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PREFACE

This is a study of the supply and demand for medical manpower in Canada,
its distribution and utilization, with physician-population projections until 1991.
The statistical data used are subject to numerous limitations. Furthermore,
economics as yet has not developed a theoretical framework for all aspects of
medical manpower and, consequently, this study must be considered as a prelim-
inary, containing some shortcomings that are inevitably present in a pioneering
work, rather than a final contribution in this area.

A great deal of factual information useful in this analysis of the supply,
demand and utilization of Canadian medical manpower was obtained from the
surveys of physicians conducted by the Royal Commission on Health Services in
1962. Provincial Medical Boards and Colleges of Physicians and Surgeons, the
Canadian Medical Association, the Royal College of Physicians and Surgeons of
Canada, and medical schools provided additional valuable information. A research
project, such as this, of course, depends heavily on the co-operation of the officials
of various federal and provincial government departments in making available the
factual information. Such co-operation, with a few exceptions, was generously
provided.

In general, it may be said that many data on measurable characteristics of
the supply of doctors in Canada are available, but they are not sufficiently precise
and there is a lack in their continuity. On the other hand, qualitative data with
respect to the degree of skill and efficiency of doctors, changing patterns of
practice, etc., are inadequate. There is also insufficient information on the patterns
of work of doctors and utilization of medical services, in particular, on the
adequacy of such services for the purposes of diagnosis, prevention and therapy.
With regard to the demand for medical manpower only a few studies have been made
and there is no satisfactory methodology to serve as a basis for estimating the
current and future demands. In addition, little research has been undertaken con-
cerning the attitudes and motivations of medical students underlying the choice of
a medical career.

It is apparent that more extensive research is required on the Canadian
medical manpower problem. The demand outlook for various categories of doctors
should be periodically examined. Surveys of the contents of medical training and
of physical and teaching facilities available in our medical schools should be
made. Periodical inventories should be made to measure the adequacy of the
supply of doctors so that the medical schools can make long-term adjustments in
their output. Furthermore, changes in supply from immigration and emigration,
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retirement and other causes should be examined. Methods of improving the
standards of performance should be devised in order to improve the quality of our
physicians. More attention should be given to the problem of how far and in what
directions medical specialization should be encouraged. In view of the geographic
maldistribution of our medical manpower, the whole problem of how the local and
regional supply of doctors is related to population size, medical teaching
facilities, economic conditions, etc., should be thoroughly reviewed. A survey
of medical market areas in Canada should be conducted periodically. It is ne-
cessary to have better analysis of functions and tasks of various categories of
physicians and of factors influencing physicians’ professional and geographic
mobility, There is a need for more factual information on the demand for medical
manpower. And, finally, there is a need for long-term national planning in the
supply of physicians to meet the constantly growing demand for doctors in this
country.

Because of his non-medical background an economist may be at a disad-
vantage in attempting to analyze and appraise the structure and functions of the
medical profession in our society. On the other hand, however, medical care
involves many aspects of an economic nature, such as the economic factors
determining the demand for and supply of medical manpower, the assessment of
the costs of medical care, the adequacy of medical services, the operating costs
of medical practice, the problem of efficiency and many other problems. These
interests of an economist in medicine are necessary if adequate social and
economic national policy with respect to adequate medical care for Canadian
society is to be evolved. Most of the economic aspects of medical care are outside
the competence and professional experience of organized medicine. Needless to
say, however, any reorganization of medical care must safeguard the legitimate
interests of the medical profession and ensure its concurrence and co-operation,
but any comprehensive medical care scheme does involve political, economic
and social issues, which the society as a whole has the right and obligation to
resolve,

I wish to acknowledge particularly the assistance provided by Professor
B. R. Blishen, Director of Research, of the Royal Commission on Health Services,
Dr. J. W. Macleod and Dr. A. Stukel, who read the manuscript in its earlier stages
and offered valuable criticisms of many details of this study. I wish to state,
however, that the interpretation of factual information is my own responsibility. I
am also under a very real obligation to the clerical staff of the Commission who
helped me in the very tedious and vast clerical aspects of this research work,

Stanislaw Judek

University of Ottawa,
March 1964,
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CHAPTER I

Introduction and Some Conclusions

1. Main Trends and Issuves in Medical Care
The preamble to the Charter of the World Health Organization states that:

‘“Health is a state of physical, mental and social well-being and not
merely the absence of disease and infirmity.

The enjoyment of the highest attainable standard of health is one of
the fundamental rights of every human being without distinction of
race, religion, political belief, economic and social conditions.”’

In very general terms, the purpose of medical care is to promote, preserve
and restore health and to minimize the effects of sickness. It is generally ac-
cepted today that the health of the people is one of the most valuable assets of
a society, During the last few decades, rapid social and scientific advances have
greatly improved the health of our nation.

Since the health status of a society is a rather intangible thing, there are
some obvious difficulties in measuring it directly, However, there are various
indices which indirectly measure it. The mote important include specific death
rates for particular age and sex groups of the population, infant and maternal
death rates, morbidity rates, rejection rates for military services, life expectancy,
disability from disease and injuries, and a few others. All of them are subject to
some limitations in interpretation, However, national long-term planning of med-
ical care requires such health indices in order to formulate reliable standards by
which past achievements in the provision of medical services can be analyzed
and assessed and to arrive at some estimates of the actua! medical needs of
society, and to determine appropriate policy and methods to satisfy those needs.
It is obvious that only a scientific assessment of society’s health, together with
an analysis of social and economic trends and scientific and technical progress
of medicine will make it possible to provide balanced medical care for all sections
of a society and all regions of a country,

Essentially, the total medical care problem consists of the maintenance of
high quality of medical education, the satisfactory geographical and specialist
distribution of the medical manpower, and the ability of the people to satisfy
their medical needs. Consequently, the provision of medical services involves
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considerations that are educational, social, political, economic, professional

and administrative in nature, It is in this wide context that medical care and prac-
tice must be analyzed, particularly when far-reaching changes have taken place

in the science and art of medicine and in the organization of medical practice.
Medicine is a social institution that has a unique role in our society and, there-
fore, cannot be confined to a consulting room and laboratory, isolated from the
main stream of social and economic changes of our time. The medical profession
must be ready and willing to solve some of the social and economic problems
facing a modern society. Modern medicine must keep pace with the changing and
increasing medical needs of the people as well as with the scientific and political
evolution of the present age. Since the beginning of this century medical services
have become more complex, both in structure and function, and in their socio-
economic basis. Consequently, medical economics of today is not only a problem
of costs and methods of financing medical care, but it is also the problem of
quality of medical services, adequacy and proper distribution of medical man-
power and its efficient utilization.

Usually a distinction is made between technological and organizational
aspects of medical practice. The technology of medicine implies scientific and
technical advancement, professional skills and ability involved in prevention,
diagnosis and treatment of diseases. Organization of medical practice implies
economic and social arrangements, through which medical services are dispensed
to individuals and socio-economic groups. It may, therefore, be useful to outline
briefly some important general influences on technology and organization of
medical care and indicate the implications therefrom,

Medical care is still an art but it is increasingly dependent on scientific and
technical advancement. Medical science has applied new knowledge that has evol-
ved in the fields of chemistry, physics, biology, electronics and many other scien-
ces. The discovery and use of X-rays, radium and radio-isotopes, and new potent
drugs like insulin, penicillin, and other antibiotics, paved the way for new devel-
opments and methods for prevention, diagnosis and treatment of diseases, which
accelerated recovery and lessened disability, As a result of this impressive
progress during the last half century, medical services today are of a greater
variety and complexity. The medical profession is highly specialized and a phy-
sician requires specialized auxiliary staff, equipment and facilities. But, at the
same time, new and complex techniques, larger capital investments, increased
specialization of paramedical personnel mean increasing costs of medical ser-
vices and medical research. Thus medicine must compete not only for the con-
sumers’ purchasing power but also medical science is forced to compete with
other applied sciences and industry for scientific and technical personnel.

Another important trend in medical practice is the changing pattern of ill-
nesses and diseases. As the methods of prevention, diagnosis and treatment have
improved during the last half century, it has become possible to control, prevent
and cure many illnesses that previously accounted for many deaths. Great progress
has been made in controlling and curing communicable diseases such as tubercu-~
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losis; there is almost a complete eradication of such scourges as diphtheria, small-
pox, typhoid fever and most recently poliomyelitis, and, of course, there has been
considerable progress in public health measures and environmental sanitation such
as supply of water, food control and sewage disposal.

Some of the chronic illnesses such as diabetes and pernicious anaemia no
longer constitute a hopeless medical problem. In addition, surgical techniques have
improved considerably. These impressive achievements have resulted in the decline
in mortality, particularly of infants, mothers and persons in the middle-age groups.
Life expectancy has increased by about twenty years in the last half century. This
implies a longer period of productive activities for both men and women, but these
very same achievements of medicine have created new medical, social and economic
problems. Higher expectancy of life means that more individuals are exposed to
chronic and degenerative diseases associated with old age such as cancer, heart
diseases, arthritis, rheumatic diseases, mental and ‘‘psychophysiological’’ disor-
ders, This shift in the character of illnesses presents a new problem to medical
science.

It changes also the over-all medical care problem because medical needs of
the older people are becoming increasingly more important, and this in the long
run will require a change in the direction and training of personnel, more rehabil-
itation measures and will impose heavier economic burdens upon a society as a
whole.

The structure and nature of the organization of medical practice are condi-
tioned by the type of economic and nolitical system of the country in which it
operates, In a free enterprise and competitive system, medical practice with some
exceptions such as public medical programmes which are financed from public funds
and administered by public authorities, is carried out through private practice.
Physicians rendering medical services under voluntarily organized programmes of
medical insurance are usually private practitioners, who are compensated for their
services on the basis of the fee-for-service method, the part-time system, or the
flat-rate method. The minority of physicians employed by public health departments,
medical insurance associations, industry, universities and medical research insti-
tutions, hold full-time salaried positions. Medical practice, however, is a social
service and in the nature of a public utility, and since ‘... public utilities are
by their nature monopolistic, while at the same time their services are needed by

everybody, some governmental control of them is necessary’’.!

Medical practice and its organization in this country as elsewhere has been
affected in recent decades by various socio-economic factors and trends.?

1 Means, James Howard, Doctor, People and Govemment, An Atlantic Monthly Press Book, Boston:
Little, Brown and Company, 1953, p. 9,

2 These aspects of medical practice have been discussed in the articles of Willard, Joseph W,,
The Effects of Socio-Economic Trends on the Practice of Medicine, Ontario Medical Review, Vol.
26, October, 1959, pp, 935-36, and 958-970; and Greenhill, Stanley, Preparing Today's Medical
Student for Tomorrow’s Society - A Role of a Department of Social Medicine in Medical School,
CMA Joural, Vol. 86, April 7, 1962, pp., 611-13,
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Developments in transportation and communications have extended the
physician’s area of medical services distribution, made available to many com-
munities a higher quality of medical services and increased productivity of the
physician because in his working day he sees proportionately more patients in
his office or hospital,

Since the First World War, one of the basic trends in the Canadian economy
has been the shift from agriculture to industry and this change in the economic
structure has been accompanied by a movement of the population from the rural
areas to urban centres.

This trend towards urbanization has resulted in large numbers of ohysicians
locating in urban areas and leaving rural areas relatively under-supplied. In this
geographic movement the physician has only followed the general population trend.
Economic, professional, and personal incentives account for this concentration of
doctors in urban centres, particularly in the case of medical specialists. The
problem of more equitable geographic distribution of physicians is, however, very
difficult in this country because of its size, regional topogranhic and economic
differences and scattered population.

Then, the increase in the numbers of paramedical personnel such as nurses,
physiotherapists, laboratory technicians, dietitians, and many others, enables the
physician today to utilize his time more efficiently than formerly.

The Canadian medical profession as elsewhere is characterized by increas-
ing specialization, which has been imposed for scientific and technical reasons
and by popular demand. This functional segmentation of medical manpower differs
greatly from the almost homogeneous profession of several decades ago. In this
specialization trend the status of a general practitioner has changed.

Another development, which is becoming increasingly more significant, has
been the growth of medical group practice for economic and professional reasons.

Then the growing industrialization of our economy and efforts to raise the
productivity of labour have had a decisive impact on the demand for industrial and
occupational medical services by Canadian workers.

One of the most important trends in Canada during the last few decades has
been the development of voluntary medical insurance plans in order to mitigate the
growing costs of sickness, particularly for middle and lower income groups. There
is a wide variety of such plans due to the federal form of the state in this country
and regional social and economic differences.

A steadily rising standard of living, the broadening of fringe benefits, includ-
ing medical care, of our working population, a tendency to early marriage and family
formation, higher survival rate of middle-aged and elderly groups of our population,
better health education and better knowledge of and greater expectations from a
modern medicine have created growing medical needs. Scientific and technical
progress of medicine has increased society’s ability to meet them technically,
if not actually, for financial and other reasons.
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It is suggested that the organization and availability of medical care in its
social and economic aspects seems to lag behind the more spectacular scientific
and technical medical achievements and, consequently, our society, in fact, is
deprived of the full potential benefits that modern medicine can provide. There
appears to be a growing public concern about the inequitable distribution of
medical services, medical personnel and facilities as well as medical costs, as
between regions, urban and rural areas, and between various socio-economic
groups. Our affluent society apparently has not as yet succeeded in providing
equal opportunity for medical care to all its citizens. This evident shortcoming of
our society must inevitably adversely affect the social and economic welfare of
the people because of enforced idleness, reduced productivity and the need for
public assistance.

Though, it is perhaps true that indigent patients are largely looked after by
public authorities and well-to-do are able to look after themselves, still it is
probably the middle and lower income groups that require consideration for their
recognized and unrecognized medical needs that the modern medicine is capable
of satisfying.

There is perhaps agreement that the best medical services our society can
afford should be made available to all Canadians, The only controversy arises
concerning how to accomplish this equitably, efficiently and economically. The
solution of this problem imposes a necessity for an unbiased approach and an
analysis that tries to reconcile the interests of society with legitimate profes-
sional principles.

2. Scope, Method and Organization of Study

The main purposes of this study include an investigation of the short-and
long-term trends in the supply and demand for medical manpower in Canada; an
evaluation of the economic, social and educational problems and implications
resulting from this analysis of supply and demand for physicians; an examination
of some aspects of geographic and professional distribution of physicians and
utilization of medical services; an analysis of professional characteristics of
doctors and patterns of medical practice; an economic discussion of incomes, cap-
ital investments and operating expenses of private medical practitioners; and fi-
nally, a projection of future requirements for physicians in Canada.

The approach to the problem of medical manpower in Canada will be histor-
ical, statistical and theoretical or analytical. It is historical in the sense that
both supply and demand for physicians will be treated in the context of histor-
ical developments over the last few decades in the provision of medical care in
this country. A statistical approach implies a presentation of statistical evidence,
whenever possible, obtained from existing sources and from special surveys conduc-
ted by the Royal Commission on Health Services, on which analysis and interpreta-
tion of the problems concerning Canadian medical manpower are based. Reliable
statistical data are essential for satisfactory planning of the supply of medical
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manpower in this country and for solving problems of medical care as a whole in
the Canadian institutional and governmental setting and the economic, social and
geographic environment. Some qualitative data and interpretation will have to be
used since the statistical information is not always adequate, especially in the
earlier periods.

There will also be a theoretical approach in the sense that an attempt will be
made to provide a conceptual framework of supply and demand for physicians, on
which a projection of medical manpower requirements and of supply of doctors in
Canada will be made.

Chapter I contains a statement of the problem investigated, method and
organization of the study as well as a summary of conclusions provided by the
analysis of the medical manpower in Canada.

Chapter II presents factual information and an analysis of the historical and
current trends in the supply of physicians in Canada, both on a national and
provincial basis. It examines the procedures pertaining to the registration of gradu-
ates from Canadian and foreign medical schools. It is also concerned with migra-
tion of physicians into and out of Canada, in particular, with the United States
physicians who graduate from Canadian medical schools. An attempt is made to
estimate the rate of attrition of the physicians due to emigration, death and
retirement.

An analysis of the national and regional trends and the supply of graduates
from Canadian medical schools, during the last fifty years, is made in Chapter IIl.
Total medical students’ enrolment is examined in relation to total university stu-
dents’ enrolment as well as to college age groups in population and total popula-
tion for the years 1947/48 to 1961/62, on a national and provincial basis. This
chapter is also concerned with the geographic and national origin of medical stu-
dents, and the problem of their recruitment. In addition, other aspects of medical
students are discussed, such as their social and economic background, costs and
methods of financing medical studies from the viewpoint of students. Similar
consideration is also given to medical students from other countries studying in
Canada.,

The next chapter is concerned with an analysis of the distribution of Canadian
medical manpower by age groups, years since first licensed to practise, duration of
practice and length of time in present practice or employment., The problem of women
in medicine is also reviewed, This is followed by an analysis of the geographical
distribution of doctors, including an evaluation of the factors influencing location
of practice and choice of location of first practice, the problem of medical care in
rural areas and the geographical mobility of physicians. A special section is con-
cerned with the patterns of types and auspices of work among Canadian doctors
and their professional mobility. Then, the problem of specialization in the med-
ical profession is discussed, including the reasons for and the duplications and
limitations of such specialization. This is followed by an analytical and statis-
tical examination of the distribution and location of specialists by specialty prac-
tised.
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Chapter V contains an analysis of the patterns of service of doctors in pri-
vate practice, including a brief discussion of the factors affecting doctors’ effi-
ciency and the significance of patient-visit loads of the doctors. This is followed
by a description of the work-patterns of general practitioners, specialists and con-
sultants engaged in private practice. Patient-visit loads are also related to years
of practice and the size of community in which practice is located. The nature of
medical services provided is examined with respect to type of major work of phy-
sicians. Then, the size of practice and number of patients under treatment of self-
employed general practitioners are analyzed. An attempt is made to calculate the
effective demand for services of physicians in private practice. Finally, the last
section of this chapter is concerned with the trends in employment of doctors in
hospitals, industry, medical schools, public health, armed forces and life insur-
ance companies,

The following chapter is limited to the economics of medical practice, It
begins with a brief discussion of a group medical practice, This is followed by an
examination of earnings of physicians in 1960 showing income of doctors by prov-
ince, type of major work, type of practice, size of community in which practice was
located, years of experience and medical specialty practised. It also examines an-
nual operating expenditures incurred in private practice during 1960, by items of
expenditure, on a national and regional basis. In addition, this part of the study
examines capital investments made by physicians. The last part of this chapter is
concerned with the cost of establishing medical practice since 1956 and with the
source and amount of funds used to establish private practice initially.

Chapter VII is confined to an appraisal of the supply of physicians in relation
to requirements for medical manpower resources in Canada in terms of price of
medical services, physician-population ratios, personal expenditures and family ex-
penditures on medical care,

In the last chapter, Chapter VIII, an attempt is made to project future require-
ments for physicians in Canada up to 1991 and to analyze the future potential sup-
ply of doctors from Canadian medical schools as well as from immigration. This
analysis is based on specific qualitative assumptions concerning future efficiency
of physicians. It also includes an evaluation of the inflow of young Canadians in-

to our medical schools.

3. Summary of Conclusions
a. Canadians and Their Health During 1951—1961,

(i) The People — During the last decade the Canadian population has increased
from 13.984 million to 18.238 million, i.e., by 30.4 per cent. Not only were
there more Canadians but they were also different in their age composition.

In 1961 34.0 per cent of the population consisted of children under 15 years

as compared with 30.4 per cent in 1951, There were about as many older
people over 65 years in 1961 (7.6 per cent) as in 1951 (7.7 per cent), but

there were fewer people of working age between 15 and 65 years (58.4 per cent
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in 1961 as compared with 61.9 per cent in 1951), Personal income per capita
increased from $978 in 1950 to $1,156 in 1960, i.e. an 18,2 per cent increase
per capita in constant dollars,

Canadians live longer, The average age at death increased from 56.8 years
in 1950 to 61.1 years in 1960, Consequently, life expectancy increased from
64.6 years in 1941, to 68.6 years in 1951 and to 70.3 years in 1956,

Mortality has been reduced in several significant respects, particularly
maternal, infant and pre-natal. The maternal mortality rate was reduced to
4.5 per 1,000 live births by 1960 from 11,1 in 1950, The infant mortality rate
declined from 42 per 1,000 of infants under one year of age in 1950 to 27 in
1960, Similarly, in the same period, the pre-natal death rate has declined
from 37.9 in 1950 to 28.4 in 1960.

Incidence of Diseases — During the past decade more of the infectious dis-
eases have been effectively controlled and, consequently, the rate of mortal-
ity from these diseases declined sharply from 34.6 per 100,000 population in
1951 to 8.7 in 1961, The tuberculosis mortality rate accounted for much of
this decline as it decreased from 24.8 in 1951 to 4.2 in 1961, Its incidence
has also continued to fall from 84.5 in 1950 to 35.7 in 1960, Smallpox is no
longer a problem as an indigenous disease, while diphtheria mortality rate
was substantially reduced to 0.5 by 1960 as compared with 3.1 in 1950, On
the other hand, other infectious diseases have come to the fore, in particu-
lar, the venereal diseases, which have recently reversed their earlier down-
ward trend and the mortality rate of infectious hepatitis rose from 2.8 in 1951
to 67.9 in 1961,

While many of the health hazards of the past are being controlled, new ones
arise, partly resulting from man-made environmental conditions, and partly
from more people being exposed to the diseases of old age. The rate of first
admissions to mental hospitals doubled from 73 in 1950 to 143 in 1960, The
rate of mortality from heart diseases remains on a high level, that is, 276 in
1960 as compared with 283 a decade earlier. Cancer mortality increased
slightly from 128 to 130 in the same period. There has been a more pro-
nounced increase in the mortality rate from certain respiratory cancers. The
mortality rate from accidents as a whole shows little change (55 in 1950 and

53 in 1960), but motor vehicle accidents have increased as a cause of death
from 17 in 1950 to 21 in 1960,

b. Supply of Physicians

@

(i)

The number of physicians between 1911 and 1931 did not keep pace with the
growth of the Canadian population and hence in 1931 there were more peop-
le per physician (1:1,034) than in 1911 (1:972). This trend has been reversed
since 1931, and the national physician-population ratio has steadily improved
to 1:968 in 1941, and 1:857 in 1961,

While the physician-population ratios varied considerably from province to
province, all provinces have improved their ratios during the last five dec-
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(iii)

(iv)

ades and, in particular, since 1951, During the entire period under consider-
ation, Ontario and British Columbia have consistently had physician-popu-
lation ratios more favourable than those for the country as a whole. As of
June 1961, the following provinces had lower physician-population ratios
than that for Canada as a whole: British Columbia - 1:758; Ontario - 1:776;
Manitoba - 1:823 and Quebec - 1:853, The physician-population ratio in the
Atlantic Provinces has always been less favourable than that for the whole
country, In 1961 the population of this region amounted to 10.4 per cent of
the total population in Canada, while the number of active civilian physi-
cians constituted only 7.0 per cent of the total number of physicians in this
country, The number of physicians in Newfoundland, Prince Edward Island,
Nova Scotia and New Brunswick in 1961 was 1,482, giving a ratio of 1:1,280
persons as compared with the national ratio of 1:857, While the relative im-
provement in physician-population ratio for the country as a whole was 12,2
per cent during the years 1951 to 1961, the Atlantic Provinces have improved
their relative ratio by only 8.7 per cent.

The considerable improvement in the national physician-population ratio
between 1951 and 1961 was due to a great inflow of immigrant doctors during
those years. Out of nearly 15,000 newly registered physicians in Canada
during the years 1950-60, about one-third were immigrant physicians. Over
the same years, the immigrant doctors were equal to about one-half of the
total output of 9,300 graduates of Canadian medical schools.

Of the Atlantic Provinces, Newfoundland relied on foreign-trained physi-
cians to the extent of three-quarters of all new registrants during the years
1950-60, Nova Scotia, one-third, while the other two provinces in that region
were less dependent on this source of doctors’ supply. All three Prairie Prov-
inces were similar in their dependence on immigrant physicians to the extent
of about one-half of their additions to the medical manpower. Ontario and
British Columbia relied on foreign-trained doctors to the extent of approx-
imately one-third. The Province of Quebec, however, did not attract many
immigrant doctors,

As of April 1962, there were 5,718 United States physicians trained in
Canada, of whom 3,125 were born in Canada, 1,781 in the United States and
812 in other countries or not specified,

Approximately one-sixth of the total of Canadian-born and educated physi-
cians in the United States served their internship and residency in that coun-
try. It is difficult to assess, however, to what extent this training in the
United States is responsible for attracting Canadian physicians to remain
permanently in that country.

c. Medical Graduates and Students

(€))

During the years 1944/45 to 1961/62, the twelve medical schools in Canada
have supplied 14,146 medical graduates or an average of 785 physicians per
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annum, The largest contributions to this total have been made by the medical
schools of Toronto, McGill, Laval and Montreal,

The Atlantic Provinces and British Columbia have experienced an inade-
quate supply of medical graduates from the medical schools located within
their boundaries., This implies either the necessity of having a less favour-
able physician-population ratio or having this situation ameliorated through
heavier reliance on immigrant physicians or dependence on a supply of phy-
sicians from other regions of Canada.

Since 1958 our medical schools have been producing relative to the size of
population, almost the same number of doctors as that produced 50 years
ago — despite changes in the demand for medical services. During the
years 1958—-62, there were 4,7 medical graduates per 100,000 population as
compared with 4.3 in 1911,

During the years 1947/48 to 1951/52, there were 37 graduates of Canadian med-
ical schools annually who came from other countries or 5.5 per cent of the

total Canadian medical graduates per year. The corresponding figures for the
period 1957/58 to 1961/62 were 105 and 12.3 per cent respectively. This
increase in foreign-born Canadian medical graduates from the middle of the
1950’s corresponds to a relative decline of Canadian-born students entering
medical schools. About 80.0 per cent of foreign-born medical graduates were
from the U.S.A.

It appears that the enrolment of medical students during the post-war years
did not keep pace with the growing population of Canada. While the number
of medical students remained relatively stable around 3,500 during the years
1947/48 to 1960/61, the number of medical students per 100,000 population
steadily decreased from 25.4 in 1950/51 to 19.6 in 1960/61. Taking 1953/54
as a base year, the index of enrolment of medical students remained station-
ary at 96.3 in 1960/61, while total university student enrolment was at

174.4 in the same year. Total enrolment per 100,000 population of

university age group, 20 — 24, increased from 7,143 in 1947/48 to 8,992 in
1960/61, while the medical student enrolment actually decreased from 353 to
328. Some improvment has taken place in recent years.

