medical condition upon which addiction had been super-
imposed; 3,180 were classified as 'street' or 'criminal' addicts.
About half of these known addicts are residents of British Columbia
and a further one third reside in Ontario.

Control is exercised by the Division of Narcotics Control of the
Federal Department of National Health and Welfare. The depart-
ment administers the Narcotic Control Act and Part 3 of the Food
and Drugs Act, which deals with certain 'controlled drugs' such as
barbiturates and amphetamines.
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It is an offence to be in illegal possession of narcotic drugs or to
traffic in them. A doctor may only provide or prescribe these drugs
to patients under his personal care and in connection with treat-
ment. It is an offence for a patient to obtain drugs from more than
one practitioner without revealing the fact that he is already under-
going treatment and has obtained a narcotic or prescription.
Most Canadian doctors do not keep a narcotics register, but they

may be required to furnish the department's inspector with informa-
tion about drugs purchased and supplied. They can be formally
requested to keep a register. The law is being redrafted at present
to require dispensing doctors to keep a register.
The department has inspectors in the various provinces, who make

checks of pharmacists' registers and stock. If irregularities are sus-
pected, they may also check on doctors. The pharmacists are also
required to make a monthly report to the department of all purchases
and sales of narcotics and controlled drugs. These reports are
processed through a computer and entered on record cards, both
for the pharmacist and the individual doctors. Thus a doctor's
prescribing of these drugs is always readily available. This process
involves about 110,000 individual entries per month.

In addition to taking proceedings in court, the Minister may refer
information to the appropriate provincial licensing authority, and
following consultation, may impose conditions or prohibition on
the right of a practitioner to purchase or prescribe narcotics.

Prescribing. Apart from narcotics and controlled drugs, there is
no check by authority on prescribing, since the Canadian patients
pay for their own drugs and a considerable amount of prescribing is
done on the telephone, without a covering prescription.

Item of service payments. Many of the large insurance plans and
the Saskatchewan Commission process that doctors' itemized bills
through computers. With proper programming, a very full pattern
ofpractice an be obtained for each doctor, also patterns for individual
patients and families. The Saskatchewan Commission runs a veri-
fication scheme on about one per cent of claims (2,000 cases per
month) by writing to the patients.
Where a doctor's pattern appears to be unduly expensive, it may

be referred by the paying authority to a special committee of the
provincial College of Physicians and Surgeons. These committees
usually consist of elected members of the profession and have various
names-the Pattern of Practice Committee, the Professional Review
Committee, etc. When the committee enquires into the doctor's
pattern, they may find that the high costs are justified, in which case
the reference is set aside. If there is some doubt or the case does not
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appear to be a serious one, the doctor may receive a warning or
'alert' letter. In a few serious cases, the committee may recommend
an actual recovery of payment, and an insurance plan can refuse to
accept any further claims from the doctor.

Certification. There is no national sickness insurance, but
Canadians receive payment from insurance schemes. These may be
individual or group policies through their work. A certificate is
usually required every two weeks, and in some cases the patient may
be charged $3 for it. Verification of these certificates does not
appear to be common, but I gather that sometimes the patient may
be referred to a doctor employed by the insurance company. Indus-
trial injuries are usually dealt with by the Workers Compensation
Board. A certificate is required every two weeks. The board may
examine cases to assess residual disability.

Complaints. It is possible for a patient to lodge a complaint with
the College of Physicians and Surgeons, but this is rare and only
occurs in the case ofgross misconduct. The patient also has recourse
to the civil courts, but I was told that, fortunately, this is not as
common as in the United States of America.

Hospital privileges. The control of hospital privileges is exercised
largely by the profession itself.

Summary
Accommodation, facilities and diagnostic procedures in hospital

are provided free, or almost free, to the residents of Canada by the
provincial governments. The federal government makes a grant
covering half the cost of these services to the provincial governments.

In Saskatchewan, the Medical Care Insurance Commission pays
the fees for the doctors' services and investigations outside the
hospital; a compulsory levy is made on the residents of this province.
Throughout the rest of Canada the responsibility rests upon the
individual patient. A large and increasing number of the patients
subscribe voluntarily to private or government medical insurance
funds, the latter offering reduced premiums to the low income group.
The federal government has offered aid in 1967 if certain conditions
are fulfilled.
The patient pays for his own drugs.
The doctors and the patients have freedom of choice, based on an

item-of-service payment. Most doctors maintain a 24-hour cover
for their practices, usually by rota, and take part in the hospital
emergency service.
The general practitioner may treat his own patients in hospital but

his 'hospital privileges' are restricted and disciplined in certain ways

62



GROUP PRACTICE, ANCILLARY HELP AND GOVERNMENT CONTROLS

by the profession. He has ready access to diagnostic facilities both
inside and outside the hospital.
Group practice is common and some groups are very large com-

pared with those in Australia, New Zealand and Britain. A lay
business manager is often employed.
The average general practitioner earns a high income compared

with practitioners in the other countries visited. He has to provide
for his own financial security. There is a voluntary Canadian Medi-
cal Retirement Plan. He is financially responsible for the provision
of premises and staff.
Most premises are purpose-built or well adapted, some are very

lavish indeed. Staff are numerous, especially in the larger groups;
nearly all practices have members of the staff with nursing training.

Records, usually in file form, are the property of the doctor.
Accounts have to be itemized for each service and are rendered
either to the patient or to an insurance plan. Special accounts staff
are employed in all but the smaller practices.
Some help is available to the general practitioner in the patient's

home. Comprehensive home care programmes are in existence in
some areas, but their distribution is scattered.