The attrition rate of Canadian medical students for all years of the medical
course during the years 1947/48 to 1959/60 was 10,0 per cent. Thus, for
every 100 first-year medical students, approximately ten will withdraw for
various reasons during their medical studies.

The average ratio of first-year medical students per 10,000 population of the
university age group 20-24, for the country as a whole, during the years 1952/
53 to 1961/62 was 7.5, and the corresponding ratios were for Newfoundland —
3.2, Nova Scotia — 5.0 and New Brunswick — 5.1, The provinces with the most
unfavourable physician-population ratios were also at a disadvantage in
recruiting entrants into medical schools.
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(vi) The number of Canadians studying medicine in the United States during the
post-war years was insignificant. On the average, there were about 60 post-
graduates and about 40 undergraduates in the United States medical schools.

(vii) About 60.0 per cent of Canadian-born medical students in 1962 came from
communities of 100,000 population and over. Approximately half of these
students came from the socio-economic groups of owners and proprietors,
managers and superintendents and professional occupations. About 10,0 per
cent of students came from a physician family, Median parents’ income of
medical students in 1961 was $6,439 as compared with $3,646 for all taxpay-
ers in this country, There appears to be an under-representation of medical
students from lower socio-economic classes and lower representation from
rural areas and smaller urban centres,

(viii) Approximately one-quarter of male medical students held part-time work
during a regular academic year and about 90.0 per cent had summer employ-
ment in 1961, A large proportion of this work was, however, related to their
course of studies.

(ix) Average expenditure per medical student amounted to $2,250 in the 1961/62
school year, which was one of the highest of all university students. Average
income per medical student in the same year amounted to $2,344,

One-third to two-fifths of medical students, in each year of the medical
course, were receiving bursaries or scholarships. The median award was
$300—-350, which does not appear to be high enough if more able students are
to be encouraged to enter medical schools.

d. Distribution and Some Professional Characteristics of Canadian Doctors

(i) In Canada as a whole, 64.4 per cent of the active civilian physicians were
under 45 years of age in 1961 as compared with 52.0 per cent in 1931, 51,9
in 1941 and 53.3 per cent in 1951, Thus there has been the trend toward an
increased proportion of younger doctors in an over-all age distribution of the
civilian medical manpower in this country.

(ii) The number and proportion of women in the medical profession to total active
civilian physicians have steadily increased since 1921, particularly after
World War II. Female physicians constituted 6.8 per cent of the total medical
manpower in 1961 as compared with 1.7 per cent in 1921,

(iii) More than one-half of the reporting Canadian-born physicians indicated that
their fathers’ occupation was of professional (30.4 per cent) and managerial (25.8
per cent) nature, while these two occupational groups accounted for only 7.6
per cent and 10,2 per cent respectively of the total male labour force in 1961,
Farmers and farm male workers accounted for 12.2 per cent of the total male
labour force and this percentage is close to 13.0 per cent of the reporting
physicians who indicated agriculture as the occupation of their father.

(iv) A high proportion of the physicians tend to remain in the region where they
started their first practice. This proportion ranged from 90.7 per cent in the
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Atlantic Provinces to 41.2 per cent in British Columbia. For the remaining
regions it was above 80,0 per cent. More than four-fifths of the reporting phy-
sicians in the Atlantic Provinces, Quebec and Ontario, and three-quarters in
the Prairie Provinces and approximately one-third in British Columbia indi-
cated that they resided in the region of present practice prior to entry into
medical school and remained there after starting their first practice in the
same region.

The Canadian-born physicians tend to start their first practice in communities
larger than the ones they came from thus contributing to unequal geographical
distribution of physicians as between rural and urban areas,

There is a definite tendency of the physicians to establish their practice in
the regions in which they have obtained their basic medical education. This
suggests that an effective method of improving the physician-population ratio
in a province or region would be the establishment of a medical school there
or the expansion of the existing ones. This conclusion may be of particular
significance in relation to the supply of medical manpower in the Atlantic
Provinces.

For the country as a whole, approximately one-fifth of the reporting physi-
cians indicated that they were born and educated in regions other than
those in which they were practising in 1962, This proportion probably
constitutes a real measure of the geographical mobility of the Canadian-
born doctors.

Physicians in general private practice showed a concentration in urban cen-
tres similar to that for the general population. In contrast, physicians in
specialist private practice showed a higher degree of urban concentration
than the general population.

The proportion of physicians in urban centres of 10,000 or more population
was 73.2 per cent for Canada as a whole and in 1962 it stood at 85.8 per
cent. In contrast, only 48.2 per cent of the total population in 1951 was
located within these centres and 58.7 per cent in 1962, The process of
““urbanization’’ of physicians between these two years was somewhat lower
(17.2 per cent) than that of the population generally (21.8 per cent).

As of June, 1961, 69.4 per cent of active civilian physicians were located
within metropolitan areas, whereas only 47.2 per cent of the total population o
Canada was so located. Consequently, while the metropolitan physician-
population ratio was 1:581, it was only 1:1,474 for the population outside

the metropolitan areas.

Approximately 67.0 per cent of the reporting physicians for the country as a
whole indicated they were engaged in private practice in 1962. Excluding inter
and residents, private practitioners accounted for about three-quarters of the
active civilian physicians. The balance of civilian physicians consisted of
those engaged in medical research and teaching, public health, hospitals,
industrial medicine and others.
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(x) Approximately one-third of the reporting physicians in private practice in
1962 were organized either in partnership or group practice,

(xi) There was an insignificant degree of professional mobility of physicians from
other types of major work towards a general private practice. On the other
hand, there was a shift from a general private practice toward specialist
private practice and other types of work based on salaried appointment.

(xii) The trend towards medical specialization continued steadily during the last
two decades. The population of Canada increased between 1947 and 1961
from 12,6 million to 18,3 million or by 45.2 per cent, while total medical
manpower increased during the same period by nearly 55,0 per cent. But the
total of specialist physicians (certified and non-certified) has increased by
over three times.

The number of certified specialists rose from 3,795 in 1951 to 7,925 in 1961,
i.e., by 127.4 per cent, accounting for 37.3 per cent of the total doctor pop-
ulation in 1961 as compared with 27,0 per cent in 1951, Similarly, the
general practitioner has shown a greater interest in specializing as the non-
certified specialists have increased from 984 in 1951 to 2,941 in 1961.

In 1961, there were 10,133 general practitioners and 7,925 certified special-
ists,

(xiii) About 95.0 per cent of certified specialists were located in centres with
population 10,000 and over, as of September 1, 1961, They provided special-
ist services directly to 58.5 per cent of the total Canadian population so
located. Approximately 80.0 per cent of specialists in private practice and
75.0 per cent of specialist hospital staff were located in communities of
50,000 and over population.

e. Demand for Medical Services

(i) The average working week of the reporting general practitioners in private
practice in 1962 was 52 hours and the corresponding figures for specialists
and consultants were 43 and 44 hours respectively.

A patient-visit load of the typical general practitioner was 159 per week,
that of specialists was 104 and for consultants it was 94, Only 14,1 per cent
of the weekly patient-visit load of the reporting general practitioner were
home calls. The corresponding percentages for specialists and consultants
were 5.2 and 0.7 respectively. About 60.0 per cent of the weekly patient-
visit load of general practitioners was made at doctor’s office. The corre-
sponding percentages for specialists and consultants were 46.0 and 35.0
respectively. Hospital calls amounted to 24.4 per cent of the weekly patient-
visit load of general practitioners and 45.8 and 60.5 per cent for specialists
and consultants respectively. Other activities of physicians accounted for
about 3.0 per cent of the weekly patient-visit loads.

(ii) The volume of service performed by a physician in private practice varies
naturally with his age and years of practice. The patterns of patient-visit
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loads, based on years of practice, of general practitioners, specialists and
consultants were very similar to those of their earnings, also based on the
same criterion. The general practitioners in large urban centres of 50,000
population and over had lower patient-visit loads than those practising in
smaller urban centres presumably because of a higher concentration of spe-
cialists in larger centres.

The broad categories of services (physical examination of apparently well
people for specific purposes or of preventive routine and other specific ser-
vices, such as surgical and obstetrical procedures, referred consultations,
special diagnostic and treatment procedures, etc.), performed by general
practitioners, specialists and consultants were very similar, Naturally, how-
ever, the actual contents of these services will vary greatly according to the
type of major work of a physician.

The average size of practice in 1962 of general practitioners ranged from
1,367 persons in the Yukon and Northwest Territories to 3,166 persons in
Newfoundland. The national average size of practice amounted to 1,709 persons
per general practitioner as compared with general practitioner-population ratio
of 1:1,800 in 1961.

In general, the size of practice tended to be larger in those provinces which
had less favourable general practitioner-population ratios and less urban-
ized population such as Newfoundland, New Brunswick, Saskatchewan and
Nova Scotia.

It is estimated that an annual (48 weeks) patient-visit load in 1962 per phy-
sician in private practice was 6,336, and, excluding hospital calls, it aver-
aged about 4,300 patient-visits per year,

On a per capita basis, each person in this country, irrespective of age, sex,
income and location, received 5.4 physician-visits. The latter figure was
composed of 2.9 office calls, 1.8 hospital visits, 0.6 home calls and 0.1 of
other types of services. (A patient-visit is defined here as a consultation with
a physician or his nurse, either in person, or by telephone, in his office, the
hospital, clinic and the patient’s home, for examination, treatment or advice.).

The number of doctors employed in hospitals (general, mental, tuberculosis,
federal and private) on a full-time or part-time basis increased from about
1,800 in 1950 to 4,500 in 1961, i.e. by neatly 150,0 per cent. At the end of
1961 there were about 1,800 full-time physicians in hospitals across the
country. Approximately 100 established positions were not filled in provin-
cially and federally operated hospitals as of June 1963.

As of June, 1963, there were 775 doctors employed on a full-time basis in
non-hospital work by the three levels of government in Canada. There were
134 known unfilled established positions.

With the increase in the number of medical schools to twelve and higher enrol-
ment of students during the post-war years, but particularly due to a new
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staffing pattern, there has been a gradual expansion of full-time faculty per-
sonnel until in the academic year of 1961/62 it amounted to 420 doctors.

As of May, 1962, there were 261 physicians employed on a full-time basis in
industry. The largest concentration was in manufacturing, transportation,
service, and mining industry in that order.

A small proportion of Canadian physicians serve as advisors to insurance
companies, and as of February 1962, there were 8 doctors of medicine asso-
ciated with them,

The Canadian Forces Medical Service, which was formed in January, 1959
through the unification of the medical branches of Navy, Army and Air Force,
employed as of March 31, 1962, about 400 physicians.

l f. Economics of Medical Practice

@
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Average net income from private medical practice of general practitioners in
Canada in 1960 was $13,820 and that of specialists was $18,730. Independ-
ent medical practice tends to be more lucrative than salaried medical employ-
ment as the incomes of doctors engaged in medical research amounted to only
$8,940 and in public health to $10,750.

The average net income of private practitioners organized in group prac-
tice was higher than that of doctors in solo practice, amounting to $19,420,

In practically all regions of the country the incomes of general practitioners
and specialists located in rural areas were lower compared with those in
urban areas.

The patterns of income vary with years in nractice. The general practitioners
in private practice reached their beak of earnings of $15,000 only after five
years in practice and maintained it for the next twenty-five years, while the
specialists reached their peak of income of $24,000 after ten years in practice
and sustained it for only the next ten years,

Average net income of various categories of salaried physicians increased
gradually and steadily with the length of experience though less rapidly than
that of general practitioners and specialists in private practice.

The highest earnings of specialists in private practice were in such special-
ties as therapeutic radiology ($31,500), urology ($29,900), thoracic surgery
($26,000), plastic surgery ($25,300), neuro-surgery ($25,000) and ophthalmology
and otolaryngology ($24,200).

Average incomes of interns and residents in 1960 were respectively $1,740
and $3,360. The low income of residents, who reauire four to five years of
specialized training, might well constitute the most important economic bar-
rier in the recruitment of young Canadians into the medical profession.

The average annual total operating expenditures in 1960 of private general
practitioners, in the country as a whole, amounted to $7,450 and those of
specialists were $7,890, Similar expenditures of physicians working in group
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practice were somewhat higher mainly because of higher expenses on para-
medical personnel and equipment.

There were some differences in the patterns of operating expenditures

between general practitioners and specialists. General practitioners spent
proportionately more on medical and surgical supplies and relatively less
on paramedical and clerical staff as well as on office rental as compared wit
similar operating expenditures made by specialists.

Relatively higher average annual total operating expenditures of specialists
practising in diagnostic and therapeutic radiology, ophthalmology and oto-
laryngology and urology were due to proportionately higher expenses incur-
red by these specialists on medical supplies and on paramedical and
clerical staff,

There were only small differences in average annual operating expenditures
of general practitioners whether located in rural or urban areas.

Average depreciated value of capital assets of general practitioners in
1960 was $8,840 per doctor and that of specialists was $6,160, Physicians
in group practice indicated a lower figure of $4,460. This suggests that in
group practice there is an economy in sharing equipment and buildings
among physicians.

Average annual capital expenditure on purchase of new buildings and/or
equipment in 1960 was $3,060 per general practitioner, and the figures for a
specialist and a doctor in group practice were $2,750 and $1,640 respec-
tively.

About 16.0 per cent of the reporting physicians, general and specialist,
engaged in solo private practice since 1956, have taken over existing
practices, nearly 80.0 per cent have established new practices and only a
very insignificant proportion have started their practice under the contract
with either community organization, like municipality, or partnership or
group practice, On the other hand, approximately 80,0 per cent of the reportin
doctors engaged in group practice have started their practice under the
auspices of partnership or group practice.

-l  E» Gl A B AR HR o B
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In general, the initial capital expenditure involved in starting a solo med-
ical practice came to about $5,000 (since 1957), in the second year of
practice additional capital costs amounted to $1,500 and it gradually
declined to a few hundred dollars by the fifth year of practice (1962).

There appear to be no special differences in capital costs, initial and sub-
sequent, because of the various sizes of community in which practices were

located.

Approximately $6,500 to $7,500 were needed to establish a medical prac-
tice initially. This initial amount of funds needed was not perceptibly

influenced by the size of community. Approximately three-quarters of the
initial funds were obtained by way of a loan from relatives, bank or other

S ER B
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(xiv)

sources. Personal financial resources accounted for the remaining quarter of
the initial funds needed.

A large proportion of the Canadian physicians have indicated that a group
practice improves the quality and availability of medical services as well
as the working conditions of doctors.

g. Evaluation of Supply and Demand for Physicians in Canada
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If the national physician-population ratio of 1:857 were to prevail throughout
the whole country and thus an equitable distribution of medical manpower
were to take place, approximately 5.0 per cent of the physicians would have
to move from provinces in central Canada and British Columbia to the Atlantic
Provinces, Saskatchewan and Alberta,

If all provinces of Canada were to have a supply of physicians similar to
what existed in the provinces with the best physician-population ratios (i.e.,
Quebec, Ontario, Manitoba and British Columbia), there would be a short-
age of about 1,400 doctors in Canada as of June 1961, All provinces, except
Ontario and British Columbia, would have had a deficit in their 1961 sup-
ply of doctors on the foregoing criterion.

In population per physician Canada compares less favourably with such
countries as Western Germany, Italy and United States,

The Atlantic Provinces, Saskatchewan and Alberta experienced also a
shortage of physicians in private practice in comparison with other
provinces of Canada,

It is suggested that if unmet demand for medical services were to be satis-

fied there would be an additional need for 3,900 physicians in private practice
as of 1961.

In making inter-professional comparison of earnings in Canada it appears that
the three-year average annual professional income of consulting engineers
and architects increased by 116,0 per cent between 1946—48 and 1958—60,
and the corresponding percentage for dentists was 111,0, physicians—110.0
and lawyers—88.0. In terms of dollars, the physicians increased their three-
year average annual income by $7,630 in the period under review, consulting
engineers and architects by $6,915, dentists by $5,650 and lawyers by
$5,562.

Physicians decreased their percentage of total professional and technical
groups from 4.2 per cent in 1931 to 3.4 per cent in 1961, On the other hand,
doctors, as a percentage of the total labour force, increased from 0.26 per
cent in 1931 to 0.32 per cent in 1961,

The physicians’ professional income between 1949 to 1960 increased by 77.4
per cent, which increase was almost identical with the increase in annual
average weekly wages of people engaged in manufacturing and also in all other
industries (industrial composite index). On the other hand, the indicated
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increase in income of physicians was somewhat higher than that of average
labour income per employee by about 16,0 per cent.

Consumer price index increased from 100,0 in 1949 to an annual average of
130,7 in 1962, while doctors’ fees index (weighted average of the four
components: office call, home call, confinement and appendectomy) increas-
ed from 100,0 to 150,4 during the same period.

Canadian expenditures on personal medical care accounted for 1.56 per cent
of total personal expenditures in 1961 as compared with 1,09 per cent in
1945, In the former year they amounted to $393,2 million or $21.0 per capita
as compared with $76.2 million and $6.30 in 1945, The Canadian community
tends to devote increasing proportions of its income to medical care as
income increases.

N
/

h. Physician—Population Projections, 19611991
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The annual average composite attrition rate of Canadian doctors during the
years 1952—1960 amounted to 3.2 per cent. It includes a loss due to a natural
cause like death or sickness, emigration, retirement and other departures.

At the constant 1961 physician-population ratio of 1:857, which indicates
only a current and static demand for medical services, the physician require-
ments to keep pace with the projected increased population (including 50,000
net immigration per year) will amount to 23,683 in 1966, 26,358 in 1971 and
gradually increasing to 40,964 in 1991, At a progressively improving ratio of
1:857 in 1961 to 1:665 in 1991, based on the experience of the last decade,
these requirements for physicians will progressively increase from 24,691 in
1966 to 28,714 in 1971 and by 1991 the total requirements would amount to
52,792 doctors.

The expected supply of physicians under assumptions of 800 Canadian
medical graduates per year between 1961-1965 and 900 and 950 during the
years 1966—1970 and 1971—-1990 respectively, and 350 immigrant doctors per
year during the period of 1961-1970, and 250 thereafter and 3.2 per cent
attrition rate will amount to 23,489 in 1966, 25,826 in 1971, increasing to
31,410 in 1991,

Thus the expected supply will be short of the requirements for doctors in
this country.
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Annual average needed supply of Canadian medical graduates will increase
from 848 during the projected period 1961/62 to 1965/66 to 1,825 during the
years 1986/87—1990/91 on the assumptions of maintaining the 1961 physician-
population ratio of 1:857 and 50,000 net immigration per year during the
projected period. These requirements for medical graduates will be higher
if this ratio is to improve gradually.

~

It appears that existing educational facilities and the present output of our
medical schools will not be able to satisfy our future needs for doctors.
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(v) A statistical analysis made also indicates that to obtain the objective of
adequate supply of physicians steps will have to be taken to encourage a
higher proportion of our students to enroll in our medical schools because in
the past not enough young Canadians were willing or able to choose a medical
career,
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CHAPTER II

Supply of Physicians

1. Introduction

This chapter presents factual information and an analysis of the historical
and current trends in the supply of medical manpower in Canada, both on a
national and provincial basis. It examines the procedures pertaining to the
registration of graduates from Canadian and foreign medical schools. An attempt
is made to estimate the attrition of the physicians due to emigration, death and
retirement. The above analysis will provide a basis for the projection of future
requirements for physicians in Canada.

In an analysis of professional groups the quantities of manpower demanded
and supplied may be considered as simply a function of ‘“‘price’’, i.e., of ex-
pected net earnings. However, an analysis of a medical manpower market
presents some obvious difficulties both with respect to definition of the appropriate
““unit’’ of supply and to the fact that actually there is no one price but rather a
range of prices as net incomes of physicians may vary according to place of
practice, and type of work.

The starting point in the quantitative appraisal of the supply of physicians
is the number of doctors because an individual practitioner may be considered to
be the relevant ‘‘unit’’ of supply and because the total amount of medical services
available to a society, with some qualifications, depends primarily on the number
of medical practitioners.

It is necessary to establish and measure the main categories of inflow to
and outflow from the total supply of medical manpower in order to obtain a picture
of changes in the actual size of the supply. On the side of inflow we must include
an annual output of medical graduates, immigrant and alien physicians as well as
those who re-enter the medical profession after some years of withdrawal from
active practice. On the side of outflow we must include physicians who emigrated,
died or retired from active practice. An analysis of this kind must be accom-
panied by an evaluation of the various factors which determine the increments
and decreases in the total supply of medical manpower in order to project a net
change in this supply in the future.

It should be pointed out, however, that a mere size of physician popu-
lation and an analysis of its various components are not really sufficient to
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indicate the volume of potential supply of medical services. A further study will
have to be made in the follow:ing chapters with respect to the actual utilization
of medical manpower, its actual functions, demographic characteristics,
geographic distribution, professional specialization, etc.

The supply of physicians in a short-run period is said to be relatively
inelastic because principally only death and voluntary retirement are the reasons
for withdrawal from medical practice. Similarly, the number entering the medical
profession is largely determined by the number currently graduating from medical
schools, and to a lesser extent by recruitment of foreign-educated physicians.
The supply of medical graduates is in a short-run period inelastic because of the
limitations of their production imposed by existing teaching personnel and
facilities and the long duration of medical training. ‘‘Over long periods, the
number of withdrawals from the profession, but not the number seeking to enter,
is still almost completely determined by non-economic factors. The higher the
economic prospects of one profession relatively to others the larger the number
who may be expected to try to enter it. Over these longer periods, economic
factors affect the supply of services offered, i.e., the total number of practi-
tioners, primarily through their effect on the number who try to enter the
profession.’’!

This general tendency applies to professions which are characterized by
free entry. If the number permitted to enter is, however, regulated through
licensing authorities, then the supply of practitioners will not be a function of
the price or expected net income. In general, ‘‘If we abstract from all factors
affecting the choice of a profession other than actuarial ones, the supply of new
entrants depends solely on the relative arithmetic mean return and cost’’.? It
should be pointed out that there is no consensus of opinion as to what really
constitutes an adequate supply of physicians and hence the differences in views.
It is generally acknowledged that one of the difficult problems of the medical
profession is the lack of accurate determination of the number of practitioners
needed and what form of control of supply to adopt to protect the interests of the
public and of the profession.

2. Trends in the Supply of Physicians

a. The Physician-Population Ratio and Its Limitations

It is customary and convenient to test the national and regional sufficiency
or insufficiency of the supply of medical manpower and of the adequacy or
inadequacy of local medical services in terms of a proportion of the population
to the number of physicians. Some experts have expressed their personal opinions
as to what this proportion ideally should be. There is, however, a wide range

1 Friedman, Milton and Kuznets, Simon, Income from Independent Professional Practice, National
Bureau of Economic Research, New York: 1945, p. 155.

? Ibid., p. 157.
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of estimates and consequently no general conclusion can be drawn. The absence
of an established optimum physician-population ratio, naturally, makes the
projection of future requirements for physicians a more difficult task.

A simple physician-population ratio does not indicate completely the
volume of medical services rendered or needed because it does not take into
consideration the nature, scope and quality of the physicians’ services nor the
economic, social and physical characteristics of the people being served. As one
writer observed: ‘‘“The many social, economic and geographic factors involved
prevent the determination of supply or demand for an economic good by the
counting of noses’’.! The use of physician-population ratio simply means
measuring supply and demand for medical manpower by counting sellers and
potential buyers but the consumption of medical services, assuming that they are
needed and readily available, varies with the income of the consumers and the
cost of such services.

A comparison of the physician-population ratio over a long period of time
should be viewed with caution because too many variables are involved and,
therefore, it should be considered along with other factors. As already pointed
out the ““output per physician’’ has steadily increased. The physicians of today
can supply more and better medical services as compared with those of fifty
years ago. An increase in ‘‘output per physician’’, due to technological progress
in the practice of medicine and an increase in demand, may roughly be measured
by dividing the index of expenditures for physicians’ services by its price
index.?

Better organization of medical practice, improved methods of diagnosis,
prevention and treatment, more and better hospitals, equipment and other
facilities, larger numbers of paramedical personnel, which relieve the physician
from many routine and time consuming tasks, easier access of doctor to patient,
and patient to doctor due to the development of transportation and communication,
all of these factors account for the fact that the physician can accomplish more
in a given time and geographical area than formerly.

On the other hand, the physician-population ratio being a gross figure of
medically qualified persons will include a larger proportion of physicians than
formerly, who are engaged in administrative work, research, teaching and as such
are not providing medical services. In addition, the increase of older people in
the population, the higher standard of living, better health education of the
public and hence higher awareness of medical requirements and greater expect-
ations from medicine, all these factors imply greater demand for medical care
than formerly. To argue that the physician-population ratio in Canada compares
favourably with that in other countries or that this ratio has practically remained
the same during the last few decades, while physicians became more productive,
may mean nothing in itself. Such an argument overlooks the fact that our national

1 Goldman, Franz, Editor and Leavell, Hugh, Medical Care for Americans, The Annals of the
American Academy of Political and Social Science, January 1951 , Vol, 273, p. 27,

2 Dickinson, Frank G., ‘‘Supply of Physicians’ Services,’”’ The Journal of the American Medical
Association, April 21, 1951, Vol, 145, p. 1261,
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income and standard of living have increased manyfold during these last decades
and consequently in previous periods of lower national income and economic
welfare that ratio might have been sufficient but not today.

In comparing the adequacy of medical services between regions and local
areas, the physician-population ratio may be also of limited significance because
people from one place may seek services of particular specialists in another
place and there also may be differences in the productivity of doctors in various
localities. The age characteristics of the physicians will influence their
productivity. The peak of efficiency as measured in terms of the patient-load is
reached at the age of 40 to 45 years. To the extent that average age is an index
of productivity, an analysis of the availability of doctors in terms of age charac-
teristics must modify an analysis of this availability in terms of the physician-
population ratio. Then, one would have to consider also the proportion of general
practitioners and specialists in a given physician population because of the
difference in the scope and nature of medical services made available to the
population by these two broad categories of physicians. There are also local
differences with respect to the volume of patients treated, availability of out-
patient departments, and availability of hospitals and travelling clinics, which
will influence the usefulness of the physician-population ratio for comparative
purposes.

In view of the above limitations, the physician-population ratio must be
used with caution. It is useful, however, as a guide in comparing the supply of
physicians between countries, provinces and large economic regions. But a
shortage or surplus of medical manpower cannot be based or proved entirely on a
simple physician-population ratio. It should perhaps be correlated with other
indices already mentioned, which measure the progress in the general health of

TABLE 2-1
PHYSICIAN-POPULATION RATIOS IN CANADA, 1901-61

Active Physician-
Year Civilian Population® Population
Physicians Ratio
(’000)

1901 e evieionnis wte aiele wie s 5,475 5,324 1: 972
LOLL ,oee 3055 50 5caia i Bivis 316 5 58, SHeTE 99 7,411 7,191 1: 970
192 cie i o ere w105 o sitete s Vesveseineise 8,706 8,776 1:1,008
1937 oisuies ois o o @ie wep wie o 0ie @ ssees e 10,020 10,363 1:1,034
1941 oo vve v P S oo 11,8732 11,490 1: 968
TO51 i s misi s oie mim w100 ove 8 5w wi: o 00 oia cocs 14,325 13,984 1: 976
1961 .o cvusee aiw: o isve eie o e elele eletatolelotatete 21,290 18,238 1. 857

1

Exclusive of Yukon and Northwest Territories until 1960,

2 The 1941 figure includes 1,150 armed forces’ doctors because of wartime conditions.

Sources: 1901 to 1961, Census data; 1960, The Canadian Medical Association’s Survey of
Provincial Licensing Authorities, C,M.A,’s Brief on Future Requirements for Physicians

in Canada, submitted to the Royal Commission on Health Services, October 27, 1961, p. 2.
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the population. This ratio is even less useful in comparing the supply of medical
services between local areas because of the differences in age characteristics
and type of work of the physicians concemed.

b. National Physician-Population Ratios, 1901—1961

Table 2-1 shows in an historical perspective the statistical data concerning
the number of physicians and population in Canada, from the beginning of this
century until 1961, and the corresponding physician-population ratios.

Table 2-1 suggests that between 1911 and 1931 the number of physicians
did not keep pace with the growth of population and hence in 1931 there were
more people per physician than in 1911, This trend has been reversed since 1931.
During the first five decades, the proportion of physicians to population has
remained relatively stable and only during the last decade has the national
physician-population ratio improved considerably. The table 2-1 shows also that,
although the total number of physicians was increasing each decade, the rate of
increase or the average annual increase has dropped from 193.6 physicians during
1901-11 to 131.4 physicians in the decade1921-31. During the next two decades
the corresponding figures were 185.3 and 245.2 physicians. During the 1951/61
years, the average annual increase amounted to 697 physicians. In 1961 the
physician-population ratio was 1:857, which indicates that in that year there were
approximately 120 persons less per physician as compared with the 1951 ratio of
1:976. During this period of 1951-61, the number of physicians in Canada in-
creased by 48.6 per cent while the population of this country has increased by
30.4 per cent. This improvement in the physician-population ratio between 1951
and 1961 represents more than a 12 per cent change in the relative supply of
physicians or, on an annual basis, the rate of improvement in medical manpower
was more than 1 per cent.

Table 2-2 indicates the national physician-population ratios annually during
the last decade.

The Canadian Medical Association has estimated that between 1951 and
1960 there was a total of 13,627 newly registered physicians in Canada, of whom
8,957 were graduates of Canadian medical schools and 4,670 or 34.3 per cent of
the total were graduates of foreign medical schools.! Consequently, after making
a due allowance for the normal rate of attrition of medical manpower during this
period and in the absence of any significant increase in the number of graduates
from Canadian medical schools, the ten per cent improvement in the physician-
population ratio between 1951 and 1960 must be attributed to this substantial
inflow of immigrant physicians. In fact, without this inflow of physicians from
abroad, the physician-population ratio would have deteriorated. It may, therefore,
be suggested that Canadian medical schools are not producing enough physicians
to keep pace with the rapidly growing population.

1 The Canadian Medical Association’s brief on Future Requirements for Physicians in Canada
submitted to the Royal Commission on Health Services, October 27, 1961, Appendix A, Tables Ajp
and A3 p. 20.
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TABLE 2-2

ANNUAL NATIONAL PHYSICIAN-POPULATION RATIOS
IN CANADA, 1951-61

Estimated gstimat'ed .
Yeur Number of o opulatmx.l ghysxcxfm-
Doctors! rresponding opula'ltlon
(Dec. 31) Year and Ratio
Month?
(’000)
TOSTIJUNE). & iis v sii 56 5000 o vre aio o ave oie . 14,325 13,984 1:976
1952 & s i ersis 1) o 56 wiis one oo o wiw 0 iaiie 6 s 15,135 14,649 1:968
1953 o ¥ %5018 w10 o eis ein o ale eles Ble o i 15,829 15,195 1:960
19954 5.5 o550 5 exe eio: olols 16,431 15,698 1:955
1955 aiceiie o o iwie wint o wis: 3 a6 W4 & W1 Sie v e 17,221 16,081 1:934
19561 3o erene sieiie oie: siwiie sia & Slie 8516 wTe e e Sre 17,871 16,589 1:928
1957 . owio 5is S wie s e o s e e e 8 00 0 o1 i 18,523 17,048 1:920
LOSBY oiar o 0761 nifs 5781 6 518 07515 5261 age ster o v, oo 19,096 17,284 1:905
1959! o506 5510 0 605 00s1 0 wte miata 19,800 17,678 1:893
L9OO! & 56 aver e w15 541 o aie o rasis 0101 0 ates ¢ See. $1016 6 20,517 18,041 1:879
1961%......... oo o eile & v 5 aile Sle 6 506 v 21,290 18,238 1:857

Sources: ! C.M.A.’s Survey of Provincial Licensing Authorities except for 1951 which is based on
census data; C.M,A,’s Brief on Fufure Requirements for Physicians in Canada, submitted
to the Royal Commission on Health Services, October 27, 1961, P 3;

? p.B.s.

3 Census data,

c. Provincial Physician-Population Ratios, 1911— 1961

The supply of physicians, in the country as a whole, expressed in terms of
population per physician has declined since the beginning of this century and, in
addition, it did not cover the country evenly. The relative supply situation in
certain provinces has deteriorated, while other provinces have always maintained
a favourable position with respect to the supply of doctors. The factors which
probably influence the provincial physician-population ratios include the level of
personal income per person, the extent of urbanization of population within a
province, the absence or presence of medical schools, and the extent of hospital
facilities. The provinces characterized by an inadequate number of hospitals and
low physician-population ratios will tend to have fewer interns and residents in
relation to all active physicians indicating lower rates of increase in the supply
of physicians in the future.

Appendix 2-1 shows, on a provincial basis, the number of physicians, the
corresponding percentage of the total number of physicians in Canada and the
physician-population ratios for the period 1911—61. It indicates the relative
trends in the supply of physicians in each province. Table 2—3 presents
the provincial physician-population ratios over the period under review.

Table 2—3 shows that while the physician-population ratios varied
considerably from province to province, all provinces have improved their ratios
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during the last five decades and, in particular, since 1951, During the entire
period under consideration, Ontario and British Columbia have consistently had
better physician-population ratios than those for the country as a whole. The
ratio for the Province of Quebec in 1941 was also below the national figure, in
1951 it was only slightly above the Canadian average figure; and in 1961 it was
almost equal to the national level. The Province of Manitoba in 1951 experienced
a lower ratio than that for the country as a whole, while in 1961 it was below the
national average figure. In the remaining provinces, the physician-population
ratios have been higher than the national ratio.

TABLE 2-3
PROVINCIAL FHYSICIAN-POPULATION RATICS, 1911-61

Province 1911 1921 1931 1941 1951 1961
Newfoundland ........... - — - — | 1:2,524 | 1:1,991
Prince Fdward Island..... 1:1,306 | 1:1,309 | 1:1,397 | 1:1,418 | 1:1,342 | 1:1,149
NovaScotia .......ccv0nun 1:1,206 | 1:1,147 | 1:1,153 | 1:1,350 | 1:1,094 | 1:1,044
New Brunswick .......... 1:1,253 | 1:1,448 | 1:1,517 | 1:1,693 | 1:1,445 | 1:1,314
Quebec .........0iviuunnn 1:1,003 | 1:1,065 | 1:1,046 1:1,054 1: 990 1: 853
OBLALIO ¢ uie s o 3w s w90 ¢ w18 w900 1: 828 | 1: 848 | 1: 872 | 1: 903 | 1: 857 | 1: 776
Manitoba .. s w s s s wve s s s 1:1,065 | 1:1,095 | 1:1,051 | 1:1,108 | 1: 926 | 1: 823
Saskatchewan ........... 1:1,298 | 1:1,445 | 1:1,579 | 1:1,700 | 1:1,278 | 1: 973
Alberta ..z om s is s ws sis s s s 1:1,014 | 1:1,073 | 1:1,256 | 1:1,320: | 11,118 | 1+ 982
British Columbia......... 1: 945 | 1: 862 | 1: 952 | 1:1,010 | 1: 847 | 1: 758

Canada .....c0vunn. 1: 970 | 1:1,008 | 1:1,034 | 1:1,072 | 1: 976 | 1: 857

Sources: 1911—1961, Census data,

Table 2-4 suggests that the provinces, like Ontario, British Columbia,
Manitoba and Quebec, which in 1961 had the most favourable physician-
population ratios, were also the provinces with higher personal incomes per
capita, the highest percentages of urbanization of their population, and some of
them have had an advantage in the hospital bed—capacity per person.

The physician-population ratio in the Atlantic Provinces has always been
less favourable than that for the whole country. In 1961 the population of this
region amounted to over 10.0 per cent of the total population in Canada, while the
number of physicians constituted only 7.0 per cent of the total number of
physicians in this country. Consequently, the physician-population ratios in the
Atlantic Provinces were lower than that for Canada as a whole. The number of
active resident physicians in the four provinces in 1961 was 1,482, giving a
ratio of 1,280 persons as compared with the national ratio of 857. There was a
greater shortage of physicians in Newfoundland than in the other three Maritime
Provinces.

The number of doctors practising in Newfoundland has increased sub-
stantially from 143 in 1951 to 230 in 1961, thus changing the physician-popula-
tion ratio from 1:2,524 to 1:1,991 although outside the larger centres an individual
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TABLE 2-4

PROVINCIAL PHYSICIAN-POPULATION RATIOS, PERSONAL INCOME AND
HOSPITAL BED CAPACITY PER PERSON AND PER CENT OF
URBANIZATION OF POPULATION, BY PROVINCE, 1961

Physician- Personal Hospital Bed Per Cent of
Province Population | Income per Capacity Per Urbanization
Ratios Person! 1,000 Persons? | of Population?
$

British Columbia ......... 1: 758 1,809 5.6 72.6
ONtario « s i wis sisis amrs 55 & wis 1: 776 1,829 5.5 77.3
Manitoba ....euu... 1: 823 1,476 6.0 63.9
QuebeC ..iieectnnccns 1: 853 1,332 5.0 74.3
Saskatchewan..... aia @t ale 1: 973 1,184 7.4 43.0
ALberta .o ois o s 5 oeie 0@ are s v 1: 982 1,582 6.6 36.7
Nova /Scotia i eessws s 1:1,044 1,191 4.9 54.3
Prince Edward Island ..... 1:1,149 952 6.8 32.4
New Brunswick .......... 1:1,314 1,054 5.2 46.5
Newfoundland ........... 1:1,991 904 3.8 50.7

Sources: ! National Accounts, Income and Expenditure, 1961, Table 29, p. 38.
2 Health and Welfare Division, D.B.S., (public hospitals only,)

3 Census of Canada, 1961, Advance Report No, AP—4, Census (Demography) Division,
D.B.S.

physician is serving sometimes about 6,000 people. Towards the end of 1961 a
total of 295 doctors was reported in that province, approximately 50 of whom
were full-time physicians with the Provincial Department of Health or in larger
institutions.?

In New Brunswick the physician-population ratio has deteriorated from
1:1,253 in 1911 to 1:1,693 in 1941, but afterwards it has gradually improved until
in 1961 it reached the level of 1:1,314. By the end of 1961 there was a total of
486 registered physicians, an improvement of about 10.0 per cent over the 1960
figure.? New Brunswick has no medical school and no research centre and there-
fore practically all the doctors are engaged in providing medical services directly
to the public. This factor must be taken into consideration when evaluating the
physician-population ratio. Nevertheless, as the New Brunswick Medical Society
pointed out, the supply of doctors in the province is inadequate and some areas
have no resident doctor because of their low economic standing.?

In Prince Edward Island the physician-population ratio has shown the
same long-term trend as that in New Brunswick, declining from 1:1,306 in 1911
to 1:1,418 in 1941 and increasing gradually until in 1961 it reached the level

1 A brief from the Department of Health of Newfoundland, October 16, 1961, submitted to the Royal
Commission on Health Services, p. 8.

2 A brief from the Department of Health of New Brunswick, November 9, 1961, submitted to the
Royal Commission on Health Services, p. 6.

3 A brief from the New Brunswick Medical Society, November 10, 1961, submitted to the Royal
Commission on Health Services, p.p. 6—7.
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of 1:1,149. The Medical Society of Prince Edward Island has reported 90 phy-
sicians in 1961 of whom 77 general practitioners and specialists were

directly concered with the provision of medical services to the people of the
province, while 13 were salaried physicians employed full-time in various
administrative or clinical posts of the different departments of the provincial
government. It has been suggested that many private practitioners, especially in
rural areas, were carrying an excessive work load.?

The Province of Nova Scotia, which has a medical school, has always
shown the most favourable physician-population ratio amongst the Atlantic
Provinces. This ratio was 1:1,206 in 1911 and 1:1,044 in 1961. In the latter year,
there were 719 physicians reported, 66 of whom were employed in administrative
and other capacities. The Government of Nova Scotia has reported that there is
an insufficient number of doctors practising in Nova Scotia according to Canadian
standards, and that there is an unequal distribution of physicians. As a result
certain areas are not properly served.?

The Province of Quebec experienced a relatively stable long-term
physician-population ratio until 1941, when it stood at 1:1,054 as compared with
1:1,103 in 1911. Since 1941 this ratio has gradually improved reaching 1:853 in
1961. In this latter year the population of the province accounted for 28.8 per
cent of the Canadian population and the physicians for 29.0 per cent of the total
number of doctors in this country, making the provincial ratio almost identical
with the national ratio. The total number of doctors registered with the College
of Physicians and Surgeons of the Province of Quebec increased from 5,863 in
1960 to 6,129 in July 1961. However, only 5,920 of these were actually practising
in the province, giving a true ratio of 1:878. Many physicians devote all or part
of their time to teaching, research or administrative work. It has also been
suggested that about half of the districts of the Medical Association of the
Province of Quebec feel that they have enough physicians for the needs of their
population. It must, of course, be appreciated that the geography of the province
is such that wide areas are sparsely populated and consequently unable to
support a physician or to provide him with the facilities for satisfactory work.?

Ontario has always enjoyed the most favourable physician-population ratio
in Canada and it has changed very little, 1:828 to 1:776, over the years 191161,
In 1961 the population of the province accounted for 34.2 per cent of the total
Canadian population and the doctors for 37.8 per cent of all active physicians in
the country. The medical manpower as of January 31, 1962, included 9,182
doctors fully registered with the College of Physicians and Surgeons of Ontario
(this figure does not include interns), over 1,000 of whom were not residing
in the province, leaving 8,136 doctors registered and residing in Ontario. On that

1 A brief from the Medical Society of Prince Edward Island, November 7, 1961, submitted to the
Royal Commission on Health Services, p. 1, 1.

2 A bried from the Government of Nova Scotia, October 1961, submitted to the Royal Commission on
Health Services, p. 3.

3 A brief from the Medical Association of the Province of Quebec, April 17, 1962, submitted to the
Royal Commission on Health Services, p. 5.
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date there was one doctor for every 764 persons. There were approximately 1,300
doctors who were on salary, the majority of whom were doing administrative,
academic and research work. This was partially offset, however, by over

1,000 interns assisting physicians to render personal medical services in
hospitals, the majority of whom were not registered with the College.!

The Prairie Provinces, with the exception of Manitoba in 1960 have had a
lower physician-population ratio than that for Canada as a whole. Their
population accounted for 17.4 per cent of the total Canadian population and their
3,427 doctors or 16.1 per cent of the total number of physicians in the country,

giving a ratio of 928 persons per physician as compared with the national ratio of 857

The Manitoba ratio has remained fairly constant over the years 1911-1941
being 1:1,065 and 1:1,108 respectively and slightly above the national average
ratio. Since 1941 there was a relative improvement in the province and by 1961
the provincial ratio was slightly better than the national one.

Saskatchewan consistently experienced a relatively higher physician-
population ratio amongst the Prairie Provinces until 1961. A real improvement in
the supply of medical manpower took place between 1951 and 1961 when the
number of doctors increased from 662 to 951, diminishing the ratio from 1:1,278
in 1951 to 1:973 in 1961.

In Alberta, the physician-population ratio increased steadily from 1:1,014
in 1911 to 1:1,320 in 1941 and then it gradually declined to 1:982 in 1961. The
relative improvement took place during the period 1951/61 when the number of
physicians increased from 840 to 1,356, an average increase of 52 physicians per
year.

TABLE 2-5

RELATIVE IMPROVEMENT IN PHYSICIAN-POPULATION RATIOS,
CANADA AND FOR PROVINCES, 1951-61

P . Relative Improvement
rovince
Per Cent

Newfoundland «.ccecececeesssssesccssssssossssssscsssoscnse 21.1
Prince Edward Island «..eeeeeeeeesssonsscacsssassanans 14.4
NovAa SCOtif ccssssecossssasssssssssssssssessesescainnss 4.6
New BrunSwiCK eeceeeesaessossssossssssoassasscncnces 9.1
QUEDEC s evevrrorasscessoasncnaarrsccessocssoscnasnnns 13.8
ONtATIO o oo oevecsesossasossassesssssssssssssssascscsssssansns 9.5
MANItODA ¢ ¢ o e st eensenessoasasssssnsssssasssssssnsssssas 11.1
SaskatChewWan «cceeeeesseesssesssssascsscssssssssansane 23.9
WIBETEA. wiei ¢ ois: & 616 Wie: o 018 9056 Whel's, wish o (¥i's ¢ ‘@i 8 ‘siiv eial o siei # 741n Ws) o isiel wisile & 12.2
British CoOIUMDIA o « 5is sisis e & /6 aie s e 0o ¢ sie 0 i0ie aisie o s @ s oi8is s 10.5

Canada s s o5 s s s & s alie § o8 8 isls Wjs s wie oo s wisle wie eleie isia e 12:2

1 A brief from the Ontario Medical Association, May 7, 1962, submitted to the Royal Commission on
Health Services, p. 48.
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For the period under review, British Columbia has always had a physician-
population ratio below the national ratio. In 1911 this province had one doctor to
every 945 persons. This position improved in 1921 with a ratio of 862 persons
per physician, but became relatively less favourable in 1931 and 1941, with the ratios
of 952 and 1,010 respectively. Since then, however, this ratio steadily improved
until in 1961 it reached 758 persons per physician. The population of British
Columbia in that year accounted for 9.0 per cent of the total Canadian population
while its physicians for abour 10.0 per cent of all Canadian doctors. As of December
December 1961, there were 2,101 physicians practising in the province.?

Table 2-5 illustrates a relative improvement in physician-population ratios
over the period 1951—-1961.

3. Registration and Licensing of Physicians?

a. Provincial Licensing Authorities

In Upper Canada the first legislative measure to control registration of
physicians was introduced in 1795, but it was repealed in 1806 on the ground that
people should be free in their choice of practitioners to cure their ailments.

Soon afterwards a new medical act was passed in 1819. This and the earlier act
established a medical board to examine professional qualifications of the
physicians and grant licences. A College of Physicians and Surgeons was es-
tablished in Lower Canada in 1847 and in Upper Canada in 1865. At the time of
Confederation each province had its own system of assessing applicants and
granting registration.

The British North America Act of 1867 assigned the jurisdiction over
education and health to the provincial governments. Thus, it is within the con-
stitutional power of each province to establish the necessary administrative
machinery for the granting of a licence to practise medicine within its territory.
Consequently, the Provincial Medical Acts or the Medical Profession Acts gave
to a Provincial College of Physicians and Surgeons or a Provincial Council or
Medical Board the right to determine the qualifications required prior to the entry
of a medical school, and conditions required to obtain a licence to practise
medicine in each particular province. The Executive Councils of these provincial
licensing authorities are made up of representatives elected by the members of
the medical profession, and in some provinces they are composed of elected
representatives and persons appointed by the provincial government and by
universities having a medical faculty within the province. The responsibility of
administering the medical act is relegated to the medical profession itself. In

1 A brief from the British Columbia Medical Association, February 20, 1962, submitted to the Royal
Commission on Health Services, p. 2.

2 See also: Moore, W. Bramley, ‘“Medical Licensure in Canada,’’ C.M.A.]J., Vol. 73, July 1955;
and Taylor, Malcolm G., ‘‘“The Role of the Medical Profession in the Formulation and Execution of

Public Policy,’”” The Canadian Journal of Economics and Political Science, Vol. 26, No. 1, Feb,
1960, p.p. 108-127,
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order to protect the public interest, a provincial licensing authority assesses the
professional qualifications of each applicant for a licence, evaluates moral and
ethical character, maintains the necessary discipline within the profession and
ensures through various committees as high a standard of medical care as
possible. Before receiving a licence to practise, the candidate must have a
medical degree and complete a satisfactory year of internship in an approved
hospital. In most provinces, he must submit a certificate of registration with the
Medical Council of Canada. The examinations of the M.C.C. ensure a uniform
standard of educational attainment that is acceptable in all provinces.

The disciplinary powers of the Council or Medical Board vary in detail
between different provincial licensing authorities but, generally, they include the
power to examine complaints against a doctor’s professional and moral conduct.
A penalty may range from a reprimand, fine and suspension to expulsion from the
profession. Erasure of the doctor’s name from the provincial register auto-
matically leads to a similar erasure from the Canadian Medical Register.

Interprovincial mobility of physicians is somewhat hampered by the fact
that a licensure in one province does not imply the right to practise across the
country. It is necessary to obtain a licence in each province in which the
doctor’s practice is extended.

b. Medical Council of Canada

This institution was established in 1912 by the Canada Medical Act. It is
responsible for examinations in both French and English. The successful
candidates receive the diploma of Licentiate of the Medical Council of Canada
(L.M.C.C.) or Licence du Conseil Médical du Canada (L.C.M.C.) and are
registered with the Canadian Medical Register. The licentiates are then eligible
for registration in any province provided they satisfy provincial requirements
concerning the payment of the fees, character and citizenship.

The Medical Council of Canada is composed of three members appointed
by the Governor-in-Council, two members representing each provincial medical
council, one member from each university having a medical faculty, and three
elected by homeopathic practitioners in Canada. The Council appoints the
board of examiners, excluding members of the Council itself, who set and mark
written examination papers, and grant certificates of qualification. There are
clinical and oral examinations as well on a local basis.

A practitioner licensed to practise in a Canadian province prior to the
establishment of the M.C.C. on November 7, 1912, may obtain his registration
without examination, but all other applicants are required to take examinations.
To be eligible for M.C.C. registration a candidate must be a holder of a
provincial licence or possess a certificate from the registrar of his own provin-
cial medical council, and he must hold an acceptable medical degree plus proof
that he has completed one year of satisfactory internship in a hospital approved
by his provincial licensing authority. The five subjects of examination include:
(1) medicine (and therapeutics), (2) surgery, (3) obstetrics and gynaecology, (4)
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paediatrics and (5) public health and preventive medicine. The written and oral
examinations are held twice a year, in the spring and the fall, at several centres
across the country. The whole examination, or the written part only, may be
taken before the period of internship when the student receives a medical degree.
Most of the medical schools have accepted the M.C.C. examinations, in whole or
in part, as their own final examinations. To be eligible for M.C.C. examination a
candidate must have an Enabling Certificate from his provincial licensing
authority or Interim Certificate, if he is completing a medical course of a
university that has an arrangement with the M.C.C. about conjoint examinations.
In order to pass, the candidate must obtain 60 per cent of the total marks in
every subject, and he cannot be below 50 per cent in either the written or the
oral and clinical part of an examination. Persons failing in more than two sub-
jects must try the examinations again in all subjects. Persons failing in not more
than two subjects, receive partial credit, and must pass the remaining subjects
at a later date.

c. Foreign Medical Graduates

Registration of foreign-trained physicians involves a difficult problem of
assessing their medical education and training, verification of documents,
acquaintance with English or French language and adoption of fair procedures in
the screening process in order to protect the public and to safeguard the immigrant-
physicians’ right to practise in Canada.

Unfortunately, there is no recognized medical organization in Canada or in
the United States for assessing the educational standards of foreign medical
schools and, consequently, each provincial licensing authority must discharge
this duty itself.

In general, foreign physicians in order to obtain a licence are required
also to pass the examinations of the Medical Council of Canada and to satisfy
other provincial specific requirements, which, in detail, vary amongst various
provinces. The notable exception is made of practitioners registered on the
‘““General List”’ of the General Medical Council of Great Britain, who may
register by reciprocal arrangement without further examination in six Canadian
Provinces, viz., Alberta, Saskatchewan, Manitoba, Nova Scotia, Prince Edward
Island and Newfoundland.

The General Medical Council maintains three separate registration lists, viz:

1. The General List, which contains the names of physicians registered by
the Branch Councils of England and Wales, Scotland and Ireland.

2. The Commonwealth List, which includes the physicians who are fully
registered by virtue of recognized qualifications received in medical
schools located in the Commonwealth.

3. The Foreign List, which is relatively insignificant, containing the names
of physicians who are fully registered by virtue of recognized qualifications
granted in foreign countries; for instance, Rangoon Medical College in
Burma.
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The reciprocity of the Provincial Medical Board of Nova Scotia extends to
all three lists. Five other provincial licensing authorities in Canada extend it,
in most cases, to the General List only. In Alberta, graduates from medical
schools in the United Kingdom, South Africa, New Zealand and Australia receive
licences without any examination. The same applies to doctors from the United
States. In Saskatchewan, the reciprocity includes medical graduates from the
Republic of Ireland. Manitoba requires a minimum of one year in a rotating in-
ternship in an approved hospital by the College, in Manitoba. Nova Scotia
accepts internship being served outside the province. Prince Edward Island ex-
tends reciprocity to the ‘‘General List’’ only.

The reciprocity arrangement does not necessarily mean that this category
of foreign physicians tends to settle mainly in these provinces. The Provincial
Medical Board of Nova Scotia has reported that of the ten doctors registering by
reciprocity, in 1951, all entered practice in that province, but in 1961, of 34
such doctors registering only nine entered practice there. ‘“The purposes of
registration in Nova Scotia for other registrants of the General Medical Council
were (a) to obtain a Certificate of Eligibility to write the Medical Council of
Canada examinations and go elsewhere in Canada when successful, (b) employ-
ment in military or Federal Government service, a requirement of which is the
holding of registration in one province of Canada, (c) post-graduate training or
certification as a specialist, which also requires possession of a provincial
registration.’’?