Controls are operated by the insurance carriers through com-
mittees of the College of Physicians and Surgeons in the various
provinces.
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V

CONCLUSION

Looking back at my tour as a whole, certain common factors
emerge. There is a steadily increasing demand by the public for
medical services. The general practitioner occupies a central posi-
tion in these services. In the majority of cases he is in sole charge
throughout an illness, and in the remainder he is usually the initiator
and co-ordinator of his patients' contacts with specialist facilities
(hospital, consultant or public health).

Nevertheless, in every country that I visited, I was told that there
was a need for more general practitioners: populations are increasing
and the supply is not keeping up with demand. The Commonwealth
countries would have been in serious difficulties with regard to
medical manpower were it not for the number of immigrant doctors,
particularly from Britain.
The problem is further aggravated by the increasing number of

student and recently-qualified doctors who prefer to enter specialities
rather than general practice. The fact that most of the teaching is
carried out by specialists, and is necessarily hospital-orientated, is
no doubt a cogent factor. Medical educators and the members of
the colleges are giving the problem urgent consideration. Many of
their ideas are still in the 'drawing board' stage, but Canada has
made a start with its 'residency in general practice'. Another com-
mon factor is the reluctance of doctors and their wives to take up
practice in rural areas, away from social and educational facilities.
The ability to admit and treat his own patients in hospital is a

source of considerable satisfaction to the general practitioner. His
contacts with his colleagues in hospital is a potent factor in continu-
ing education. Nevertheless, it is desirable that he should be con-
scious of his own limitations and consultant advice should be readily
available. I felt that the Canadian system of restricted hospital
privileges was preferable to the Australian free-for-all.
Wherever possible, the hospital facilities should be within easy

reach of the doctor's practice. Otherwise there is a tendency, no
matter how excellent the facilities may be, for the busy general
practitioner to forego his hospital work because of the travelling
time involved. Domiciliary midwifery is virtually unknown in the
countries visited. Maternity beds in hospital are readily available.
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In the Commonwealth countries, the majority of doctors regard
themselves as contractually and morally bound to deliver their own
patients, whether they are on duty or not. In some areas, maternity
work is passing increasingly into the hands of obstetricians or
general practitioners who specialize in this work.
Group practice, throughout the world, is allowing the doctors to

live a more normal life. It is providing opportunity for postgraduate
education, both by daily contact with his colleagues and by the pro-
vision of study leave. Continuing education is essential if a doctor is
to keep abreast of modern developments and to utilize, to the best
advantage, the increasing range of investigations which are available
to him. The size of the group is often governed by the number of
patients in a particular area, but it was my impression that four or
five doctors is the optimum number. In smaller groups there is a
heavy burden on the remaining members when one is on leave,
especially as satisfactory locums are expensive and difficult to
obtain. Above this size, administrative costs tend to rise consider-
ably and it is often difficult for members of the group to keep in
personal contact.
The introduction of a specialist into a group is, in my opinion, a

mixed blessing. There is no doubt that, in some areas, the specialist
has raised the standard of care. This is particularly so in the country
areas. However, in the urban areas, where a choice of specialist
is normally available, the introduction of a specialist into a group
may tend to limit the general practitioner's choice, because of
loyalty and financial interest. It may also lead to difficulties with
the duty rota. Generally, I found that the most stable groups
were those composed wholly of general practitioners, some of
whom might have a special interest.

Within their surgeries, the general practitioners have more ancillary
help and facilities than is usual in Great Britain. However, in the
field of social medicine, industrial rehabilitation and the care of
patients at home, I felt that they are generally not so advanced. A
large number of the premises are purpose-built, partly due to the
fact that these are developing countries, whose housing and history
does not go back for many centuries as it does in Britain. I came to
realize the value of the staff common-room and also of the monthly
group meeting, with minutes of the discussions and decisions taken.
The item-of-service payment is the accepted method in the Com-

monwealth countries which I visited. It has the advantage that it
appears to provide the doctors with the most satisfying form of
payment, in that they can see some material reward for each indi-
vidual service and have a monetary stimulus to increase their
efficiency. From the point of view of the community as a whole it

65



GROUP PRACTICE, ANCILLARY HELP AND GOVERNMENT CONTROLS

is, in my opinion, an expensive and time-consuming method of
payment. The doctors have to employ additional staff to cope with
the accounts, and the paying authority has to employ staff to check
the individual items and run a verification service. The system is
open to abuse both by the doctors and the patients. The patient
may involve the scheme (and sometimes himself) in considerable
expenditure by 'shopping around', with unnecessary duplication of
investigations. This is aggravated by the fact that the patient's
history and medical records remain the property of the individual
doctor. The doctor can inflate his income by various devices (split
consultations, multiple visits, etc); and the fact that the doctor is not
bound to give continuous cover can, in a small minority of cases,
leave the patient in considerable difficulty.

Self-discipline or discipline imposed by the profession is the most
acceptable to the doctor. However, it is necessary for the govern-
ment to exercise controls in some areas, especially where public
monies or the public health are involved. Sometimes these controls
are resented by the profession, but it is noticeable that the relations
between the profession and the state are most cordial in those areas
where there is personal contact between the practising doctors and
their administrative colleagues. The state can also provide con-
siderable stimulus and impetus, (in the form of additional facilities,
information and research), for the betterment of medical practice.

History and tradition, geograghical features and the financial
climate are all factors which have a continuing influence on the
pattern and development of medical practice. A satisfactory solu-
tion to a problem in one country may prove quite unacceptable in
another. Nevertheless, the more that ideas and personal visits are
exchanged between the various countries, the more able we shall be
to deal with our own problems and guide the evolution of personal
and communal medical care.
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