- o s G b am

Most of the provincial licensing authorities accept for consideration the
graduates of medical schools approved by the Educational Council for Foreign
Medical Graduates (E.C.F.M.G.), which is sponsored by the American Hospital
Association, The Association of American Medical Colleges and the Federation of
state Medical Boards of the United States. This institution certifies foreign medical gra-
duates before they come to the United states of America as interns and residents on the
basis of the educational standard of the foreign medical schools from which the
graduates come. The E.C.F.M.G. sets the examinations comparable to those of
American medical schools for the foreign students twice a year in various parts
of the world. Graduates of medical schools in Canada and Puerto Rico are
exempted from these examinations. Ontario College of Physicians and Surgeons
accepts the graduates of medical schools approved by the E.C.F.M.G. as ‘‘First
Class’’ graduates. Graduates of medical schools outside the list approved by
the above institution but recognized by the World Health Organization’s ‘‘World
Directory of Medical Schools’’ may be accepted on the Educational Register to
pursue post-graduate studies but they are not entitled to obtain an Enabling
Certificate or to be accepted for full registration for practice at a later date.
These graduates are classified in the ‘‘Second Class’’ category. In Nova Scotia
alien physicians must also be approved by the E.C.F.M.G. In British Columbia
alien physicians to be considered must come from the medical schools listed by
the W.H.O.

1 A brief from the Provincial Medical Board of Nova Scotia, submitted to the Royal Commission on
Health Services, October 30, 1961, p. 9.
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The registration of foreign-trained physicians has been approved in the
following ways:

1. Documents are usually examined by the Credentials Committee of the
provincial licensing authorities.

2. Alien physicians must pass basic science examinations, which include
usually such subjects as anatomy, biochemistry, physiology, pathology,
bacteriology and pharmacology. In British Columbia the graduates of the
United States and United Kingdom are exempted from these examinations
conducted by the Council of the College of Physicians and Surgeons of
British Columbia. In Alberta, alien physicians, except those under reci-
procity arrangement, must pass these examinations which are carried out by
the University of Alberta. The same procedure is followed in Saskatchewan.
In Manitoba, alien physicians, except British, American and usually also
those who po; sess the Standard Certificate of the E.C.F.M.G., are obliged
to sit these examinations. In Ontario, basic science examinations are
required of the ‘‘Second Class’’ graduates, referred to above, and these
examinations as of January 1963 will take place before a Conjoint Board
of Examiners appointed by the universities and the provincial College.

3. In practically all provinces prior to the issue of Enabling Certificates the
licensing authorities require of all immigrant physicians one or two years
of a satisfactory rotating internship in a hospital located in the province
and approved by the licensing authorities. The purpose of this requirement
is to estimate the applicant’s moral, social and ethical characteristics as
well as to form an idea of his general and professional education. In some
instances, the immigrant physicians are only able to obtain a position in a
laboratory or as ward attendants. One College’s statement observed that
because of the fact that there are not enough desirable vacancies for them,
“‘many are temporarily employed in menial work until they learn the
English language and become more or less acquainted with our Canadian
way of life. There may be a waiting period of several months before they
could get a position that would be helpful in their medical training.’’!
Most of the provinces require one year of internship, but New Brunswick
and Ontario demand two years. Prince Edward Island requires no internship
of physicians listed on the ‘‘General List’’ of the General Medical Council
of the United Kingdom.

4. The requirement of passing basic science examinations and internship
provides an opportunity for the provincial licensing authorities to assess the
applicant’s knowledge of English or French language. The immigrant
physician is expected to read, write and speak in either of these two
languages depending on the province.

5. Another requirement concerns Canadian citizenship. In most provinces, the
provincial licensing authorities require documentary evidence regarding

1 ¢The Problem of Refugee Doctors —’” A statement of the College of Physicians and Surgeons of
Ontario, 1951, Canadian M.A.J. Vol. 65, October 1951, p, 382,



36

ROYAL COMMISSION ON HEALTH SERVICES

the immigrant physician’s intention of becoming a Canadian subject.
Ontario demands proof of Canadian citizenship. In the Province of Quebec
the potential registrants must be Canadian subjects, except foreign
scholars teaching in the provincial medical schools. However, temporary
registration allows no right to practise in the province.

Alien physicians, except those under reciprocity arrangement and in some
cases United States physicians, must satisfy the above requirements

before the provincial licensing authorities issue them Enabling Certificates
granting permission to write the examinations of the Medical Council of
Canada. In Ontario, New Brunswick, British Columbia and Quebec, all
immigrant physicians are required to write these examinations before they
are duly registered. In other provinces all alien physicians other than those
under the reciprocity arrangement have the same requirement.

d. Organized Medicine*

There are two national organizations of the medical profession in Canada,

The Canadian Medical Association, and L’Association des Médecins de Langue
Francaise du Canada. The C.M.A. is a federation of provincial autonomous
associations or ‘‘divisions’’. Membership is voluntary except in Saskatchewan,
where the ‘‘division’’ merged with the provincial College of Physicians and
Surgeons, and in Alberta and New Brunswick where the compulsory licence fee
supports both the College and the ‘‘division’’. L’Association des Médecins de
Langue Francaise du Canada comprises five divisions: Western Provinces,
Ontario, Quebec, New Brunswick and Nova Scotia.

The functions of the C.M.A. are listed in the Act of Incorporation as

amended in 1959:

1;

2

““The objects of the Association shall be:

to promote the medical and related arts and sciences and to maintain the
honour and the interests of the medical profession;

to aid in the furtherance of measures designed to improve the public health
and to prevent disease and disability;

3. to promote the improvement of medical services however rendered;

to publish the ‘‘Canadian Medical Association Journal’’ and such other
periodic journals as may be authorized, together with such transactions,
reports, books, brochures or other papers as may promote the objects of The
Association;

. to assist in the promotion of measures designed to improve standards of

hospital and medical services;

. to promote the interests of the members of The Association and to act on

their behalf in the promotion thereof;

1 See the C.M.A.’s preliminary submission to the Royal Commission on Health Services, September
27, 1961: ‘““‘Some Characteristics of the Medical Profession of Canada’’,
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7. to grant sums of money out of the funds of The Association for the further-
ance of these objects, and

8. to do such other lawful things as are incidental or conducive to the attain-
ment of the above objects.”’

The work in the C.M.A. is carried out by various committees, whose
functions range from advising the Federal Government on such matters as
hospitals, and the training of interns, to studying the problems of cancer, traffic
accidents, prepaid medical care, rehabilitation and public health.

The special and sectional interest of the medical profession are represented
by various national medical societies, which are affiliated with the C.M.A., such
as The Canadian Heart Association, the College of General Practice of Canada,
the Royal College of Physicians and Surgeons of Canada, and many others
reflecting the particular interests of specialist groups of physicians.

In addition, the C.M.A. co-operates with national organizations which are
concerned with particular illnesses of social significance, such as the Canadian
Cancer Society, and the Canadian Mental Health Association. Naturally, there is
a close co-operation with the Association of Canadian Medical Colleges and the
Canadian Hospital Association. The C.M.A. is affiliated with the World Medical
Association.

4. Migration of Physicians into and out of Canada

a. Net Balance

The composition and the pattern of educational background of Canadian
medical manpower underwent a considerable change during the post-war years due
to the importation of immigrant physicians, who came with the large wave of post-
war immigrant population to this country. Table 2-6 indicates general trends in
the migration of physicians into and out of Canada during the years 1946—61.

The record of immigration of physicians began in 1953, when the Depart-
ment of Citizenship and Immigration started to publish statistics on intended
occupations of all immigrants. These statistics do not indicate the occupations
actually followed by immigrants in this country, nor do they indicate age, marital
status, etc, Data on immigration are also inadequate because they are limited to
those physicians who left Canada for the United States.

With these limitations, however, the foregoing table illustrates the steadily
increasing annual number of immigrant physicians during the period under review.
The rapid post-war economic growth and increased population as well as the
increased demand for medical care required more physicians than the Canadian
medical schools were able to supply. Until 1950, the number of immigrant
physicians was relatively small because of the difficulties of overseas trans-
portation, reliance on sponsored immigration and restrictions on the admission
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of former enemy aliens. From 1950 to 1957 this number increased greatly because
of a more liberal Canadian immigration policy that permitted unsponsored
immigration. Also during this period, there was a great inflow of British doctors
to Canada.

At the end of 1956 and in the early part of 1957 after the tragic events in
Hungary, many Hungarians found new homes in this country. Since 1957, however,
the annual number of immigrant physicians showed a tendency to decline.
Presumably, improved economic conditions in Western Europe and the completed
settlement of post-war political immigrants, diminished this external source of

TABLE 2-6
MIGRATION OF PHYSICIANS INTO AND OUT OF CANADA, 1946—611
Immigra- . .Total
Yok En}xgra- Difference Net
Year [fmm From Total tion Be.twee.n Loss to
.S.A. Other to Immigration U.S.A.
Countries U.S.A. and
Emigration
1946 4o s o5 visis s - 56 56 - 56 -
T947 oov 0 wre s s - 81 81 — 81 —
1948 o5 s sspe 5 - 95 95 - 95 -
1949 515 s wre aieis ¢ - 78 78 - 78 —
1950 5 ss s wia s - 68 68 260 -192 -260
p (o L) [ - 166 166 173 - 7 =173
Y952 4 4o w10 sim 0 - 293 293 186 107 -186
1953 s o i Viere 55 347 402 105 297 - 50
1954 cisseime0 39 272 311 135 176 - 96
TO55 oie 0 0ie b0 e 33 300 333 127 206 - 04
1956 v 5 wio 570 4 0 29 386 415 96 319 - 67
1957 e s wre wseis o 46 589 635 265 370 -219
1958 556 o 5.9 52 342 394 179 215 -127
1195915, 35515 ove 576 66 373 439 229 210 -163
1960....... ofe 84 357 441 262 179 -178
1961 os o0 0 570 0 67 378 445 296 149 =229
Total .« 471 4,181 4,652 2,313 2,339 -1,842

1 Data for the period 1946 to 1952 have been estimated by the Department of Citizenship and
Immigration.
Sources: (1) The Migration of Professional Workers Into and Out of Canada, 1946—1960, Bulletin
No. 11, October 1961, Table 1, p, 9; Table 10, p, 29; Table 15, p. 39; Table 17, p, 42;
Economics and Research Branch, Department of Labour,
(2) Immigration 1961, Table 4, p. 11; Statistics Section, Department of Citizenship and
Immigration.
(3) Immigrant Aliens Admitted to the United States, Whose Country of Last Permanent
Residence was Canada, 1961, Immigration and Naturalization Service, U.S, Department
of Justice.
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supply of medical manpower. There is evidence of a growing shortage of doctors
in the United Kingdom, which provided about half the foreign-trained physicians
in Canada during the post-war period.!

Table 2—6 indicates that while approximately 5,000 physicians immigrated
into Canada, about half of that figure left this country for the United States.
Although there is a positive net balance between over-all immigration and emi-
gration, this country has lost approximately 2,000 doctors to the United States.

b. National Origin of Immigrant Physicians

TABLE 2-7
PHYSICIAN IMMIGRANTS INTO CANADA, BY NATIONAL ORIGIN, 1953—61

National Origin Number 1:?’1‘%?::;

AUSErian .. .. ittt iiire ettt eott ettt nnn 45 1.2
BEAEISH ¢.oce: 0 1050 00 o 1000 0500 0 g0 01701 5 040 970208 & 16700 wHpE S 0561 § BB 0 195 8 WHG 8 S 1,764 46.2
Daninh o wu s m o vow s w0 9w 0 56 wiw § 576 Gwie B R § e Bk 9§ 95E 88 11 0.3
EEEIICHY 516 5 5 s o # 19 4 o8 590 8 & 100 894 #1606 $%8) & S & 54 § a4 NS & 0% W6 43 1.1
GETNAN s o tove 1% & (938 9568 8 W16 3 160 4 000 8 W00 % 30 3 461 6 90 & Wl & i 6 30 4 9 179 4.7
OEEBK. & oivam o o o & 5 o8 o6 8 915 § 508 9008 904 598 § 56 § @ § 368§ b ¥ 8 48 1.3
JEWLBD 4.0e 00 6 00 478 5 026 5 908 8 9.« mum mimie mimin moms @ mie 000 = # v wi m e 166 4.4
HUBGAPIATIE 1uo. o sores v o e # 10t 0 sstis wsntir wins n @ tovie revat o 316 o 1t 8 w50 & 102, it 180 4.7
TEQLEAN! ouome oo o 10 5 wvovn om0 190 ¢ w0 0 0w 0 e 6730 8 W08 & B0, § WHE WIS 8 WA 696 92 2.4
POLiSH 5 wne o0 s 559 5 5% w50 & w0 5w 3 s § 55 & 36 S5 § 870} & W8 6K} & 939 & 124 3.2
DULCH 5 s a5 56 siw & o0 & 606 5 908 613 518 808 5 BI6 506 508 5 B4 8 B BE 77 2.0
OIS oo v wisave s od 58 6 906 5063 5504 B0 4 V8 R d AR AE S BE BE AR 10 0.2
VoS, 50si & el 085 3 608 5 WUa B0 5 B0 s & 10005 8 HB1 5 ol bt & il dcmen, Bid) 818 471 12.4
Others v v vietie ittt i tieeneosseoensnsssnanansonns 605 15.9

BORAL: ; » e e & 0701 5 oivm: ¢ 690 @ 106 wiimt 6 sy wnt o ms @ e 0w 6 Jav B 3,815 100.0

Source: The Migration of Professional Workers Into and Out of Canada 1946—1960, Bulletin No. 11,
October 1961, Table 4, pp. 14—15, Economics and Research Branch, Department of Labour,
and Immigration 196 1, Table 4, pp. 10—11, Department of Citizenship and Immigration,
Statistics Section.

Nearly half of 3,815 immigrant physicians came from the United Kingdom
and the Republic of Ireland. Approximately 500 doctors came from the United
States, and other ethnic groups that contributed substantially to our medical
manpower were German, Hungarian, Jewish, Polish, Italian and Dutch.

c. Female Immigrant Physicians

Table 2—8 suggests that immigrant physicians contain a larger proportion
of women doctors than the Canadian medical profession or the proportion of
female medical students in our medical schools’ total registration.

1 ‘“Shortage of Doctors,’”” Editorial, C.M.A.J., Vol. 86, February 10, 1962, p.p. 297—298; and a letter
from the Secretary of the British Medical Association to the Royal Commission on Health
Services, September 24, 1962,
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TABLE 2-8
FEMA LE PHYSICIANS ADMITTED TO CANADA IN 1953, 1954 AND 1956—61
Number of

Number of Total Per Cent of Female

Year PhFet’na}le . Physicians 11:=‘l’tlxys'ic.iax'ns to T‘otal

ysicians Admitted ysicians Admitted
1953 cccooccene iel wyel o faile 5o & Si8ls 9 47 402 11.7
1954 cccsosciococe 33 311 10.6
1956 ss o = a5s » wiis stere sie ‘sis 51 415 12.3
1957 o5 oo s ois aiase wisi 6 s @ & 06! wtie o wllet'® 89 635 14.0
1958 cccvvncsssnion ol 'siel s oie 6 o6 8 54 394 137
1959 ¢« ore ore:e eter o fous 3005 5 8[61e) 8918 s 58 439 13.2
1960, ; oisis o= % i wisie SO0 GO0 OGO 52 441 11.8
1961 :cvsnmeue 56 leysi $iste: o lelie)'® 003 92 445 20.7
Total s sve s oo sio sisie e 476 3,482 13.7

1 No information available for 1955.

Source: The Migration of Professional Workers Into and Out of Canada 1940—1960, Bulletin No, 11,
October 1961, Table 6, p. 19, Economics and Research Branch, Department of Labour.

TABLE 2-9

NUMBER AND PER CENT DISTRIBUTION OF NEW REGISTRANTS
BY GRADUATES OF CANADIAN AND FOREIGN ME DICAL SCHOOLS,
CANADA AND FOR PROVINCES, 1950-60

New Registrants

Graduates Graduates

Province of Canadian of Foreign
Medical Schools Medical Schools Total

Number |% of Total | Number |% of Total

Newfoundland ...cceeeeecescs 253 27.7 659 72.3 912
Prince Edward Island ........ 44 77.2 13 22.8 57
Nova Scoti@ cceeesccccsccccns 484 60.3 319 39.7 803
New Brunswick ...ccceeccces 181 3.0 37 17.0 218
QUEDEC vcvesnnnsacscnncnnnss 2,949 92.9 224 7.1 3,173
ONLATIO! sie 510 oiere srai 0 iote o aisi o wis & 3,243 67.7 1,550 32.3 4,793
Manitoba cceceeeececccecccnsce 501 50.8 485 49.2 986
Saskatchewan ....ceeeeecccce 506 48.6 536 51.4 1,042
Alberta ..cceeessccccccccnses 619 50.7 603 49.3 1,222
British Columbia ....c......| 1,025 70.0 440 30.0 1,465
Canada ceoeecees o1e o8 ¢ sl 9,805 66.8 4,866 33.2 14,671

Source: C.M.A. Survey of Provincial Licensing Authorities, December 31, 1960; C.M.A. Brief on
Future Requirements for Physicians in Canada, submitted to the Royal Commission on
Health Services, October 27, 1960, Appendix A, Tables A, and As, p. 20.
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d. New Registrants of Foreign Medical Schools

The survey of the provincial licensing authorities conducted by the
Canadian Medical Association in 1961 provides revealing information on the
importance of immigrant physicians in the over-all and provincial supply of phy-
sicians during the decade of 1950—60. The number of foreign-trained physicians
issued licences to practise in this country increased markedly in that decade.

It appears that out of nearly 15,000 newly registered physicians in Canada
during the years 1950-60, about one—third were immigrant doctors. However,
some of the immigrant physicians register in more than one province and hence
there is some duplication of immigrant doctor registrations. Of the Atlantic
Provinces, Newfoundland relied on foreign-trained physicians to the extent of
three-quarters of all new registrants, Nova Scotia over one-third, while the
other two provinces in that region were less dependent on this source of doctors
supply. All three Prairie Provinces were similar in their dependence on immi-
grant physicians to the extent of about one-half of their additions to the medical
manpower. Ontario and British Columbia relied on foreign-trained doctors to the
extent of approximately one-third. Presumably because of language differences
the Province of Quebec did not attract immigrant physicians.

Table 2—10 shows the percentage share of additions to Canadian
medical manpower attributable to foreign medical graduates.

Table 2—10 indicates that the proportion of immigrant physicians
relative to the total number of new registrants of the medical profession has

TABLE 2-10

RATIOS OF FOREIGN MEDICAL SCHOOL GRADUATES TO THE TOTAL LICENTIATES
REPRESENTING ADDITIONS TO THE MEDICAL MANPOWER, 1950—60

. Percentage of
Annual Licentiates Additions Additions
Year Representing Representing Attributable to
Additions to the Graduates of Foreign Foreign Medical
Medical Manpower Medical Schools Graduates
1950 ccccccccvcnns 1,044 196 18.8
1951 ccccececccces 1,163 261 22.4
1052 cececccccenns 1,256 339 27.0
1953 coscocccsssoie 1,292 393 30.4
1954 5 o0 v wie sie e oin 1,421 488 34.3
1955 oioissis siws wiw s ae 1,401 447 31.9
1956 <sswssivnswnsis 1,405 496 35.3
1957 s wvs & wie s wie opw o 1,473 582 39.5
1958 cccsovesasnisse 1,376 557 40.5
1059 tecececacanns 1,397 586 41.9
1960 .eeevvcnnnnns 1,443 521 36.1
Total.eeceacs 14,671 4,866 33.2
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shown a striking annual increase during the period under examination. In 1950,
approximately 1,000 newly registered physicians were added; of these about
200 or one-fifth were graduated from foreign medical schools. In 1960, almost
1,500 were added to the medical profession and immigrants accounted for more
than one-third.

The heavy dependence on foreign-trained physicians becomes even more
striking when a comparison is made between new registrants, immigrant physi-
cians and the output of Canadian medical schools. This is shown in Table
2-11.

TABLE 2-11

NEW REGISTRANTS, GRADUATES OF FOREIGN SCHOOLS AND OUTPUT OF
CANADIAN MEDICAL SCHOOLS COMPARED, 1950—-60

New Registrants, Graduates

Canadian of Foreign Medical Schools

Year Medical Per Cent of

Graduates Number Canadian

Graduates
19500 s 0ieis e e s ieus im s e & ods wists syel d e 791 19€ 24.8
TS L. e o isve wiel s el shuiia alit o toze) o ieiiel e slimse) @ 5e 358 261 30.4
1952 wie i35 & wia o ie3is aye’ o oo siate i) 8 ista) o wkel s 783 339 43.3
1953 s wier o alter & f67a ahes 6 15 $lwis Shes o a3 8 tee 825 393 47.6
TOBA s ain o oie e o silais oile flel & ie: % 'l aiiers 619 896 488 54.5
LOSD.  or e ioe s ionel et o 9si & 9, (0306 & i@ B11%, & wliel 8 9 894 447 50.0
LO56 v« e aiiei o i 0 cwis Bsl 8 30 & wys e o wdel ¥ e 816 496 60.8
L S e ok e telleberehe oy e el s ohele e s lekelimtatexaNe ot 893 582 65.2
TOSE it s iaiie e o516 aiiel & foxie’ & inie) w6 o siie: o it 97078 836 557 66.6
T1O8O & e s aita 76t 616 & 106 it o siiel o iois @21 ol ke 859 586 68.2
19607  sie o isits dite: s o8 's (o6 85a} 8207091 5 16701 et @ aiiel 863 521 60.4
Tiotal s o o simis o s sis s wie 3is0s 31w o wres 9,314 4,866 52.2

Over the years 1950 to 1960, the immigrant physicians constituted slightly
more than half of the total output of graduates of Canadian medical schools.
This proportion is even higher if an allowance is made for the fact that approx-
imately 10.0 per cent of Canadian medical graduates were from foreign lands
and they would not likely remain in this country. It should be pointed out that
to an unknown extent the figures of immigrant doctors’ registration are inflated
for various reasons. One of these is that the Royal College of Physicians and
Surgeons of Canada accepts, for its certification examinations, only physicians
who are licensed to practise in one of the Provinces of Canada. This has led to
foreigners’ registration in one of the provinces with no particular desire to
practise there. A number of graduates from medical schools in China, Formosa,
the Phillipines and Malaya come to Canada for the purpose of obtaining a
Commonwealth qualification such as the Certificate of the Medical Council of
Canada in order to obtain registration with the Medical Council of Hong Kong.
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This analysis raises a question with serious educational and political
implications. Is it really proper and in the national interest for a country to
become progressively dependant for the supply of medical manpower upon grad-
uates of foreign medical schools? There now seems to be a slow falling off in
medical immigration, and if the present physician-population ratio is to be
maintained, more medical students must be trained in Canada.

e. Examination Results of the Medical Council of Canada

The records of the examinations of the Medical Council of Canada during
the post-war years, 1945 to 1961, have been examined to show the failure rates
of graduates of Canadian and foreign medical schools. The Council examines
professionally persons sponsored by provincial medical councils and certified
by them as eligible for examination. This examination, if successful, leads to
enrolment on the Canadian Medical Register as Licentiate of the Medical Council
of Canada and consequently eligibility for registration as a doctor in the sponsoring
province, Thus the Council protects the public by ensuring medical competence
and assists the immigrant physicians to achieve the necessary qualifications.

Table 2—12 illustrates the results of these examinations of Canadian and
foreign-trained candidates, by country where qualified.

5. U.S. Physicians who Graduated from Canadian Medical Schools.

Most of the data concerning American physicians who graduated from
Canadian medical school, have been obtained from the master files of the
Circulation and Records Department of the American Medical Association, as of
April, 1962.

At that date there were 5,718 American doctors, about 2.0 per cent of
the total medical manpower in the United States, who have received their trai-
ning in Canada. Out of this total, there were 3,125 Canadian-born and trained
doctors. This figure of emigrant physicians constitutes approximately 15.0 per
cent of the current medical manpower in Canada or the four—year output of
graduates of all the medical schools in this country.

There were 1,781 American-born physicians who completed their basic
medical education in Canada, and 456 doctors trained in Canada but born out-
side Canada. In addition, there were 356 physicians whose country of birth is
not given. Most of the foreign-born doctors who were trained in Canada were at
one time, presumably, immigrant physicians in this country. This figure of 456 is
relatively small when one considers that during the years, 1950—60, there were
4,866 immigrant physicians registered by the provincial licensing authorities in
Canada. In fact, the immigrant physicians who left Canada for the United States
constitute less than 10.0 per cent of the total figure of immigrant physicians in
this country. This percentage is lower than that of the Canadian-born physicians
who emigrated to the U.S.A.
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a. Movement of U.S. Physicians from Canada

Table 2—13, which records the distribution of the U.S. physicians, trained
in Canada, by years since first licensed to practise medicine in the United
States, indicates roughly the periods during which they left this country for the
United States.

TABLE 2-13

DISTRIBUTION OF U.S. PHYSICIANS TRAINED IN CANADA, BY YEARS
SINCE FIRST LICENSED IN THE U.S.A., 1962

Number and Per Cent Distribution and Country of Birth
Years Since
First Licensed Canada U.S.A. Other Country Total
. Countries Not Given
in U.S.
No. % No. % No. % No. % No. %

Less Than5...... 253 8.1 237 | 13.3 43 9.4 7 2.0 540 9.4
B svsninasninia 315 | 10.1 224 12.6 41 9.0 55 15.4 635 11.1
10-14..... P 400 | 12.8 148 8.3 46 10.1 16 4.5 610| 10.7
15-19....000en.. 297 9.5 199 11.2 29 6.4 6 1.7 531 9.3
2022, ¢ 0o 39w v 5w 5508 240 7.6 302 | 17.0 28 6.1 3 0.8 573 | 10.0
25=29 ¢ w5 siee 515 s 230 7.4 224 12.6 34 1.5 - - 488 8.5
3034 si6 600 w70 8 wie 245 7.8 133 7.4 51 11.2 7 2.0 436 7.6
3539 wia vre o syw 36 5 430 | 13.8 73 4.1 69 15.1 33 9.3 605 | 10.6
40 and over ..... i 279 8.9 53 3.0 37 8.1 92 25.8 461 8.1
Not Specified ..... 436 | 14.0 188| 10.5 78 17.1 | 137 38.5 839 | 14.7
Total ....... 3,125 {100.0 (1,781 |100.0 | 456 [100.0 | 356 |100.0 |5,718 |100.0

Source: A.M.A,, Circulation and Records Department, Chicago, April 24,1962,

As for Canadian-born doctors, it appears from Table 2—13 that there was a
relatively stable outflow of these doctors from Canada during the last forty years,
although there was a somewhat larger emigration of 400 Canadian doctors in the
late 1940’s. Since then their number has slightly decreased., On the other hand,
the number of American-born doctors who were trained in Canada has steadily
increased during the post-war period. The above table also reveals that their
number reached a peak during the ‘‘Great Depression’’ of the 1930’s. As for the
U.S. foreign-born physicians who received their medical qualifications in Canada,
their number is rather insignificant and it has been constant during the post-war
years.

b. Age Distribution
Table 2—14 provides a distribution of the United States physicians,
trained in Canada, by age group.

The median age of the Canadian-born physicians is, for practical purposes,
almost the same as that of the total physician population in Canada and that of
the American-born doctors, who, after graduating from Canadian medical schools,
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left for the United States. About half of the Canadian-born physicians are below
the age of 45 years, the age when they are capable of carrying the heaviest
patient-load. It would appear then that there is no particular evidence that only
young Canadian physicians emigrate to our neighbour in the South. Foreign-born
physicians, who were trained in Canada, show a slightly higher median age
because of the fact that it took some years before they obtained the necessary
medical qualifications in Canada prior to their departure for the United States.

GROUP AND COUNTRY OF BIRTH

TABLE 2-14
DISTRIBUTION OF UNITED STATES PHYSICIANS, TRAINED IN CANADA BY AGE

Number and Per Cent Distribution and Country of Birth
Other .
Age Group Canada U.S.A. . Not Given Total
Countries
No. % No. % No. % No. % No. %

Under 25 ..o o eo o5 536 3 0.1 - - - - - - 3 0.1
25—34 .suscscioen .| 787 | 25.2 458 | 25.7 99 | 21.7 | 164 | 46.1 (1,508 26.4
35=44 . e s o wps e 761 | 24.4 348 | 19.5 | 104 | 22.8 49 | 13.8 (1,262 22:1
A5=54 ;e s s 519 | 16.6 554 | 31.1 66 14.5 9 2.511,148 20.1
55—64 ..... Stelerelere 673 | 21.5 322 | 18.1 | 114 25.0 36 | 10.1 (1,145 20.0
6569 4ivze arese o conas| 207 6.6 51 2.9 43 9.4 28 7.9 329 5.7
70 & Over c.veveeeo| 175 5.6 48 2.7 30 6.6 70 19.6 | 323 5.6
Total . e swies 3,125 |100.0 | 1,781 [100.0 | 456 |100.0 | 356 |100.0 5,718 100.0

Median Age...| 45.2 46.5 48.8 37.9 45.8

Source: A,M,A., Circulation and Records Department, Chicago, April 24, 1962.

c. Distribution by Sex

Table 2—15 shows the distribution of these physicians by sex:

TABLE 2-15
DISTRIBUTION OF UNITED STATES PHYSICIANS TRAINED IN CANADA BY SEX

Number and Per Cent Distribution

Country of Birth Male Female Total
Number Yo Number % Number

Canada .« seie oje sisi o are o oo sie s i 2,926 93.6 199 6.4 3,125
WLS,A% sis 516§ 6 ‘aje: o faive are o/ 1,708 95.9 73 4.1 1,781
Other CountriesS .. coeeeeeees 415 91.0 41 9.0 456
Country Not Given ........... 346 97.2 10 2.8 356
ITOtal, oieisieia oo sge s 35 s 5,395 94.4 323 5.6 5,718

Source: A,M,A., Circulation and Records Department, Chicago, April 24, 1962.
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Canadian-born women physicians accounted for 6.4 per cent of the total
number of Canadian-born emigrant physicians to the U.S.A. This percentage is
almost identical with the 6.6 per cent that the female medical graduates account-
ed for in the total output of Canadian medical schools during the period 1947-48
to 1960-61. Evidently, sex is no barrier in the emigration of physicians from
Canada. A slightly higher percentage of female physicians, born outside Canada
but trained in this country, is due to the fact that immigrant physicians in
Canada show also a relatively higher proportion of women doctors.

d. Type of Employment

Appendix 2-2 illustrates the distribution of physicians by the type of
practice and by sex. A summary of this is given in Table 2—16.

It is noticeable that a high proportion of the American physicians trained
in Canada engaged in specialty practice or were being trained as residents and
fellows in some fields of medical specialization. This proportion is higher than
that for medical manpower in Canada,

TABLE 2-16

DISTRIBUTION OF UNITED STATES PHYSICIANS TRAINED IN CANADA,
BY TYPE OF PRACTICE

Number and Per Cent Distribution and Country of Rirth

. Other
P 1 3
Type of Practice Canada U.S.A. Countries Not Given Total
No. % No. %% No. % No. % No. %

No Specification ... 8 0.3 5 0.3 2 0.4 - - 15 0.3
Full-time Specialty

Practice «:.wvs0s 1,690 | 54.1 (1,101 | 61.8 | 227 49.8 89 25.0 13,107 | 54.3
Part-time Specialty

Practice ........ 120 3.8 106 6.0 13 2.9 6 1.7 245 4.3
Intern ............ 53 1.7 61 3.4 22 4.8 2 0.6 138 2.4

Resident or Fellow . 543 | 17.4 227 | 12.7 75 16.4 | 204 57.3 11,049 | 18.3
Other Full-time

Staff in Hospital. . 300 9.6 148 8.3 57 12.5 14 3.9 519 | 10.1
Full-time Medical
School Faculty ... 90 2.9 29 1.6 11 2.4 1 0.3 131 2+3
Administrative
Medicine ........ 29 0.9 13 0.7 6 1.3 1 0.3 49 0.9
Preventive Medicine 106 3.4 32 1.8 14 3.1 4 L1 156 2.7
Research ;. i35 41 1.3 17 1.0 6 1.3 1 0.3 65 1.1
Retired . ;o swssios s 105 3.7 26 1.5 16 3.5 32 9.0 179 3.1
Not in Practice ... . 40 1.3 16 0.9 7 1.5 2 0.6 65 1:1
Total ....... 3,125 (100.0 (1,781 |100.0 | 456 |100.0| 356 |100.0 5,718 (100.0

1 These figures include 967 general practitioners (Canada — 457; U,S.A. — 398; Other Countries —
73; and Country Not Given — 39) who were not shown separately.

Source: A.M,A,, Circulation and Records Department, April 24, 1962,
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Approximately one-sixth of the total of Canadian-born and educated physi-
cians in the U.S.A. served their internship and residency in that country. Most
of them have a non-immigrant status. It is difficult to assess, however, to what
extent this training in the United States is responsible for attracting Canadian
physicians to remain permanently in that country. It is of interest to observe from
Table 2—17 that the number of Canadian interns and residents trained in
the U.S. hospitals has remained substantial throughout the years:

TABLE 2-17
CANADIAN PHYSICIANS TRAINING IN THE UNITED STATES HOSPITALS
19541962
Year Interns Residents Total
1958.=55 ¢.s o10i0 sie asais aiors 5ia) oiais. siae a8 o'e - - 520
195556 s ois: s:6i 650 a0 s 500 isie sinia vio o0 44 540 584
1956 =57 s s/s ¢ oo s 5o o0 85e siaie siaie eie o6 60 516 576
JO5 758! 15 sist ¢ a6 ais: s.%) o akals e § ‘6iw aiete, siie 66 469 535
1958—=50 .ccoosesccsassrssscscccsne 50 513 563
195960 .ccccccccossvcccssssssnas 52 487 539
TOB0—61 (s sieis oo oo o siote oreie ore ot Siaie are & 75 583 658
1961 —62 5 515 s ate steisinie siare sneisiore 44 a@Te & 67 659 726

1 Non-immigrant status.

Source: Open Doors Reports, the Institute of International Education, New York, U.S.A,

There has been a steadily increasing outflow of Canadian physicians into
the United States medical school faculties, while the number of American doctors
teaching in Canadian medical schools is almost nil, probably due to salary
differentials, inadequate research facilities, and licence problems. This can be
seen from Table 2—18.

TABLE 2-18

CANADIAN PHYSICIANS IN UNITED STATES MEDICAL SCHOOLS AND AMERICAN
PHYSICIANS TEACHING IN CANADA, 1955—-62

Canadian Physicians | American Physicians
Tenx Teaching in the U.S.A| Teaching in Canada
1955—56 vo v eesscsnnscasssssasannsanaes 12 2
1956 =57 ¢ o cocssssosccccssscsssescssnsns 15 1
TOGT =58 i« siais s s sjsie isie wre o0ie & ieis @b o i) 87858 Bie 20 -
105859 : i siois w10 a/6(s ais sinie sivionie 00 siowies e 34 -
195960 .5« ois 55 s sisse sysis & sine v e e aie ois $iaie s 32 -
1960—61 ¢ccooesecasssccssosscsscscssne 69 1
1061 =62 +veceersessnsssssssssassssssss 72 n.a.

Source: Open Doors Reports, the Institute of International Education, New York, U.S,A,
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e. Distribution of Specialists

Appendix 2-3 indicates the number and per cent distribution of the physi-
cians by specialty practised.

Out of 3,125 Canadian-born physicians, 2,364 were classified as speci-
alists. The largest number were in the following specialties:
Internal Medicine (352), Psychiatry (349), General Surgery (334), Obstetrics and
Gynaecology (209), Anaesthesiology (148), General Paediatrics (126), Pathology
(125), Ophthalmology (114), Radiology (108), and Otolaryngology (104).

Out of 1,781 American-born physicians who were trained in Canada, 1,222
were practising as specialists. Their pattern of specialization follows roughly
that of Canadian-born physicians. Approximately one-half of U.S. foreign-born
doctors who received training in Canada have been classified as specialists.

Out of the total of 5,718 U.S, physicians who graduated from Canadian
medical schools, excluding general practitioners (967), and those who retired or
are not in practice (578), 4,173 were practising specialties, It is evident that
for economic and other reasons the United States attracts mainly specialists.

f. Source of Medical Education Received in Canada

Appendix 2—4 illustrates in detail where the U,S. physicians received
their basis medical education in Canada and the years since graduation. Some
aspects of this problem are illsutrated in Table 2—19,

TABLE 2-19

DISTRIBUTION OF U.S. PHYSICIANS, TRAINED IN CANADA, BY COUNTRY OF BIRTH
AND PLACE OF MEDICAL EDUCATION RECEIVED IN CANADA, APRIL 1962

Number and Per Cent Distribution of Physicians
and Country of Birth
Medical School Other Country

Canada U.s.A. Countries Not Given

No. % No. % No. % No. %
Dalhousie ............. 148 4.7 116 6.5 32 71 14 3.9
Liaval . wws o sessis as o 117 3.8 113 6.3 15 3.3 19 5.4
Montreal .. ai s 50 oo 112 3.6 58 3.3 20 4.4 21 5.9
MeGill & civis o556 506 o aroe o 580 18.6 | 1,121 62.9 159 34.9 45 12.6
Ottawa ....vivvvennn.. 140 4.5 74 4.2 14 3.1 7 2.0
Queen’s . .vievevennn vnn 276 8.8 71 4.0 28 6.1 95 26.8
Toronto «uvvewuevnnnnan 907 29.0 85 4.8 104 22.8 65 18.4
Western Ontario ........ 248 7.9 79 4.4 24 5.3 27 7.6
Manitoba . s s s 55 w6 556 360 11.5 32 1.8 36 7.9 27 7.6
Saskatchewan ......... 21 0.7 2 0.1 1 0.2 1 0.3
Alberta ....ovvivninnnn. 168 5.4 21 1.2 10 2.2 20 5.6
British Columbia ,...... 48 1:5 9 0.5 13 2.7 14 3.9
1= < | (R ———— 3,125 [100.0 | 1,781 | 100.0 456 |100.0 356 100.0

Source: A,M,A,, Circulation and Records Department, April 24, 1962,
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The medical schools of the University of Toronto and McGill University,
which have the highest output of medical graduates in Canada, were the two
schools from with almost half the Canadian-bom physicians who left for the
United States, graduated. Because of the language barrier the medical schools
of the University of Montreal and Laval University have supplied a relatively
small number of Canadian-born physicians for the United States. The same obser-
vations apply to these medical schools with respect to training of foreign-born
physicians who emigrated to the U.S.A. The above statistics indicate that about
two-thirds of American-born physicians trained in this country were graduates
of McGill University.

Table 2—20 examines the distribution of physicians by years since grad-
uation from Canadian medical schools.

TABLE 2-20

DISTRIBUTION OF U.S. PHYSICIANS TRAINED IN CANADA
BY COUNTRY OF BIRTH AND YEARS SINCE GRADUATION

Number and Per Cent Distribution and Country of Birth
Graduation Canada U.S.A. Otiigr Country
Countries Not Given
No. % No. % No. i) No. %o
Liess thant 5 ., cie s wie e 00 os 450 14.4 303 17.0 78 17.1 25 7.0
5—=9 s aisis 60 6 s 8 000 siw 0 0ie 483 15.4 282 15.8 64 14.0 160 44.9
1014 5 ¢ w0 oo 5 68 3w 0 w701 6 374 12.0 112 6.3 45 9.9 24 6.8
1519 oo a5 0 59 0 075 s w0 0 315 10.0 191 10.8 39 8.6 10 2.8
2024 ;. s:si5: siie 91906 w56 6 e 250 8.0 329 18.5 30 6.6 2 0.6
25=29" i o e wiveiss e aie e 225 o2 259 14.5 27 5.9 2 0.6
30—34 c.iecocecscnnnns 270 8.8 160 9.0 57 12.5 5 1.4
35—39 sceccscccanccnns 449 14.4 84 4.7 67 14.7 29 8.1
40 and Over . ..ceceeecee 309 9.8 61 3.4 49 10.7 99 27.8
Total s eoas s s s os 3,125 | 100.0 | 1,781 | 100.0 | 456 100.0 356 100.0

Source: A,M,A,, Circulation and Records Department, April 24, 1962,

Table 2—20 suggests that there has been a relatively stable outflow of
Canadian-born medical graduates into the United States, with a somewhat
accelerated rate during the post-war years. This latter trend is in contrast with
the previously established finding of decreasing registration of Canadian-born
and educated doctors in U.S.A. during the last ten years. This may be explained
by the growing number of Canadian interns and residents going to the United
States and who, after completing their training, return to Canada, As for the

American-born physicians who have studied in Canada, and who presumably after
graduation leave for the United States, there has been a steadily increasing number

of them since the 1920’s, except during the years of the Second World War.
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8. Registration Policies for Citizens of Canada by
Licensing Boards in the United States

Medical licensure in the United States, as in Canada, is a “‘state right”’,
i.e., it is entirely under the jurisdiction of the state governments,
The power to license physicians is exercised through the medical licensing
board of each state, In addition, there is the National Board of Medical Examiners,
corresponding in some ways to the Medical Council of Canada, which also issues
certificates after special examination. The National Board admits to its examina-
tions only students from approved medical schools in the United States and Canada.
This Board is not, however, a licensing body.

Appendix 2-5 highlights the principal features and requirements for
licensure of Canadian physicians and shows the location of the U.S. physicians,
who graduated from Canadian medical schools, as of mid—1959,

There are 55 legally constituted medical examining boards, which have an
authority to issue medical licences.

All but two (Alabama and Illinois) state medical boards accept graduates
of Canadian medical schools for licensure by written examination on the same
basis as graduates of approved medical schools in the United States. Fleven
states accept Canadian registration to practise medicine by reciprocity and
endorsement of credentials. Some differences exist between state licensing
boards with respect to American citizenship requirements for candidates from
Canada, Twenty states require full U.S, citizenship, 18 states require a candidate
to declare his intention of becoming an American citizen (two of which issue a
temporary licence renewable for five years or until full citizenship is obtained)
and 15 state licensing boards have no citizenship requirement,?

It is of interest to note that in 1961, out of 198 candidates from medical
schools in Canada, 175 passed and 23 or 11.6 per cent failed the state boards’
examinations. The percentage of failure for students from the U.S. medical
schools was 2.8 per cent. There were no failures among the 75 Canadian can-
didates who took the examinations in 1961 before the National Board of Medical
Examiners,?

6. Deaths of Canadian Physicians

An analysis of deaths of physicians has a direct bearing on the problem
of replacement in the profession and it may indicate the extent to which
physicians, while protecting the health of their patients, have not succeeded in
protecting themselves. The untimely death of physicians constitutes a con-
siderable social and economic loss to a community because of the large invest-
ment in their education.

1 ¢‘Medical Licensure Statistics,’’ The Journal of the A.M.A., Vol, 180, June 9, 1962, p. 856.

? Ibid., p. 848.
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a. Deaths of Physicians by Age Group at Death

In order to show the reduction in the medical manpower each year
through death, the recorded number and percentage distribution of deaths, by
age groups at death, for the years 1926—61 inclusive, are set out in Appendix
2—6 and Appendix 2—7 respectively.

Table 2—21 summarizes the statistical data of the above appendices and
provides a comparison with the Canadian male population of 20 years and over.

The physicians, like the population in general, now live longer than
forty or fifty years ago. Consequently, with the aging physician population, the
percentage of deaths in the younger age groups, 20—24 and 45—-54, has dropped
in most of the five—year periods during the years under examination, while in
the older age groups, 65 and over, there has been a rise in the percentage of
deaths. This was particularly noticeable in the age group of 75 and over, whose
percentage has increased from 19.1 in 1926—30 to 35.0 in 1956—61. The same
trend of a rising age at death applies to the male population in general.

The average age at death of physicians has been steadily increasing from
60.8 years in the period 1926—30 to 66.4 in 1956—61. The latter figure was
below the 67.8 years for the male population of 20 years and over during the
same period, 1956—61. Thus, an over-all mortality experience of physicians is,
by no means, more favourable than that of male population in general. It
would appear that the physicians give their patients the same quality of medical
care as they receive from their own professional colleagues.

Table 2—21 also reveals that the percentage of deaths of
physicians in the lower age groups at death, 20—24 and 25-34, is below that
of the male population. This part may reflect better physical conditions and more
favourable social and economic status of the physicians as compared with those
of male population in general. Later in life, physicians have slightly higher
death rates probably because of irregular hours and strain involved in their work.

b. Death Rates

Table 2—22 examines the death rates of physicians and male
population of 20 years and over during the years 1951-1961.

Once again these data suggest that physicians enjoy no particular advan-
tage in counteracting the law of nature as compared with the male population in
general. In fact, the data available indicate a slightly higher death rate of
physicians. The eleven—year annual average rate of death per 1,000 physicians
amounted to 14,6 persons as compared with 13.4 persons for the male population
of 20 years and over in Canada. These data indicate that Canadian medical
manpower is reduced by 1.5 per cent per annum, or about 300 new physicians
must be provided a year to satisfy the replacement needs of the medical profes-
sion. This figure amounts to one-third of our current output of medical graduates
in Canada.
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TABLE 2-22

DEATH RATES PER 1,000 CANADIAN PHYSICIANS AND MALE POPULATION
OF THE AGE OF 20 AND OVER, 1951-61

Estimated —— Death Rates per 1,000
Year Number of Deaths of Male Population

Doctors(®) Physicians Physicians of 20 Years

(Dec. 31) and over(?)
1951 (June)....... 14,325 226 15.8 13.6
19520 o w1 sver s oo sims 15,135 236 15.6 13.4
1953 e s 510 6 ote wysi o5 15,829 254 16.1 13.4
1954...... S BBOGE 5 16,431 249 15.2 13.0
1055 c orelerete 17,221 277 16.1 13.2
1956/, ¢ «:s siolisle B el 17,871 295 16.5 13.3
1957 </ svevs sie wisi s wne o 18,523 264 14.3 13.6
1958575 % 5.5 wns o 1me ioe o 19,096 250 13.1 13:3
19590 eos s ot s iave 5505 19,800 221 11.2 13.5
19600 visis wte o 20,517 252 12.3 13.5
1961 oo s wiv o 4 wis wieis 21,290 309 14.5 13.5
Average ..... 257.5 14.6 13.4

Sources: () C.M.A.’s Survey of Provincial Licensing Authorities except for 1951 and 196 1, which
were based on Census data;

@) D.B.S., Health and Welfare Division, Vital Statistics Section.

c. Causes of Death Among Physicians

The principal causes of death among male population of 20 years and over
in Canada include cardio—vascular disease, cancer, accidents and violence,
influenza, bronchitis, pneumonia, tuberculosis, cirrhosis of liver, and diabetes
mellitus.* The order of importance of these diseases varies with age group.

American studies? show that the leading causes of death among physicians
are somewhat different from those among the male population. Thus, one author
suggests that physicians have high mortality as compared with males from:
leukemia, biliary calculi, gall bladder disease, cerebral hemorrhage, diseases
of the h eart and coronary arteries, arteriosclerosis, cirthosis of liver, pneumonia
and influenza, and diabetes mellitus. Compared with the male population® the
physicians have lower death rates from most infectious diseases, surgical
conditions, cancer, hernia and accidents.

The differences in causes of death among physicians compared with those
of the general male population may be due to the physicians’ special knowledge

2 D.B.S., Vital Statistics 1960, Table L., p. 35

2 Frank G. Dickinson and Everett L. Walker, ‘““The Leading Causes of Death Among Physicians,’’

The Journal of the A.M.A., Vol, 139, April 23, 1949, pp, 1129—31; Louis I. Dublin and Mortimer
Spiegelman, Longevity and Mortality of American Physicians, 1938—1942, The Journal of the
A.M.A., Vol, 134, August 9, 1947, pp., 1211—15; and Louis I. Dublin, Mortimer Spiegelman and
Roscoe G. Leland, ‘‘Longevity and Mortality of Physicians,’’ Post-graduate medicine, Vol, 2,
September 1947, pp. 188—202,

Dublin, Spiegelman and Leland, op. cit., p. 193,
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and skills, early recognition of some diseases, like tuberculosis or cancer, their
willingness to follow the therapeutic procedures required, and also to certain
occupational hazards, no doubt. This experience of physicians emphasizes

the importance of the early diagnosis of an illness for the public in general.

A comprehensive study of the leading causes of death among Canadian
physicians may lead to the discovery of effective preventive measures.

7. Retirement of Physicians

It is difficult to establish the total number of physicians, who have
retired from ‘“active’” medical practice, and to indicate, even approximately,
an annual rate of retirement from the medical profession. A doctor may retire
partially and still continue to practise for many years on a part-time basis;
he may retire temporarily; or he may pursue other than medical activities, In
addition, the reporting of retirement is often delayed because though a doctor
is not ‘‘active’’ he has not revoked his provincial registration. Besides, the
number of doctors retiring depends on factors such as economic conditions,
the secular trend towards a larger proportion of older physicians, and a
deduction of contributions made to registered pension plans for income tax
purposes.

Probably, the age of 65 may be considered to be a normal retirement age.
Thus, approximately, the proportion of physicians in that age group to the total
physician population would indicate this retired group at a particular point of
time. Whatever the proportion may be, there is some statistical evidence which
suggests that 6.0 per cent of the total physicians in Canada may constitute a
group of retired physicians.?

! Canadian Medical Procurement and Assignment Board in its ‘‘Report of the National Health
survey’’ has indicated that out of a total of 9,244 physicians in civilian life in Canada in March,
1943, 615 or 6.7 per cent were retired; Department of National Health and Welfare in its 1946 and
1947 ‘‘Survey of Physicians in Canada’’ has reported 5.0 and 5.6 per cent respectively; and, on a
provincial basis only, the data provided by the Provincial Medical Board of Nova Scotia in its
brief to the Royal Commission on Health Services, would indicate a figure of 7.1 per cent as of
mid—1961.
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CHAPTER III

Canadian Medical Graduates and Students

As medical schools are the principal source of production of doctors, their
activities from the quantitive viewpoint are important in an analysis of the past
trends in enrolment of students, in output of medical manpower and in projecting
future supply of medical graduates in relation to the size of population and other
factors. In general, the number of physicians available at any time depends pri-
marily upon the balance between the number of medical graduates each year and the
loss in medical manpower due to retirement, migration and death, It should be noted
that the number of medical graduates fluctuates from year to year because the num-
ber of students entering medical schools at any time is influenced by social, eco-
nomic and other considerations. Consequently, the current number of medical gra-
duates largely depends upon these factors as they operated when these graduates
entered medical school.

1. Graduates of Canadian Medical Schools

a, Trends in Output of Medical Schools

Appendix 3—1 shows the number and percentage distribution of graduates of
Canadian medical schools, by school, during the post-war years, 1944—45 to 1961—
62. It should be noted that the University of Ottawa produced its first medical
graduates in 1951, the University of British Columbia in 1954 and the University
of Saskatchewan in 1957. Appendix 3—2 provides a detailed breakdown of the num-
ber of graduates of medical schools for the period 1910 to 1961 and, by sex, for the
years 1947—-48 to 1960-61.

Table 3—1 indicates the relative output of the twelve medical schools dut-
ing the post-war years.

During the period under review, the 12 medical schools have supplied
14,146 medical graduates or an average of 785 physicians per annum, The larg-

est contributions to this total have been made by the medical schools of Toronto,
McGill, Laval and Montreal,

The average annual output of medical graduates and the corresponding per-
centages indicate the actual productive capacity per year of the medical schools
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TABLE 3-1

NUMBER AND PER CENT DISTRIBUTION OF GRADUATES
OF CANADIAN MEDICAL SCHOOLS, BY SCHOOL, 1944—45 TO 1961—62

Annual Per Cent of

Medical School Number of Per Cent Average Total Annual

Graduates of Total Output Average Output
Dalhousie ......... 847 6.0 50 5.9
Laval ............ 1,869 13.2 104 12.1
Monitreal ...« sisie o 1,616 11.4 90 10.6
McGIIl 5. oo o wie wier s sie 1,924 13.6 107 12.5
Ottawa: i« stos sina oo 544 3.8 45 S8.3
Queen’s .......... 891 6.3 52 6.1
TOronto ¢ .o ¢ ovs oieie aie 2,763 19.5 154 18.0
Western Ontario .... 1,019 72 57 6.7
Manitoba s o6 v sais 1,140 8.2 63 7.4
Saskatchewan ..... 181 1.3 30 3.5
AlDBerta . . v aio s sio oo 894 6.3 50 5.9
British Columbia ... 458 3.2 51 6.0
Canada ...... 14,146 100.0 853 100.0

(785 annual
average)

Source: Education Issues of the Joumal of the American Medical Association.

during the post-war years. The same four medical schools show the highest pro-
ductive capacity.

On the assumption that the medical graduates have located in the regions in
which medical schools are situated and ignoring the fact that American and other
foreign medical graduates, who completed their training in Canada, left this coun-
try, Table 3—1 would indicate that Dalhousie University, serving mainly the
Atlantic region, provided 6.0 per cent of the total medical graduates in Canada
during the period of 1945 to 1962. With an annual average of 5.9 per cent of actual
productive capacity of the 12 Canadian medical schools during the same per-
iod, it serves the population of this region, which ranged from 9.7 per cent of the
total Canadian population in 1945 (excluding Newfoundland’s population) to 10.4
per cent in 1962,

The three medical schools (Laval, Montreal and McGill) located in the Pro-
vince of Quebec provided 38.2 per cent of the total medical graduates during the

period under review and with an annual average of 35.2 per cent productive capacity,

served the population of the province, which ranged from 29.8 per cent of the
total population of Canada in 1945 to 28.8 per cent in 1962.

The four medical schools (Ottawa, Queen’s, Toronto and Western Ontario)

located in Ontario provided 36.8 per cent of the total medical graduates during the

years 1945 to 1962 and with an annual average productive capacity of 36.1 per
cent, met the demand for new physicians of the province, which ranged
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from 33.1 per cent in 1945 to 34.2 per cent in 1962 of the total population
of the country.

The three medical schools in the Prairie Provinces provided 16.0 per cent of
the total medical graduates of Canada during the years 1945 to 1962 and with an
annual average productive capacity of 16.8 per cent, served the population of
Manitoba, Saskatchewan and Alberta, which ranged from 19.5 per cent in 1945 to
17.5 per cent in 1962, of the total Canadian population.

Finally, the medical school of the University of British Columbia provided
3.2 per cent of the total medical graduates of Canada and with an annual average
of 6.0 per cent of the actual productive capacity of medical manpower in Canada,
met the demand for new physicians of the population of British Columbia, Yukon
and Northwest Territories, which ranged from 8.0 per cent in 1945 to 9.1 per cent
in 1962, of the total Canadian population,

This analysis would suggest that the Atlantic Provinces and British
Columbia have experienced an inadequate supply of medical graduates from the
medical schools located within their boundaries, This implies either the necessity
of having a less favourable physician—population ratio or having this situation
ameliorated through a greater reliance on immigrant physicians or dependence on a
supply of physicians from other regions of Canada. These observations apply also
to the Prairie Provinces though to a lesser extent.

Partially coincident with a population increase from 7.2 millions in 1911 to
18.5 millions in 1962, the annual output of graduates of 8 medical schools in
Canada in 1911 numbered about 300, and in 1962 from 12 medical schools about
850. During the last few years our medical schools have been producing, relatively
to the size of population, almost the same number of doctors as that produced 50
years ago when the effective demand for medical services was determined by a
lower standard of living and by the lower status of medical science. It seems that
the production of medical graduates is related to the physical and financial capac-
ity of existing medical schools rather than to the requirements of our society. The
association of Canadian Medical Colleges finds that ‘‘... the medical schools of
Canada do not graduate the number of physicians necessary to provide adequate
medical service for our citizens, and that there is no current provision of in-
creasing the volume of graduates as the population expands.’’?

Table 3—2 shows the number of medical graduates of Canada per 100,000
popuiation over the period of 1911 to 1962.

In 1943 the medical schools accelerated their time-tables to meet the war-
time demand for more physicians. Under this accelerated teaching programme each
medical school, on the average, graduated one class every eight months, The
speed-up plan did not increase the total student registration because the schools
were still enrolling one first-year class in each calendar year, but it did produce
trained doctors in a shorter period of time. The growing demand for doctors in the

1 A brief from the Association of Canadian Medical Colleges, April 1962, submitted to the Royal
Commission on Health Services, p. 1.
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TABLE 3-2

GRADUATES OF CANADIAN MEDICAL SCHOOLS
PER 100,000 POPULATION, 1911-1962

Medical

Yiear Medical Population Graduates

Graduates (’000) per 100,000

Population
1911 ...... 307 7,207 4.3
HEPRL o ooy o om0 6 0 G5 0 G Y B O 3641 8,7882 4.1
1031 s sias wiars ais 5 57 & fats 05 8 R 5505 o6 475t 10,377? 4.6
1941% ..... el eele otslchavalmmabile G An A OAT 562 11,5072 4.9
1042 4 ieiieeitneeeanaessaanannnns 539 11,637 4.6
TS o e O O O 1 0 o O S e 496 11,795 4.2
TOAE: < wos & svs w/srs w5878 ol o808 97405 514 5 406 523 11,958 4.4
1945 o ciisoin e ioiarons sios uets wis oiate sue siers 769 12,102 6.4
1946 «vvveeernnneenneeeanaennnnnn 513 12,283 4.2
T U7 oo e cu 0 s (0 P15 030 L) s s 567 12,558 4.5
1948 .. « s i <o s e 57m 5 5w atesn 3j61 8 o vt 632 12,859 4.9
1940 wiavs s 5o s i sivie s awie &% wivte imie 679 13,447 5.1
1950 s o 5.5 a6 556 sk o6 5 5 791 13,712 5.8
1951 ...... T N N 858 14,0092 6.1
1052 4 tieieernneennneeannnaannnnn 783 14,459 5.4
L T J 825 14,845 5.6
1954 ..... 896 15,287 5.9

1955 veiinnnennnn SON—— 894 15,618 5.7 i
1056 s 5 56 srers wve 51508 w3 5 5y 816 16,080 5.1 i

1957 056 o7 o 5% 051 676 5116 5o 906 sreia 7o 893 16,610 5.4
TOB8 .« < cieameile ote shmtslorel Slare et o ote ehoteloral m 836 17,080 4.9
1959 1 itiieerneeneannennanennennn 859 17,483 4.9
1960 4oevneeeeneenenneescanenenns 863 17,870 4.8
1961 s 5:dia 55w ¢ wioroia s 556 bt 561 5isis atele &5 s 834 18,238? 4.6
1962 o o5 5 5160 516 08 916 riis 66 51818 arend ol 838 18,570 4.5

Three-year average (including preceding and following year).

Census data: 1942—1950 and 1952—1960 population figures are based on Dominion Bureau of
Statistics intercensal estimates of population as at June 1 for the years concerned: Population
Estimates, Age and Sex, September, 1962, DBS, Census (Demography) Division, Reference
Paper, Catalogue No, 91—-506.

Medical graduates as reported in Education Issues of the Joumal of the American Medical
Association.

armed forces was facilitated through the introduction of the Army enlistment plan,
under which the future medical officers were financially assisted during their
medical studies. In 1945 as a result of this programme five medical schools
graduated two classes of physicians in one calendar year. In that year there were
6.4 medical graduates per 100,000 population, which was the usual average output
of the Canadian medical schools.
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Table 3-2 indicates that from 1950 to 1955 the figures of medical
graduates per 100,000 population were generally higher than in the preceding and
following years. This evident increase in productivity of our medical schools was
the result of the backlog of six years of veterans that was imposed on the normal
number of graduates during other periods. This would suggest that with the
disappearance of this factor, there were not enough young Canadians applying for
admission to medical schools in more recent years, i.e., the post-war influx of
students subsided in the early 1950’s,

b. Female Medical Graduates

Table 3-3 indicates the number and percentage of female medical graduates
in Canada during the pre-war decade 1929-30 to 1939-40 and during the post-war
period, 1947—-48 to 1960—61.

TABLE 3-3

DISTRIBUTION OF GRADUATES OF CANADIAN MEDICAL SCHOOLS
BY SEX, 1929-30 TO 1938—39 AND 1947—48 TO 1960—61

Medical Graduates
Year Per cent Per cent

Male | of Totar | Female |  ¢qieay | Total
192930 « s 5016 5976 576 0 w05 579 6 5% 3 o 497 95.0 26 5.0 523
193031, s s irs 66 o4 o 96 56 506 60 544 96.8 18 3.2 562
1931—-32 tiiiieinnnnnnncnnnns 528 96.5 19 3.5 547
1932—-33 . iiiiiiiiiienneaaa 538 95.5 25 4.5 563
1933—-34 ....... . aie oy wie B ww B 526 96.1 21 3.9 547
1934=35 cvcva 000 einnniss s amsn 453 96.4 17 3.6 470
LEO35:236! arap wim o o3 ww: wisre wiars 978 & @ 450 95.1 23 4.9 473
193637 <o a5 s wie sesiase caoee 486 95.7 22 4.3 508
1937=38 .06 wie s s sieis wiis wie svuis & 477 97.0 15 3.0 492
1938—39 s s 56 6 o1 siw s 5706 s sima s 468 94.9 25 5.1 493
1947-48 ......... seseevesees 583 92.2 49 7.8 632
194849 .. .iiiiiinninnnnannn 621 91.5 58 8.5 679
1949—50 ¢iivvinnnnnnnnannnns 746 94.3 45 5.7 791
195051 oievo suore snave wes caye 52w sys 5 795 92.7 63 73 858
195152 ....v. .. o e mieie cesacs 747 95.4 36 4.6 783
195253 s «:s s » © & wfe s v e was o 779 94.4 46 5.6 825
1953=54 s «:a niess spee 556 5 w5 w506 556 5 836 93.3 60 6.7 896
1954 =55 wiais o0 s 5 9% 4eiod 508 5516 5 835 93.4 59 6.6 894
195556 s s 5506 475 & 516 § 535 & v ave o 763 93.5 53 6.5 816
1956—=57 vevveenrenncnnannnne 829 92.8 64 7:2 893
1905758 ¢ iiiiiennnnncnnnnnns 793 94.9 43 5.1 836
19885259 0. 5 o wys wiars wiw s w56 wim & 655 5 808 94.1 51 5.9 859
1959560 .o w:s: ¢ a6 s wsi 5 555 5 15 8 5 0 798 92.5 65 7.5 863
1960—61 ¢.cvvevennnanns ceena 771 92.4 63 7.6 834
Sources: Canadian Medical Procurement and Assignment Board, Report of National Health

Survey 1945, Appendices 9 and 10,

Education Issues of the Joumal of the American Medical Association.
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During the pre-war decade of 1929—30 to 1938—39, the total number of
graduates of Canadian medical schools was 5,178, of which 211 were females.
This constituted 4.1 per cent of the total medical graduates. From 1947-48 to
1960—61 there were 11,459 graduates, of which women accounted for 755 or 6.6
per cent,

c. Country of Residence of Medical Graduates

A survey of Canadian medical schools conducted by the Royal Commission
on Health Services provided some information as to the country of residence at
the time of graduation of medical graduates over the period 1948 to 1962. Appen-
dix 3—3 contains detailed statistical data on the number and per cent distribution
of medical graduates, Canadian and foreign, by medical school from 1947-48 to
1961—62. An analysis of these data clearly indicates a steady increase in abso-
lute and relative figures of graduates of Canadian medical schools, who came from
other countries, Table 3—4 summarizes this finding.

TABLE 3-4

FIVE-YEAR AVERAGE NUMBER AND PER CENT DISTRIBUTION OF
GRADUATES OF CANADIAN MEDICAL SCHOOLS WHO CAME FROM
OTHER COUNTRIES, 1947—48 TO 1961-62

Graduates of Canadian Medical Schools
who came from Other Countries

Five-Year Period
Average per cent of Total

N
Average Number Medical Graduates in Canada

1947—-48 to 1951-52 ......... 37 5.5
1952—-53 to 1956—57 ......... 74 8.6
1957—-58 to 1961—62 ......... 105 12.3

This increase in foreign-born Canadian medical graduates from the middle of
the 1950’s corresponds to a relative decline of Canadian-born students entering
medical schools. In other words, the medical schools have filled the existing va-
cancies with foreign students. Presumably, this trend need not continue provided
that there is an increase in applications from Canadian-born candidates,

Table 3—5 shows the extent to which various medical schools in Canada
provided education to graduates who came from other countries over the whole
period under review.

Out of 12,218 medical graduates of Canadian medical schools during the
period from 1948 to 1962, there were 1,078 graduates, or 8.8 per cent of the total
who came from other countries, of whom nearly 800 were from the United States.
The two French-language medical schools, Laval and Montreal, accounted for a
very high proportion of graduates whose country of residence was Canada. Almost
half of the graduates who came from other countries received their education at
McGill University. The University of Ottawa was next in providing its facilities
for foreign graduates.
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TABLE 3-5

NUMBER AND PER CENT DISTRIBUTION OF GRADUATES
OF CANADIAN MEDICAL SCHOOLS, BY COUNTRY OF RESIDENCE
AT THE TIME OF GRADUATION AND BY SCHOOL, 1947—48 TO 1961—62

Country of Residence
British Other
Medical School Canada U.S.A. Commonwealth Countries
No. Per No. Per No. Far Nas Per Total
Cent Cent Cent Cent

Dalhousie ...... 694| 93.2 27 3.6 24 3.2 - - 745
Laval .........| 1,621| 96.9 52 3.1 - - - - 1,673
Montreal .......| 1,423| 97.9 18 1.2 - - 13 0.9 1,454
McGill ......... 977| 59.2 513 31.1 114 6.9 45 2.8 1,649
Ottawa ..o s 469| 85.3 69 12.5 7 1.3 5 0.9 550
Queen’s ....... 687| 94.5 38 5.3 1 0.1 1 0.1 727
Toronto . 5.: +:a s .| 2,222 97.1 29 1.3 33 1.4 4 0.2 2,288
Western Ontario . 863| 98.4 14 1.6 - - - - 877
Manitoba ...... . 812 95.6 9 1.1 28 3.3 - - 849
Saskatchewan .. 172| 94.0 7 3.8 1 0.5 3 1.7 183
Alberta ........ 750 99.5 2 0.3 1 0.1 1 0.1 754
British Columbia 450( 95.9 9 1.9 9 1.9 1 0.3 469
Canada ... |11,140| 91.2 787 6.4 218 1.8 73 0.6 12,218

Source: Survey of Medical Schools by the Royal Commission on Health Services, 1962,

It is generally accepted that foreign graduates do not remain in Canada to
practise medicine. On the assumption that a four-year medical course costs a med-
ical school approximately $12,000 per student, it would appear that Canadian med-
ical schools have spent between $12.0 to $15.0 million in training foreign
medical graduates over the last 15 years.?

2. Medical Students

This section is concerned with an analysis of the trends in the enrolment of
medical students during the post-war years, 1947—48 to 1961—62. This enrolment
is related to the total university student enrolment, total population of Canada and
to the population of the University age group, 20—24. It is followed by a discuss-
ion of the distribution of medical students by sex and year of course, A special
survey of Canadian medical schools provided useful data concerning the geog-
raphical source of first-year medical students by province and country of origin,

! Briefs from the Faculty of Medicine, Dalhousie University, p. 3, and the C,M,A,, British Columbia
Division, p. 38, submitted to the Royal Commission on Health Services, reported that medical
education, being the costliest of all types of university education, now averages approximately
$3,250 to $4,000 per year per student, In the above calculation an average figure of $3,000 per
student was taken,
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a, Trends in Student Enrolment

Table 3—6 indicates trends in enrolment of medical students and other
university students per 100,000 population in Canada.

TABLE 3-6

MEDICAL STUDENT ENROLMENT AND TOTAL UNIVERSITY STUDENT ENROLMENT
PER 100,000 POPULATION, CANADA, 1947-48 to 1960—-61

Total University
Medical Student Total University | Student Enrolment
Enrolment! Student Enrolment | Minus Medical Popula-
Year tion
Student Enrolment >
Per Per Per 000
No. 1400,000 | N 100,000 | N° | 100,000

1947—-48 ....... | 3,100 24.7 78,205 623.1 75,105 598.4 12,:551
1948—-49 ....... 3,233 25.2 74,797 583.3 71,564 558.1 12,823
1949—-50 ...... 3,278 24.4 68,480 509.3 65,202 484.9 13,447
1950-51 ....... 3,489 25.4 63,942 466.3 60,453 440.8 13,712
1951-52 ... 3,458 24.7 59,634 425.7 56,176 401.0 14,009
1952—-53 ... cee 3,444 23.8 59,826 413.8 56,382 390.0 14,459
1953—-54 ....... 3,643 24.5 60,737 408.9 57,094 384.4 14,845
1954-55 ... 3,589 23.5 64,669 423.0 61,080 399.5 15,287
1955—-56 ¢ cccco 3,651 23.3 68,768 438.0 65,117 414.8 15,698
1956—57 ....e. 3,655 22.7 72,624 451.6 68,969 428.9 16,081
1957—58 ccoccces 3,686 22.2 80,443 484.3 76,757 462.1 16,610
1958—-59 . ...... 3,668 21.5 88,006 515.3 84,338 493.8 17,080
1959—60 ....... 3,549 20.3 94,928 542.9 91,379 522.6 17,483
1960—-61 ....... 3,508 19.6 105,911 592.7 102,403 573.1 17,870

1 Excludes pre-medical, postgraduate students and fifth year undergraduate interns (at Dalhousie,
Laval, and Montreal),

Source: Medical student enrolment has been computed from the Educational Issues of the A.M.A,
Joumal. Total university student enrolment has been computed from the files of Higher
Education Section, Education Division, DBS.

This table indicates that while the number of medical students remained rela-
tively stable around 3,500 during the last decade, the number of medical students
per 100,000 population steadily decreased from 25.4 in 1950-51 to 19.6 in 1960—
61. Thus the recruitment of medical students did not keep pace with the growing
population of Canada. In fact, since 195758 the absolute number of medical
students has declined although in the last few years there was an increase in the
number of students entering medical schools, but it is not possible as yet to deter-
mine whether or not this increase represents the beginning of a new trend towards
higher registration in our medical schools.* However, a noticeable increase in
arts and science students, which began some years ago, reached the professional
schools in 1960 and 1961. Consequently, one can expect some increase in medical
student enrolment in the coming years. The immediate post—war years showed a

! First year enrolment has increased from 946 in 1959—60 to 1061 in 1962—63 and 1086 in the 1963—64
academic year,
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relatively high ratio of total university student enrolment per 100,000 population.
This ratio gradually declined from 623.1 in 1947-48 to 408.9 in 1953—54, but
since then it increased very rapidly until in 1960—61 it reached almost the im-
mediate post-war years’ level, being 592.7. Taking 1953—54 as a base year,
Table 3—7shows by way of an index of enrolment the trends in medical student
registration as contrasted with total university student registration in the period
under review.,

TABLE 3-7

INDEX OF MEDICAL STUDENT AND TOTAL UNIVERSITY STUDENT ENROLMENT
(1953-54 = 100)

Total University
Year Medical Student | Total University | Student Enrolment
Enrolment Student Enrolment Minus Medical
Student Enrolment
1947548 . wie o ase viei wis w91 5 550 8558 85.1 128.8 131.6
194849 . o0 s w16 wve & 51 & s o & s 88.8 123.1 125.3
1949 50 1 vt 5.7 & e 52 5 906 e 0 e 90.0 112.8 114.2
1950—5 1. % v s s 356 ia 3iav wioie oo 95.8 105.3 105.9
1951—52 1 it vninnnnnnnnnnan 94.9 98.4 98.5
105253 . it iiiinnnnnnnnnnnn 94.5 98.5 98.8
198359 & via o o6 5 iv3s w6 558 weis i 100.0 100.0 100.0
1984 =55 .« i s v s 55 s0s o wiw v & w 98.5 106.5 107.0
195556 1 i uia ww s 605 556 ns 6 1iie one 100.2 113.2 114.1
1905657 tiiveretnnenanennn 100.3 119.6 120.8
1957—=58 v i iiiiiinennnnnnnnn 101.2 132.4 134.4
195859« ¢ sie wisis 5w misus 5o & 5 & 100.7 144.9 147.7
1959=60 i s w5s 516 & 555 500 5 370 § il 6 97.4 156.3 160.1
1960—61 t.vevtvnnnneennanns 96.3 174.4 179.4

Total university student enrolment increased by almost 75.0 per cent by
1960—61 as compared with the total registration of the university students in
1953-54. Medical student enrolment, however, actually declined being almost 4.0
per cent less than in 1953—54. It appears obvious that a medical career is
becoming less attractive to university students. It may be difficult to estimate
accurately what the actual number of medical students should be to satisfy the
nation’s needs for doctors, but, it seems clear that some means must be devised to
attract young men and women of suitable intellectual and other characteristics to
study medicine. The problem of recruitment of medical students becomes one
aspect of the over-all requirement for additional physicians.

Appendix 3—4 indicates the percentage of medical student enrolment to total
university student enrolment by sex, for the years 1947—48 to 1960—61. It shows
that from 1953 —54 this percentage has gradually declined from 6.0 to 3.1 in

1960—-61. This decline is particularly pronounced in the case of men. In 1953—54, male

medical students accounted for 7.2 per cent of total male university student
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enrolment, while in 1960—61 this percentage declined to 4.4. As for female
medical students this percentage remained relatively stable, i.e., about 1.5 of the
total female university student registration in Canada.

TR M Es

Another way to asses the trends in the registration of medical and total
university students is to relate such registration to the population of the university
age group, 20—24, Appendix 3-5 shows medical student enrolment and total
university student enrolment per 100,000 population of university age group, by
sex, for the years 1947—48 to 1960—61. These data are essential in projecting the
future supply of medical students in this country.

Enrolment of male and female medical students per 100,000 population of
university age group 20—24, decreased from 353.2 in 1947—48 to 328.1 in the 1955—
56 academic year and then it has steadily declined, particularly in 1959-60 and
1960—61 to 297.9 in the latter year. There has been, however,some increase in
female medical student enrolment. In 1947—48 there were 233 female medical
students or 42. 3 per 100,000 female population of the university age group and the
figures for 1960—61 were 379 and 64.2 respectively. This trend was in line with a
general increase in total female university student enrolment, which has increased
from 2,573.6 per 100,000 female population of the university age group in 1947-48
to 4,457.9 in 1960—61. As for male medical students their enrolment in 1953-54
amounted to 617.0 per 100,000 total male population of the university age group
and it gradually declined to a level below 600 in 1960—61. This trend was in sharp
contrast with the enrolment of the total male university students. In 1953-54
there were 8,587 university students per 100,000 male population of the univer-
sity age group, but in 196061 the figure stood at 13,545 persons. These
findings confirm the conclusions arrived at be relating the enrolment of medical
and total university students to the total population in Canada.

b. Distribution of Medical Students by Sex

Table 3—8 shows the number and per cent distribution of medical students
by sex for the years 194748 to 1960-61. It confirms a slightly decreasing
proportion of male students and increasing proportion of female students. The
latter accounted, on the average, for 6.9 per cent of the total number of medical
students during the period under review. During the years 1959—-60 and 1960-61,
the corresponding figures were 8.9 and 9.8.

It seems that women have greater difficulties in gaining admission to
medical schools than men although in more recent years more women have been
admitted. This may be due to the fact that a smaller proportion of men are apply-
ing to medical school. One writer mentioned some of the prejudices against
female medical students. ‘“There is a widespread feeling that women medical
students do not make as good use of their medical training as do men because
of marriage and child-bearing. This tends to make standards for acceptance of
women more vigorous than for men; grades must be excellent; there is a tendency
to accept only those women of attractive appearance and to reject gitls who
appear immature or women older than the usual age of admission. Little

m B e
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TABLE 3-8

NUMBER AND PERCENTAGE DISTRIBUTION OF MEDICAL STUDENTS BY SEX
1947—-48 TO 1960—61

Male Female
Year Total
Number Per Cent | Number Per Cent

1947—48 o5 55 s 555 55 5 56 50005 5906 5% 2,867 92.5 233 7.5 3,100
1948—49 . ... viinennn.. & Wi G 3,017 93.3 216 6.7 3,233
194950 wsiv 050 06 0iissie aia e e 3,249 94.3 198 5.7 3,447
1950-51 ...... e ceseees| 3,469 94.2 214 5.8 3,6832
195152 i iiiiinnncinnnnnnnnas 3,247 93.9 211 6.1 3,458
95253 e 4 4 wis viw 4 16 5 51w & w16 9 356 3,220 93.5 224 6.5 3,444
1953 =54 . ¢ o 10 s w6 50 & 5w 6 5ok SR 3,410 93.6 233 6.4 3,643
1954-55...... S 4 fbtd one: @ v we i 3,365 93.7 224 6.3 3,589
195556 «vtveernnnnnnnnns ... 3,449 93.7 232 6.3 3,681%
1956—57 4 ittt inn et tiennnnns 3,419 93.5 236 6.5 3,655
YO57=58 . .« v siiis v w16 wisls 5@ 8 % 3,427 93.0 259 7.0 3,686
195859 . 1o o st w564 5 .6 0655 60 5 ndis n.a. - n.a. - 3,668
1959—60 & s s wie s s 65 § 556 0w 5s 56 3,379 91.1 331 8.9 3,7104
1960—61 ....... B Sk de wiane wow ¢ o 3,478 90.2 379 9.8 3,857°%

1 50 additional year students at Queen’s University and 119 at Laval University are included.

2 50 additional year students at Queen’s University and 144 at Laval University are included.

3 60 additional year students at Queen’s University are included and 30 third-year students at the
University of Saskatchewan are excluded.
108 pre-medical students at Queen’s University and 53 at the University of Ottawa are included.

A total of 349 pre-medical students at Queen’s University and the Universities of Ottawa and
Saskatchewan are included.

Source: Educational Issues of the A.M.A. Journal.

encouragement is given to married women, especially those with children. This
whole approach is unfortunate.”’* On the other hand, it has been argued that in
view of the limited accomodations in medical schools and rather heavy invest-
ment by the universities per medical student, there is a natural tendency to
admit male students who may be expected to remain active physicians without
temporary withdrawals from the profession for the rest of their lives. Some
women students may not apply for admission to medical schools because of the
impression that the medical profession is primarily men’s domain, furthermore
that it demands long and expensive training and requires an adequate knowledge
of the basic sciences.

c. Medical Student Enrolment by Y ear of Course

Table 3—9 shows the total registrations in Canadian medical schools by
the year of course over a period of 14 years.

First-year medical students accounted for 27.1 per cent of the total enrol-
ment over the period under review. This implies that for every first-year medical

3 Boucot, Katharine R., ‘“Special Problems of Women Medical Students’’, Canad. M.A.J., vol. 86,

April 7, 1962, pp, 614—15,
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TABLE 3-9 I
MEDICAL ENROLMENT IN CANADA BY YEAR OF COURSE
1947-48 TO 1960-61 |
Tout Tean it Comrse Total | Medical
First |Second | Third | Fourth |Enrolment) Graduates
194748 cccocecssensscscias 827 842 756 675 3,100 632 I
1948—49 ..... oo o/ale s & 0lajs) altelis 887 765 842 739 3,233 679
1949—-50 . .cccveecceccnccans 897 798 761 822 3,278 791
1950—51 .cccveenes V.o oseio sane 960 880 844 805 3,489 858
1951—52' « c.oi0 070 wioie oie aies 0 s 873 891 858 836 3,458 783
1952=53 ccccccescssscnsane 918 809 865 852 3,444 825
1953—54 .ccccecscncecanans 982 901 844 916 3,643 896
195455 .cccccccssncccsane 968 903 881 837 3,589 894
195556 ccecccccccsscarnen 1,035 883 877 856 3,651 816
1956—57 cccccescescenaccas 1,001 934 855 865 3,655 893 :
1957—58 . cccvesccscccnncns 1,012 916 928 830 3,686 836
1958—59 .cvccccccovcccacan 986 911 867 904 3,668 859
1959—60 cocceeccscsccaanns 946 882 863 858 3,549 863 l
1960—61 +cvveveeeccanncans 970 842 853 843 3,508 834
Total ... eessissms s 13,262 | 12,157 |11,894 |11,638 48,951
Each year as l
per cent of
Total 27.1 24.8 24.3 23.8 100.0

student approximately 2.7 student places must be provided in the three subse-

quent years of medical studies, although this percentage is somewhat lower for
each subsequent year because of the withdrawals for academic and non-academic

reasons.

A rough estimate of the attrition rate from one course year to another can
be obtained from Table 3—9. The total number of first-year course students in a
given year becomes a somewhat smaller total number in the second-year course of
the subsequent academic year. Expressing the difference between the total number
of the first-year students during the years 1947—-48 to 1956—57 and the total number
of second-year students during the years 1948—49 to 1957-58, as a percentage
of the first total, the attrition rate is 8.1 per cent. In a similar way the attrition
rates for subsequent years have been calculated. The results are shown in

Table 3—10.

This rough analysis would suggest that for every 100 first-year medical
students, approximately 10 will withdraw for various reasons during their medical
studies. In other words, one can expect that about 90 per cent will become

medical graduates.

d. Geographical Source of First-Year Medical Students

A survey of Canadian medical schools provided useful information with
respect to the geographical source of the first-year medical students. This infor-
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TABLE 3-10

ATTRITION RATES OF CANADIAN MEDICAL
STUDENTS 1947—48 TO 1959—-60

Year of Course Attrition Rates

FALSE v o 5o a0 o s 9 o s s70e 6 osd o 8.1%
Second .......... o siese sv o aie wiese o 1.2%
Third ...iieiiiieinienennnnnans 0.2%
BFOurth! ., o suera sie s we w106 ss0s w6 ozovs o 0.4%

Total . e sius o wim o s siois o 9.9%

mation, summarized in Table 3—11, shows the number and per cent distribution

of these students, by province and country of residence and by medical school
during the years 1947-48 to 1961 —-62.

i This table shows that over the last 15 years, 10.5 per cent of the
' first-year students in Canadian medical schools were from other countries, with
’ over two-thirds of these coming from the United States and the remainder mainly
from the countries of the British Commonwealth, It may be said that the total
number of foreign first-year medical students during the period under review was
I almost equal to the total first-year enrolment of one of the larger medical schools
in Canada, like McGill or Montreal or of two of the smaller medical schools. The
relatively higher percentage of foreign first-year students may indicate a shortage
l of suitable Canadian students. On the average, the students from outside the
country have filled about 100 vacant places per year.
N
]

The medical schools of McGill University and the University of Ottawa have
provided accommodation for first-year Canadian medical students to the extent of
52.7 and 84.9 per cent respectively. It is these two schools which have had the
highest percentages of first-year medical students from the United States. The
students from the Commonwealth countries have mainly concentrated at McGill,
Manitoba, British Columbia and Dalhousie Universities.

Table 3—11 also illustrates that the medical schools mainly serve the provinces
or regions in which they are located. Thus Dalhousie accepted about 85.0 per
cent of its first-year medical students from the Atlantic Provinces. Montreal and
Laval universities show that over 90.0 per cent of their first-year medical students
came from the Province of Quebec, while McGill’s percentage was only 30.6. In
Ontario, the University of Toronto and Western Ontario accepted over 90.0 per cent
of their first-year students from their own province, Queen’s three-quarters and the
University of Ottawa about one half. The latter university being bilingual also
partly serves the Province of Quebec. The medical schools in the Prairie Provinces
accept mainly the students from their respective provinces. The University of
British Columbia shows that 85.0 per cent of its first-year medical students came
from its own province.

Appendix 3—6 indicates the annual number and per cent distribution of first-
year medical students, Canadian and foreign, by medical school for the same
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TABLE 3-12

AVERAGE ANNUAL NUMBER OF FIRST-YEAR MEDICAL STUDENTS PER 100,000
POPULATION, CANADA AND BY PROVINCE, 1952—-53 TO 1961—62

Average Number of Average Ratio
Province First-year Medical per 100,000
Students per Year Population
Newfoundland . s sie s o s wie sione 96 o w36 & 076 o6 o 9.4 2.3
New Brunswick . ....eeiiveencnennacans 18.9 3.4
Nova Scotia . .veeevevcecsscscsssonsnce 24.4 3.8
British Columbia, Yukon and
Northwest Territories «...vevveeenaeans 56.0 3.9
Saskatchewan i oo were oo a5 @ sisie 0w 958 26 8 970 s 44.1 5.0
AIDETEA, & 165 wio 500 Weis B0 B8 946 & 6 e et & B 57.6 5.0
ONEATIO; 5.5 50606 37516 50 & B0k b0 8 1978 5990 ihE 0o & 300§ 284.9 5.2
Manitoba « ceeveeescsacssscsccccasannes 48.3 5.6
QUeEDEC tcccocscccsssssscrstvcanconas 306.6 6.5
Prince Edward Island . ..ccvsessnococcnes 7.2 7:2
Canada o o vio s o s @ s 958 5w ¥ o 9w 8 @ 5 o 857.4 5.2

period of 1947—-48 to 1961—-62. It shows that the peak of 1,025 firest-year medical
student enrolment was reached in the academic year, 1955—-56, which gradually
declined to 938 in 1959-60, but since then it showed some improvement and it
remained at 1,001 in 1961—62, Excluding foreign students, the enrolment of Canadian
first-year medical students shows the same pattern; that is to say, it reached a
peak of 948 in 1955-56, then it declined to 802 in 1959—60 and improved to 871 in
1961-62. This trend in the enrolment of first-year medical students was in sharp
contrast with the rapid increase in the registration of university students in
general in Canada since the middle of the 1950’s, There was a definite increase
in foreign first-year medical students beginning 1952—53, which showed itself in a
higher proportion of medical graduates, who completed their basic education in
Canada, in the second part of the 1950’s as suggested elsewhere in this study.
During the last two academic years under review, when medical schools seem to
operate at full capacity, the proportion of foreign first-year medical students
remained constant due to a slight increase of Canadian students.

The same trend in the enrolment of first-year medical students is indicated in
Appendix 3—-7, which examines the ratio of these students per 100,000 population
for Canada and provinces, for the years 1952—53 to 1961—-62. For the country as a
whole, there were 5.9 first-year medical students per 100,000 population in 1952—
53. The rate gradually declined to 4.6 in 1959-60, and since then it has increased
slightly to 4.8 in 1961-62.

Table 3—12 shows the average number per year of first-year medical
students and its relation to 100,000 population for Canada and the provinces during
the years, 1952—53 to 1961-62.

Because of the small number of cases observed it is difficult to establish a
definite relationship between the relative number of doctors in a province and the
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relative number of students from the province who enter medical school. However,
two provinces, Newfoundland and New Brunswick, had the most unfavourable
physician-population ratios in 1960, It is possible that the same factors of an
economic, educational and cultural nature, which attract doctors to a province
also stimulate the young person’s interest in the medical profession. It is also
interesting to note that these two provinces lack medical schools. However, the
previous findings, that the medical schools take mainly first-year students from the
provinces in which they are located, would suggest that provincial boundaries are
of some importance in planning the location of any new medical school or the
expansion of an existing one to offset regional and provincial maldistribution of
physicians.

Appendix 3—8 shows the relationship between the number of first-year
medical students and the population of the university age group, 20-24, for Canada
and the provinces, during the same period of 1952—53 and 1961—62. A summary of
this analysis is shown in Table 3-13.

The usefulness of this table lies in making a projection of the

enrolment of medical students from Canada in relation to the future size of the
population of university age group.

TABLE 3-13

AVERAGE ANNUAL NUMBER OF FIRST-YEAR MEDICAL STUDENTS PER 10,000
POPULATION OF UNIVERSITY AGE GROUP, 20-24, CANADA AND FOR PROVINCES,
1952—53 AND 1961-62

Average Ratio of First-year
Proviiics Medical Students per 10,000
Population of University
Age Group 20-—-24

NewfouNd1land . ..: oo oio.d /s s o066 oisssies/eesssieses e 3.2
NOVA SCOLIA « oic e 06 50 060008/ sisls sisisaissssseensasssssse 5.0
New BrunsSwick ..cccceeescescccscessccsscssssssens 5.1
British Columbia, Yukon and Northwest Territories ... 6.2
IAIDETER o oo o 66 s wislis 5ol siiel aialie oie: o sia wiete sisie e e aieid oie} sivie ® 6.9
SaskatCREWal «oiss:s sisis 85 o7e/s ais: 8 sis sis o ais: siaie vie o sie o mie o 7.4
ONLATIO! ; o:s 376 5 5iw w16 § 516 & 98 16 @ 66 efese ois s o0° aiw 0 0070 @saie vio: o 7.6
Manitoba . ccccoccesssvrcccscscssssccscscssscsscsccnsce 8.3
QUEDEC +vvveveneroanasostsancssssanscasoaccecans 8.6
Prince Edward Island ... ivi i eeeenenecencannanns 11.7
CANEAR] /16 s1els sie o 615 191 alalis: siale skave eie: olaie sie) s 01865016 16 7.5

e. Student Admissions to Canadian Medical Schools

It is apparent from the examination of statistics on numbers of applications
for medical studies that the recruitment of medical students constituted a rather
difficult problem during the last 12 years. Most of the Canadian medical
schools have experienced a gradual decrease in the number of applicants.
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It is reasonable to assume that some candidates applied to more that one
university and, therefore, they appear in the application statistics of more than
one university, Appendix 3-9 contains the number of applicants from all sources,
Canadian and foreign, for medical studies, by medical school, at three-year
intervals, for the period of 1949-50 to 1961-62. Amongst the larger institutions,
McGill University’s applications in 1961—62 were only about half the total of
1,700 received in the 1949-50 academic year. The University of Toronto experi-
enced a drop from 304 in 1949-50 to 276 in 1961—62. Amongst the smaller medical
schools a similar trend can be observed. For Queen’s University and the University
of British Columbia the corresponding figures were 199 and 153, and 285 and 233
respectively. The Prairie universities show some increase in the number of
applications received during the last year reported.

Table 3—14 shows the ratios of applicants offered places at medical
schools to the total number of applications received, at three-year intervals, for
the reporting medical schools during the period under review.

The acceptance rate remained relatively stable over the period of the last
12 years, i.e., approximately half of the applicants were offered places in the
medical schools. No statistical information is available, however, as to the main
reasons for this relatively high rejection ratio. Such information would be extremely
useful in overcoming the difficulties experienced in the recruitment of medical
students.

TABLE 3-14

ACCEPTANCE RATE AND VACANCIES AT START OF TERM IN
CANADIAN MEDICAL SCHOOLS, 1949-50 TO 1961—62
(at three-year intervals)

Y Number of PV Official Vacancies at
ear Applicants Ratel Cl.a ss Start of
Size Term?
%
1949—50 v cvvvennnn 1,105 41.0% 3478 1
1952—53 . .ivvinnnn 1,067 53.74 467° t1
1955—56 ..vviveunnn 1,327 52.3°% 48210 T2
1958=59 s ¢ 4:e vrs 6 056 ’ 2,392 44.95 7331 23
196162 . viwis eins in s 2,852 35.87 1,022 16
Average ..... % & 36 % 45.5

Per cent of applicants offered places by medical schools to total number of applications received.
Sign T indicates the number of students registered exceeding the official class size.

Six schools reporting. 8 Six schools reporting,

9

Seven schools reporting, Seven schools reporting.

Eight schools reporting. 1o

Seven schools reporting.
Nine schools reporting. 1 Ten schools reporting.
Twelve schools reporting. 12 An Twelve schools reporting.

Source: MacFarlane, J.A,, et. al., Medical Education in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa: Queen's Printer, 1964,
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Table 3—14 also suggests that despite a decline in the number of
applications and difficulties in recruitment, the medical schools reporting have
had, for all practical purposes, no vacancies. In other words, the official capacity
of medical schools has been filled. This point is important for it suggests that to
some extent the supply of medical graduates in Canada is really determined by
the physical and financial limitations of our medical schools and not by the
society’s requirements.

f. Attrition Rates in Medical Schools

An analysis of the medical student enrolment, by year of course, suggests
that approximately 90.0 per cent of first-year students may be expected to become
medical graduates. This finding is confirmed by Table 3-15 showing attrition
rates in Canadian medical schools over a five-year period.

Table 3—15 indicates that of all medical students admitted during the
years 1951—1955 to Canadian medical schools, 87.5 per cent ultimately became
medical graduates. Thus the over-all attrition rate was 12.5 per cent. This rate
varies somewhat between different schools, the highest, 27.8 per cent, at the
University of Ottawa and lowest, 6.5 per cent, at the University of Western
Ontario.

TABLE 3-15

ATTRITION RATES IN CANADIAN MEDICAL SCHOOLS OVER
FIVE-YEAR PERIOD, 1951 TO 1955

Proportion of Students admitted Attrition Rate over Five-
and who graduated® Year Period by Year of Course
Medical
Aver-
School 1951 | 1952 | 1953 | 1954 {1955 | .. | I I | m IV | Total
% % %o % | % e % % % % %
(]
Dalhousie ...| 87.0 | 87.5 | 88.0 | 91.0 | 90.0 | 88.7 | 12.0 4.0 | 0.8 0 16.8
Laval ...... 93.8 | 93.6 | 92.6 | 96.8 | 87.4 | 92.8 | 13.0 3.5| 1.6 0 18.1
Montreal ....| 71.3 | 75.6 | 78.7 | 81.8 | 82.9 | 78.1 7.9 0.6 | 1.0 0.2 9.7
McGill ...... 87.0 | 91.0 | 87.0 | 91.0 | 83.0 | 87.8 | 11.0 2.0 1.5 0.4 14.9
Ottawa «.... 80.0 | 60.1 | 76.6 | 61.0 | 78.6 | 71.3 | 16.7 | 11.1 | O 0 27.8
Queen’s ....| 95.0 | 95.0 | 83.0 | 89.0 | 92.6 | 90.9 8.4 6.8 | 1.1 0.6 16.9
Toronto ..... - - 85.0 | 84.0 | 88.0 | 85.7 8.0 5.0 | 1.0 0.1 14.1
Western
Ontario ...| 96.6 | 95.0 | 91.6 | 98.3 | 85.9 | 93.5 4.0 1.0 | O 0 5.0
Manitoba ....| 93.0 | 97.3 | 86.9 | 85.5 | 94.5 | 91.4 7.9 1.4 | 2.8 0 12.1
Saskatchewan| 93.6 | 93.7 | 96.6 | 98.5 | 83.5 | 93.2 — - - - -
Alberta ..... 82.0 | 87.0 | 82.0 | 87.0 | 88.0 | 85.2. 9.4 4.0 | 1.0 0.3 14.7
British
Columbia..| 93.0 | 96.0 | 88.0 | 86.0 | 86.0 | 89.8 8.0 1.6 | 0.7 0 10.3
Average| 88.4 | 88.4 | 86.3 | 87.5 | 86.7 | 87.5 9.7 3.8 | 1.1 0.1 14.7

x Including students who took time out, or who were allowed to repeat a year.

Source: MacFarlane, J.A., et al., Medical Education in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa: Queen’s Printer, 1964,
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As might be expected, the highest attrition rate occurred during the first
year of the medical course; it was 9.7 per cent on the average, over a five-year
period for all medical schools reporting. This rate gradually declined to 3.8 per
cent for the second year, 1.1 per cent for the third year, and 0.1 for the fourth
year of the medical course. Again these particular rates vary somewhat between
different medical schools.

Table 3—16 summarizes the views of the deans of medical schools
as to the causes of withdrawal of students from medical schools.
TABLE 3-16

CAUSES OF WITHDRAWALS, BY YEAR OF COURSE, FROM CANADIAN MEDICAL
SCHOOLS, 1961—-62 (ORDER OF MENTION)!

Year of Course
— Total
. 1 I oI v Order of
uses O :
Wcifhdsrawals Order of Order of Order of Order of Weation
Mention Mention Mention Mention
112(3|4|1]2(3(4|1|2|3|4|1|2|3|4|1|2|3]|4

Academic ......... 911 |—-|—=|9|=|=|=|5|2|1|=|3|—=|~—=|—|26/3 |1]| —
Personal reasons,

environmental

problems ....... -4 |-]1| - 1 |—(1 |1|1|—=|1|1|~—|= 8121
Iliness « e smsvssos - =4 |=-]|—=-|1|3|—=|1|1|—=|1|=|1|=|—=[1|3|7]|1
Change or lack

of interest ...... 12|13 |1|—-|2|—=(2|1|1|=|~=|=|~=]—=|—-|2|51|3]3
Psychiatric

disorders . s o -1 == =|1|=|=|1|=|=|=|1|=|=|=]|2[|2|=|—=
Death v v s 5 6505 — | =2 |=|=|=|1l|=|=|—=|=|—=|=|=|=|=|=|=|3 ]| =
Finance .......... —| == 1| =] =|l|=|=|=|=|=|=|=|=|=|=|=]1 1
Not known or

miscellaneous . .. | — |1 |= |[=| = | 1| =|=|=|=| =| 1| =| =] =|=|=|2|=]1
Marriage . sivesis 5o s —| === =] =1 |=|=|=|=|=]|=]|=|=|=|=]|=|1] =
Moved away ....... —| === =|1l]|=|=|=|1]|=|=|=|=|=|=|=]|2|=] -

! Ten medical schools re porting.
Source: MacFarlane, J.A,, et al., Medical Education in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa: Queen’s Printer, 1964,

It is apparent that academic reasons are the principal factor for withdrawal
at each level of the medical course. Other more significant reasons include perso-
nal and environmental problems, illness and changes or lack of interest. It is to
be noted that financial difficulties, so often emphasized by the spokesmen of the
medical profession and students’ organizations as deterrent to more successful
recruitment of medical students, appear to be of no real significance.

3. Canadians in United States Medical Schools

There are a very small number of Canadian medical students in the United
States as compared with other Canadian students acquiring higher education in
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that country, Table 3—17 indicates the number of Canadian medical
students in the U.S., by sex and academic ranking, over the last few years.

TABLE 3-17

CANADIANS STUDYING MEDICINE IN THE UNITED STATES, BY ACADEMIC
STATUS AND SEX, 1952—-53 TO 1961-62

Source: Directory of Canadians Studying in the United States, Economics and Research Branch,
Department of Labour.

Approximately two-thirds of these medical students were post-graduates,
who registered for further courses in specialized medical education. Undergraduates
include pre-medical students and those enrolled in medical schools. They consti-
tuted approximately 1.0 per cent of the total number of Canadians studying in the
United States. This percentage is considerably below the proportion of medical
student enrolment to total university student enrolment in Canada. If this trend
continues American medical schools will play an insignificant role in the future
supply of Canadian medical manpower.

Total Number Canadians in U.S. Medical Schools Per cent
of Canadians of all
in U.S. Post Graduates | Under Graduates Total Canadian )
Universiti
and Colleges  |Male e | Totat |Mate | Fe |Total |Male e |Totat S c{f_‘;t.s l
1952-53 4,572 ....| - - - - - - - - 152 3.3
1953-54 4,775 ....| — - - - - - - - 79 1.7
1954-55 4,655 ....| — - - - - - - - 85 1.8 I
1955—-56 4,990 ....| — - - - - — - - 58 1.2
1956-57 5,379 ....| 83 e 87 35 4 39 118 8 126 2.3
1957-58 5,271 .... 87 1 88 36 4 40 123 5 128 2.4
1958-59 5,432 .... 82 4 86 39 4 43 121 8 129 2.4 l
1959—-60 5,679 ....| 46 - 46 31 2 33 77 2 79 1.4
1960-61 6,058 .... 78 5 83 39 4 43 117 9 126 2.1
1961—-62 6,552 ....| 54 4 58 37 5 44 91 9 100 1.5 l

4, Recruitment of Medical Students

The previous analysis clearly indicated a relative decline in the registration l
in Canadian medical schools as contrasted with an upsurge in general university
enrolment across the country. Some anxiety has been expressed in medical schools
and in the profession because of fewer medical applicants in relation to the l
available vacancies. There appears to be a shortage of applicants with suitable
qualifications. Some experts in medical education have observed that ‘“... there
are still many rejected applicants each year, but these are almost invariably l
individuals who, in the eyes of the admission committees, do not have a reasona-

ble chance of success in medical schools’’.?

1 Macleod, J.W., and Thompson, J.S., ‘““The Changing Scene in Canadian Medical Education, the
Jourmal of Medical Education, 36:1079—1091, September 1961, p, 1079 (Special International
Issue.,)
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The admission committees usually appraise the following attributes of
medical school applicants: scholastic achievement, ability, character and perso-
nality, industry, resourcefulness and general cultural and social background.

It is rather difficult to assess, without a special study, the relative
importance of various factors involved in the motivation of young people to enter
a medical school. In general, these factors include a special interest in medical
science, a humanitarian service motive, a family tradition, the social and econo-
mic status of the medical profession and the relative attractiveness of other
professions. Even if a young man or woman is formally qualified and personally
interested in medicine, he or she may still be deterred from a medical career
because of various reasons, economic and others. These, often suggested by
educators and doctors, can only be mentioned here, without any analytical
evaluation as to their validity, magnitude and significance.

Our civilization, which is characterized by very rapid technological progress,
incessantly requires an ever increasing number of students of high intellectual
ability and an interest in the sciences to meet the demand for scientific and
professional manpower. Medicine is no exception. Thus, the difficulties experien-
ced in the recruitment of medical students constitute only one aspect of the
recruitment for scientific and professional manpower. In fact, there are indications
of similar difficulties in engineering faculties of Canadian universities. The
need for scientists has been stressed as a national problem, and employment
possibilities for them have been represented as very attractive. Consequently, the
number of graduates in physical sciences has steadily been rising over the last
two decades while graduates of medical schools have remained relatively constant.
In brief, medicine as a career is in competition with the prestige, social status and
economic opportunities offered to university-trained people in the natural sciences
by industry, business and governments. It has been suggested that the prestige
and social status of the medical profession and, in particular, of the general
practitioner, may be somewhat declining in the eyes of the public and potential
doctors.

Another factor responsible for the lowering of the number of applicants is the high

cost of medical education. This high cost is made up not only of the relatively
higher university fees of medical students compared with those of other university
students, but also because bursaries and fellowships are less readily available
to medical students than to post-graduate students of other faculties. Finally,
medical education requires long years of unpaid training (the least time required
after obtaining senior matriculation is seven years as compared with four years in
most of the other university courses). Morever, a medical graduate must spend one
to six years in internship and residency or fellowship training, before he is ready
to practise, while it takes three to four years for most of the Ph.D. students. Thus,
a specialist medical education still further accentuates this problem of high cost
in terms of both money and time.

Some have claimed that the public image of a physician, working long and
irregular hours, deprived of leisure time for recreation, family and community life,
is another factor discouraging our young people from choosing a medical career.



78 ROYAL COMMISSION ON HEALTH SERVICES

In order to appraise these various factors, it would seem necessary to
conduct a special survey, otherwise it is difficult to suggest corrective measures.
Such a study should include an over-all investigation of the factors determining
career interests of Canadian students of all regions and socio-economic groups,
as well as deterrents to the study of medicine.

The provincial licensing authorities and provincial governments, the
spokesmen of the medical schools and the national organization of medical students,
have made numerous and specific recommendations with respect to improvements
in the recruitment of medical students, in their submissions to the Royal
Commission on Health Services, the more significant of which are summarized
below.

Most of the recommendations agree on the need for financial assistance to
the undergraduate medical students if a relatively satisfactory supply of
physicians in Canada is to be secured. There is a divided opinion on the question
of whether more loan funds or more bursaries and scholarships are needed., There
is a fear that a large debt militates against the choice of a medical career. The
Canadian Association of Medical Students and Interns has recommended that
“‘the Government of Canada make available to a central fund or foundation
appropriate grants of money to be used as interest-free loan capital in the support
of the undergraduate medical students’’.* The College of Medicine, University of
Saskatchewan, suggested that ‘‘a grant of at least $500 per medical student per
year be made to universities from federal sources to permit free tuition for students
of medicine’’.? The Faculty of Medicine, University of Alberta, suggested the
following financial assistance measures:

“j) Free Tuition: To all students in their third and fourth years of medicine,

‘“ii) Scholarships: In the amount of $1,000 per year to those in the upper third of
the class in the last three years.

“‘jii) Loan Funds: Available to any student in any year with a proven need in an
amount not exceeding $5,000 during his undergraduate study period. Such
loans would be interest-free until 12 months after graduation. Interest
would then be at the prevailing bank interest rates.’”?

The Faculty of Medicine, University of Toronto, recommended as follows:

‘‘a) that students with Grade A standing receive free tuition plus one-half
loan and one-half bursary to carry on their maintenance;

““b) that students with Grade B standing should receive one-half free
tuition and their maintenance in half loan and half bursary; and

1 A brief from the Canadian Association of Medical Students and Interns, submitted to the Royal
Commission on Health Services, March 20, 1962, p, 2,

2 A brief from the College of Medicine, University of Saskatchewan, submitted to the Royal
Commission on Health Services, January 25, 1962, p. 5.

 The College of Physicians and Surgeons, Province of Alberta; The C.M,A, Alberta Division and

the Faculty of Medicine, University of Alberta, February 13, 1962, p. 60,
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“‘c) that students with Grade C standing should be evaluated and supported
in accordance with their individual situations.’’!

This Faculty of Medicine also suggested some general principles in this
area of financial assistance to medical students, viz., it should be in proportion
to demonstrated financial need, loans should not exceed $1,200 upon graduation
and be interest-free until two or three years after graduation and then repayable
by installments. In addition, it suggested some specific federal assistance be
provided for the medical students from Asia, Africa and the West Indies.

Some provinces have a scheme of financial assistance. For example,
Newfoundland has instituted a plan whereby an annual bursary of $1,200 is made
available to residents of Newfoundland during the medical course. After graduation
the student must serve two years in an area to which he is assigned by the
Provincial Government and an additional two years practising in a community of
his choice in the province which may include post-graduate training in St. John’s,

A special plea has been submitted on behalf of medical students from rural
areas to recognize their greater costs of attending medical school as compared
with urban students who can live at home. This special consideration may mean
more physicians for rural areas.

Most students rely in part on summer earnings to finance their medical
education. From an educational point of view it seems desirable that they should
work in their own professional or scientific field, e.g., clinical science, basic
medical science, research and hospital practice. A plea has been made for more
funds and bursaries for summer professional employment. For example, the
Canadian Association of Medical Students and Interns recommended that “‘the
Medical Research Council of Canada be encouraged and enabled to increase the
grants available to Canadian Universities for the summer employment of capable
undergraduate students in research fellowships’’.?

Another recommendation concerns interns and residents. It has been suggested
that the economic status of this category of medical trainee be improved. The last
mentioned association has recommended that “minimum standards of remuneration for
first-year interns should be established in Canada at a rate no less than $2,600
per annum’’? subject to periodical review in accordance with changes in the purcha-
sing power of money.

A number of recommendations submitted to the Royal Commission on Health
Services stressed the importance of aggressive recruitment programmes, which
should incorporate ‘““Open Houses’’ in medical schools to inform the public about
work in such schools, publication of information on the opportunities for studying
medicine, its cost and other aspects, visiting high schools on ‘‘Career Days’’,
and use of mass media, radio, television and the press.

1 A brief from the Faculty of Medicine, University of Toronto, submitted to the Royal Commission on Health

Services, May 14, 1962, p, 6,

2 Brief of the Canadian Association of Medical Students and Interns, op.cit.,, p. 2,
3 Ibid., p. 8.
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With the increase in university-age population over the next decade, it can
be expected that the medical schools will increase their number of applicants and
students. Nervertheless, some special efforts, financial and educational, will
have to be made to attract more medical students for it seems that this expected
increase in applicants will not keep pace with the increased need for the medical
care of our growing population. Perhaps also some special considerations should
be given to the recruitment of female medical students.

5. Social and Economic Characteristics of Medical Students in Canada, 1961-62

This part of the study is based mainly on factual information provided in the
publication ‘“University Student Expenditure and Income in Canada 1961-62’’ by
the Education Division of the Dominion Bureau of Statistics. Most of the informa-
tion was gathered by the use of a questionnaire sent to a sample of students., The
survey covered the fall and spring terms of the academic year 1961-1962 and
activity during the summer vacation in 1961. This survey included a sample of
1,000 medical undergraduate Canadian-born students, and the total number of
graduate medical students as well as medical students from other countries.

The following sections include social background and economic and other
characteristics of Canadian-born medical undergraduate students, cost analysis
of attending medical school as well as an examination of sources of income to
finance their medical education. This is followed by a brief analysis of foreign
medical students in Canada and of graduate medical students.

a. Social Background and Economic and Other Characteristics
of Canadian-born Medical Undergraduate Students.'

(i) Age, Year of Graduation Expected, Residence
at College, and Marital Status

The DBS survey of a sample of undergraduate medical students excludes
pre-medical students of Queen’s and Toronto universities but it includes
the fifth-year undergraduate interns of medical schools of Dalhousie, Laval
and Montreal, who receive medical degrees after one year’s internship. The
DBS universe of Canadian medical undergraduate students, excluding 354
non-Canadian medical undergraduate students, amounted to 3,472, of whom
1,000 provided a sample and, therefore, the following statistical data
mainly expressed in percentages are fairly representative. The data availa-
ble are organized into two parts, namely, the social and economic background
of the students, while the rest of the information covers the problem of
expenditures and incomes of the students.

The medical undergraduate students in the sample indicated the expected
year of graduation in the following percentages: 20.4 in 1962, 21.0 in 1963,

1 «tCanadian-born’’ includes also immigrants who subsequently became Canadian citizens.,
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23.4 and 24.3 in the next two years, and 10,9 in 1966 or later.! The latter
percentage applies to those students, who obtain their M.D. degrees only
after the required internship.

Admission requirements to medical school stipulate some previous universi-
ty training and, therefore, the median age of medical undergraduates was
somewhat higher than that of undergraduate students in most other faculties
except law and dentistry. The median age of medical students was 23 years
and three months; 12.8 per cent of medical students were within the age
group of 18—20 years, 65.7 per cent within the next age group of 21-24 years,
and 21,5 per cent were 25 years or older.?

Table 3—18 shows marital status of medical students and residence
at college for regions and Canada.

TABLE 3-18

MEDICAL STUDENTS’ MARITAL STATUS AND RESIDENCE AT COLLEGE,
FOR REGIONS AND CANADA, 1961—62

East | Quebec | Ontario | West Canada
Per Cent
Single students
In parents’ home ........coveenennnn.. 14.4 48.2 29.7 36.8 37.1
In rented house or apartment ......... . 6.2 11.7 11.4 12.6 11.4
Rooming or boarding:
Private house or boarding house ..... 20.6 14.1 19.0 20.3 17.5
College operated residence ......... 25.8 11.4 17.3 6.0 13.5
Married, living with SpOUSE .« .o vveeennnn. 29.9 14.3 20.3 24.0 19.3
AllL OtHET v s 5 s sore & wis w15 wis joie s w@@ 6 3.1 0.3 2:3 0.3 12

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 7, p. 21,

About one-third of medical students in the country as a whole were living
in parents’ home. This porportion was one-half in the Province of Quebec
but only one-sixth in Eastern Canada, due to the fact that only one medical
school serves the whole region. This, no doubt, constitutes an additional
economic barrier against recruitment of medical students from that part of
the country. Only one-sixth of the medical students in Canada were able to
live in university operated residences.

Approximately one-fifth of the medical undergraduate students were married.
This proportion was slightly exceeded by law students, while in case

of dentistry students almost one-third were married. There is apparently

no marked regional trend towards marriage among medical students in the

L University Student Expenditure and Income in Canada, 1961—62, Part II-Canadian Undergraduate
Students, DBS, Education Division, Table 2, p. 18.

2 Ibid., Table 4, p. 19,
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different areas of Canada but the proportion of married students was somewhat
higher in the East and lower in the Province of Quebec as compared with the
national proportion. With advancing age it is natural to assume that more
students will get married. Among those married, 46.1 per cent indicated
1962 as the year of expected graduation, 26,9 per cent expected to finish
university training in 1963, and this percentage gradually declined to 16.2
in 1964, 9.3 in 1965 and 1.5 in 1966 or later,* Table 3—19 indicates

the percentage of marriages among Canadian medical students, by year of
the course, as of September 1958.

TABLE 3-19

PER CENT OF MARRIED CANADIAN MEDICAL STUDENTS,
BY YEAR OF COURSE, 1958

Year of Course Percentage of Married Students
1 8.0
2 14.0
3 19.0
4 31.0
All years 18.0

Source: Thompson, J.S., ‘“Canadian Medical Education — Its Cost and Personnel’’, Canad, M.A.J.,

! Ibid., Table 3, p. 19
2 Ibid., Table 8, p. 21,

(ii) Home Residence, Parents’ Education,

vol. 82, April 2, 1960, Table II, p. 727,

The fact that approximately one-fifth of medical undergraduate students are
married should have some bearing on the university administrators in planning
student residencies. Moreover, family responsibility of married medical stude
may curtail a number contemplating post-graduate careers. It is difficult to
discharge this responsibility when a junior intern in Canada in 1960 made an
income of $1,740 and a senior intern $3,360. However, about three-quarters
of married male medical students in 1961-1962 had no children and the remai
der had one or more.?

i o BN ou W N s

-

Fathet’s Occupation and Parents’ Income.

Table 3—20 provides information on undergraduate medical students, by
region, showing percentages living on farms and in centres of population
from less than 1,000 to those of more than 100,000, These data should be
compared with the percentage distribution of the population for the same
regions which live in the same sizes of centres.

Only 9.8 per cent of the reporting undergraduate medical students come
from farms and communities of less than 1,000 population, while 30.4 per
cent of the Canadian population were so located, When the metropolitan area

S =S U8 s = e
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TABLE 3-20

PER CENT DISTRIBUTION OF HOME RESIDENCE OF MEDICAL STUDENTS
AND OF CANADA’S POPULATION, BY SIZE OF COMMUNITY,
FOR REGIONS AND CANADA, 1962

Size of Community
Region
ona |Less than 1,000— | 10,000— | 30,000— | 100,000
farm 1,000 9,999 29,999 99,999 and over
Medical Students
FEast s owmssmswes wmaesim g 5.0 7.0 27.0 16.0 26.0 19.0
Quebec ......ccciiiinnn. 6.7 3.4 13.5 15.1 9.8 51.5
Ontario ....evevennennnn. 4.4 3.0 8.7 7.0 13.0 63.9
West coiiiiiniiiinnnnnnns 8.8 4.7 10.6 2.4 9.2 64.3
Canada .« s s sis v e 6.1 3.7 12.0 9.7 11.9 56.6
Population
D7 11 g S AN 8.6 41.6 14.2 9.4 11.6 14.6
Quebec .....iiiiiiaa... 10.7 15.0 11.5 5.3 73 50.2
OBtarior s cwe s sies = s e s 25 55 8.1 14.5 10.1 4.8 15.0 47.5
WeSt o eca s 50 s 50 3 % 5 90w 5 555 s 17.5 19.9 10.4 6.2 3.4 42.6
Canada .......00... 11.4 19.0 11.1 5.8 9.3 43.4

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 11, p, 22,

of 100,000 and over are considered, it appears that the percentages of
medical students enrolled from these areas were higher in all regions than
the proportion of their population was of the total. This is particularly
evident in the case of Western Canada where 64.3 per cent of the medical
undergraduates come from metropolitan areas while only 42.6 per cent of the
population were so located. The intermediate population centres of 1,000 to
99,999 population, which accounted for 26.2 per cent of Canada’s population
had 33.6 per cent of medical students. It is apparent that a location of a
person’s home in relation to the location of medical school has some bearing
whether or not he becomes a medical student,

Table 3—21 shows the level of education of parents of medical students and of the
labour force.

Over one-third of the fathers of the medical students had received a formal
education above the high school level in contrast with about one-tenth of
the Canadian male labour force who have attained a comparable level of
schooling. Nearly one-half of the mothers of these students had received a
formal education mostly at a high school level and university level in
contrast to one-third of the Canadian female labour force who have also
obtained this extent of education.

It is apparent then that, in general, enrolment of the medical students is
correlated to parents’ formal education.
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TABLE 3-21

LEVEL OF SCHOOLING OF THE FATHERS AND MOTHERS OF MEDICAL STUDENTS,
CANADA, 1962

Labour Labour
Level of Schooling Fathers Force Mothers Force
(men)! (women)*
Per Cent
University degree ....... 4is eTele SU% & ye aele s 29.3 4.9 9.6 2.8
Some University «..ceeeeeeeees 5.3 4.3 4.9 5.0
High school graduaticn ......... v e vie 14.7 15.3 32.0 26.3
Some high school ........... o wte eie 8 wie: & 0 19.5 31.1 24.9 36.0
Elementary school plus trade training .... 7.1 2.5
Elementary school 24.1 E 444 26.1 z 22

! Census 1961.

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Tables 14 and 15, p. 23.

TABLE 3-22

OCCUPATION OF THE FATHERS OF MEDICAL STUDENTS AND MALE
LABOUR FORCE, CANADA, 1962

Occupation of Father Medical Male Labour
Students Force
Per Cent

Owners and proprietors ..... 12.3)
Managers and superintendents ....... Yo et ey ers fileTsacYets 9.9) 9.9
Professional occupations: ..... OO I D G O DO 29.5 7.6
Engineers ....cececisvssoscss i 68l 8181 09 & ‘e wiaiy elece 2.6 0.9
Teaching professions ....eeveeceseecccaencscans 2.3 1.4
Physicians and Surgeons ......ceeeececcsssoccns 10.8 0.4
DentistsS ..cveeeeecnenacanes Py & % BRI AU # 1.1 0.1
Pharmacists seessesesessisons 1.0 0.1
Legal professions ..eceeeecccccccccsssssasonsas 1.2 0.3
Religious professions ....eeeeeeeeeeecosnsasonnes 1.7 0.5
Accountants and auditors ....ceeeeccscccccteaaas 3.6 0.6
Other professional ......... 5000000 & ouel & oke BiRe BIHIS @ 5.2 3.3
Commercial and financial occupations .........0000 748 5.6
Clerical occupations ..... 5.7 6.9
Manufacturing and mechanical occupation .......c... 9.5 22.0
Transportation and communication occupations ...... 4.5 8.0
Construction occupations .....ceeeeeeecasscscanans 3.7 6.3
Service and recreation occupations ......ccc00000nne 2.3 8.5
Fariiers: e oo i s ol ¢80 7.0 8.2
Other primary occupations ......... 2.4 3.8
Farm and non-farm labourers ........ceceevecescccs 2.9 9.6
All other and not stated ...cceveveereccenconnncnnse 2.8 3.6

Source: University Student Expenditure and Income in Canada 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 16, p- 24
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Table 3-22 indicates the percentage distribution of fathers’ occupation of the
Canadian undergraduate medical students and a similar distribution of male

labour force.

Over half of the fathers of medical students were owners and proprietors or
were employed in managerial and professional occupations in comparison with
17.5 per cent of Canada’s male labour force, It is interesting to note that

10.8 per cent of the students listed the father’s occupation as physician or
surgeon, whereas doctors represented only 0.4 per cent of the total male
labour force of the country. Table 4—15 shows that 12.4 per cent of Canadian-
born physicians have indicated that their fathers were doctors. This survey
simply confirms the fact that only half the expected number of students come
from farms and farm workers. The same is true of manufacturing, transpor-
tation and communication, construction and service and recreation occupations.

Family income is also related to attendance at medical school. This is

shown in Table 3-23.

TABLE 3-23
PARENTS’ INCOME LEVEL OF MEDICAL STUDENTS, 1961

All

| Single Medical Students |

Parents’ Income Level Medical Away ’;ncome Of‘
At Hom axpayers
Students € from Home
Per Cent
Less than $5,000 «vvvevveenennsancnonnans 35.1 27.0 41.4 78.2
85,000 = 5,999 .« 4 ¢ ste winre wre s 0w oves wis s ws wre s 11.2 11.5 13.1 9.4
$6,000 — 7,999 . wiv wiw s w5 8 56 9w & wis 5 0508 s 14.7 15.5 13.8 7.1
$8,000 — 9,999 wiuyw 4 e ww o o wiw ¥ w6 8 e 8 we B E 11.9 13.2 11.8 2.3
$10,000 — 14,999 ¢ iiiteetecassacannncnne 12.8 14.7 10.3 1.8
$15,000' OF MOFE i s saie 4% s 56 »is 500 & 57 5 14.3 18.1 9.6 1.2
Median inCome ......ovveveeennnneconenns $6,439 $7,183 $5,655 $3,646

1 Adapted from 1961 Taxation Statistics.

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Tables 7 and 18, p. 24-25.

Ninety-four point seven per cent of the taxpayers in Canada made an income
of less than $8,000 but only 61.0 per cent of medical students reported family
income being of this level. On the other hand, 5.3 per cent of taxpayers

made an income of $8,000 or more, while 39.0 per cent medical students
reported their parents’ income of $8,000 or more. Forty-one point four per
cent of single medical students who reported residing away from home,

had parents whose income was less than $5,000, A median income of parents
of single students residing away from home was somewhat lower than that

of parents of students residing at home.

All these references to socio-economic background of medical students, the
under-representation of those from lower socio-economic classes and lower
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representation from rural areas and smaller urban centres, would suggest
that there is a financial deterrent to attendance at medical schools.
However, entry into a medical profession is likely to depend not only on
the possession of adequate financial resources, but also on the availability
of educational facilities, a young man’s social background, his cultural

environment, etc,

(iii) Part-time and Summer Work

Medical students accept part-time work while attending college probably
in order to meet growing expenses. The extent of part-time work amongst the

students is indicated in Table 3-24.

TABLE 3-24

PART-TIME WORK AND YEAR OF EXPECTED GRADUATION

OF MALE MEDICAL STUDENTS, 1961—62

Graduation Year Expected

Per Cent of Male Students
with Part-time Work

1962
1963
1964
1965
All years?!

43.9
28.9
23.1
15.7
24.8

! Includes some graduating in 1966 or later.

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian

Undergraduate Students, DBS, Education Division, Table 26, p., 28,

It appears that one out of four medical students had part-time work during

a regular academic year, The extent of part-time work varied with the year

of course, Thus in the final year of studies almost one out of two had part-
time employment, while only one out of six in the first year. This may

partly be explained perhaps by a larger proportion of married students in
later years of studies and the family responsibilities of the older students.
Some general picture of the variety of types of part-time jobs can be obtained
from the Table 3—25. More than half of the reporting students had jobs that
were related to their studies, and another one-tenth worked for a university.
This would suggest that, apart from economic reasons, part-time jobs may

also be sought in order to further academic training.

Table 3—-26 provides information on regional distribution of medical students

with part-time jobs and hours worked per week.

It appears that approximately one-third of medical students in Eastern
Canada had part-time jobs as compared with one-sixth in Western Canada.
This regional differential is propably due to greater economic need of the
medical students in the eastern part of the country, which is relatively
poorer. 1t also appears that a larger proportion of the reporting students

) N SN .S o W N
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TABLE 3-25
PART-TIME WORK AND TYPE OF JOB OF MEDICAL STUDENTS, 1961—62

Type of Part-time Job Per Cent of Students
Worked for university ......co00vun.. 0 § B B 6 B X § 10.2
Jobs related tocourse c..ovveeninnnnnnnn. % Bubine 1aes o tone w1ts ieer @ IeRe: @ e 53.3
RiOJITLC: 6L8.. s 3isis oars s & 0041 6 i aue o ‘ae: muns & ioze) @ [0 o o wre i 8 leye @ 18.7
Jobs requiring special skxlls .......................... PR 5.3
Store clerk, cashier, receptionist, etc.? .......... & W6, 4R FRI BN, § 69 257
Service occupations® ............ WS § 916 8.8 960 & BN e & B8 8 fauini 3 o T 1.1
Recreation worker, entertamer, -3 (o TORPI $553 % W8 el & ud 506 e 2.6
Labourer, Factory worker, delivery service, etc. * «.v.vvvrvunn.. 2.6
Baby sitter, odd jobber ........ctieeiencencns ace: o TwTE WUeTE @8 8 078 8 -
Worked for parents ........ s B 8 8 e g & @ § N & S B B0 B S 0.5
Other and not reported .......... e B N & § 819§ B9 5 W 56 &8 W0 B 3.0

1 Includes stenographers and other office workers, craftsmen and repairmen.

? Includes stockroom keepers, purchasers, etc.

3 Includes such occupations as waiter, maid, bellboy, bartender, guard, watchman and orderly.
4 Includes truck and bus drivers, seamen, railway and highway workers, etc.

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 28, p, 29,

TABLE 3-26

PART-TIME WORK AND HOURS WORKED PER WEEK
BY CANADIAN MALE MEDICAL STUDENTS, 1961-62

Per Cent Distribution by Number
Percentage of Hours Worked per Week
Region with Part-
time Job Lags 10-19 | 20-29 |36 or more
than 10
Bast -« o s v ¢ e s a5s o5 6w s 36.0 50.0 3:1 18.8 28.1
Quebec i s wiv s s swswiw s 29.3 37.5 23.6 11.1 27.8
Ontario; s s s swve 5 s v s 23.8 67.2 19.7 8.2 4.9
West siwsvwsnas 17.6 75.0 20.4 2.3 2.3
Canada .o s v i e 25.4 56.4 20.3 8.8 14.5

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 30, p, 30,

having part-time jobs, in that part of Canada, worked 30 hours or more per
week, in comparison with the better-off parts of the country.

Summer employment of medical students appears to be an important aspect
of their university years and a means of financing their studies. The summer
job opportunities may vary from year to year depending partly on the general
economic condition of the country and since most Canadian students seek
summer employment the competition is becoming stronger because of the
rapid increase in the Canadian student population. However, the medical
students do not seem to lack these opportunities as in 1956 only 5.8 per
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cent of them were without summer jobs and in 1961 only 2.6 per cent of
single male students were unable to find work. Eighty-nine point seven

per cent of single male medical students and 95.6 per cent of married ones
worked for pay in the summer of 1961, About 8.0 per cent of the single male
and 4.0 per cent of the married medical students reported that they did not
look for work.?!

The type of summer work of the medical students is indicated in
Table 3-27.

TABLE 3-27
SUMMER WORK 1961 — TYPE OF WORK OF MEDICAL STUDENTS

Type of Work Per Cent of Students
Worked for university .« o sio s o6 0 0o sieie aie o:eis o s y.sig sin ate el 3.2
Jobs related to course c. oo veennann B 4 S5 9186 e @ SEE Wimie wiee wxie Susis woS B 46.7
RLOUTC:y et wite s 31k ols & o8 oiaj a8 <% 6s & isllw sie’a i 9818 Wil eieTe) siafel siels sie » 5.2
Jobs requiring special skills' ............ Sfeteverers <676 wieLE sfera wis . 15.9
Store clerk, cashier, receptionist, etc.? ....... 4% ke & e e 5ie el 8 ojé 8 3.8
Service occupations® .......... o1 5 e te1 5 eHe) 6034 s1k ol 3.9
Recreation worker, entertainer, etc. ...ceeeeeenn arel aers ole 4 latel wlaiale 5.1
Factory worker, truck or bus driver ............. 000808 0B OGO T 4.6
Labourer, seaman, railway or highway worker, etc. ..... T L 10.6
Worked for parents ........ SIS B @4 K16 SEIE SO RE R as Wie 8 G v o sine 0.3
Other and not reported «vcovvvnn. 0.7

! Includes stenographers and other office workers, craftsmen and repairmen,
2 Includes stockroom keepers, purchasers, etc.
3 Includes such occupations as waiter, ma id, beilboy, bartender, guard, watchman and orderly.

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 22, p. 27,

It is very pleasing to an educationist to note that about half of the reporting

medical students, having summer work, had jobs related to their academic
training or at university.

Earnings from summer work are indicated in Table 3-28.
The median monthly rate was $242 and on the assumption that most of the

medical students have a four-month summer employment, an average student
was able to earn about $1,000 towards his education.

It is difficult to assess the academic value of part-time work and of summer
jobs and it is equally difficult not to conclude that evidently there is an
economic need, on the part of the medical students, to seek additional
sources of income to finance their university training.

1 Ibid., Table 21, p. 26,
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TABLE 3-28
SUMMER WORK 1961 — MONTHLY RATE OF PAY OF MEDICAL STUDENTS
Monthly Rate of Pay Per Cent of Students
Less than :$100 . s s a5 sies sie % Wi & @ WIS 6 88 WTeNE 8 8 wiE 8 4.2
$100 — 149 ...civviannns 5.6 ST & W74 3,80 $18L B5e @ e ONR1 & N6 B 8.4
PUS0 1= 199! 5 o & 5isvan 6 50 55eid Wioas 5580 & Whe alesd o 10.8
$200 — 249 ..ttt iiiiriete ittt ettt annannans =
$250 — 299 ......000 [P a az6: o fbams @ rene; anese ave: & ianai e 18.6
$300 — 349 ...iiiieennnn o) 8 456 eisi's Wish & @ym wisi e wiel e ® 15.5
$350:~ 399 s svune sre wiee wre 0w 5.4
$400 — 499 s s i wre a w 3.9
$500 Or MOTE svvvsvsonnnss 1.5
Median monthly rate .....ce00.. $242

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 23, p. 27,

(iv) Financial Difficulties

There are a variety of reasons for a break in the continuity of university
training, The DBS data provide some information on those medical students
who withdrew for financial reasons but eventually returned to resume their
medical training. These students reported the effects which the financial
difficulties had on their academic careers. Table 3—29 provides this
information.

TABLE 3-29
MALE MEDICAL STUDENTS REPORTING A BREAK IN THEIR SCHOOLING, 1961—-62

Percentage of Students who,

o .
Because of Insufficient Money: Eest | Quebsc |Ontario West Cannda

Postponed entrance to university ......... 8.0 3.0 5+7 11.7 6.0
At some time withdrew from university .... 7.0 - 8.3 4.7 2.5
Attended university part-time .......... . 1.0 2.3 1.3 1.0 1.6
Enrolled in extramural courses ...... anere - 0.7 1.7 0.7 1.0
Percentage with some interruption

in their education ....cccc0e0s 14.6 5.3 9 13.9 8.5

Source: University Student Expenditure and Income in Canada, 1961—62, Part Il — Canadian
Undergraduate Students, DBS, Education Division, Table 31, p, 30,

It appears that 8.5 per cent of the reporting medical undergraduates
encountered some financial difficulties that forced them to interrupt a
regular course of training. Six point zero per cent indicated that they haa to
postpone entrance to university. Of course, these statistics do not indicate
the extent to which financial problems prevented some potential students
from entering medical school altogether.
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(v) Students’ Plans Following Graduation

The medical students were asked specific questions concerning their plans
following graduation. Fifty-four point four per cent of them indicated that
they would practise, 5.0 were offered special jobs elsewhere and 38.1 per
cent would continue post-graduate studies, presumably leading towards
specialization, The latter percentage is almost identical with that of the
distribution of physicians in Canada as between specialists and non-
specialists. Less than 1.0 per cent expressed a desire to teach® at the
university level. Of course, these are tentative plans; some students might
change them before the end of their university training,

b. Cost Analysis of Attending Medical School
(i) Distribution of Students by Level of Expenditure

What is the cost of medical education to the student? What are his sources
of income while in medical school? Answers to these questions were sought
through the DBS questionnaire on expenditures and incomes of the students.
The factual information that is given in the following tables may be of some
importance to the many students interested in the study of medicine, to
their parents as well as to their college advisors, and the various other
groups interested in costs to the student becoming a physician.

The figures given are for the academic year 1961—62 and they may not
necessarily be applicable to the current academic year either because of an
increase in cost of living or because tuition and other fees have been
increased.

The students surveyed provided information with respect to their annual
expenditures on specific items and a total for the academic year. Naturally,
these expenditures differ from student to student because of spending
habits, availability of funds, educational requirements, faculty, place of
residence, etc.

Table 3—30 shows average expenditure of the Canadian medical
undergraduate students by regions, and, for comparative purposes, averages
for students from other faculties.

It appears that the average annual expenditure of $2,246 of medical students
was the second highest after that of dental students. On a regional basis the
highest average annual expenditure of medical students was in eastern
Canada. This probably was due to the fact that only a small proportion of
the students in that part of Canada resided in parents’ home and almost
one-third of them were married, living with spouse.

About half of the reporting medical students indicated that their total
expenditure per annum was $2,000 or more as compared with about one-tenth
proportion of students from Arts and Science.

! Ibid,, Table 34, p. 31,
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(ii) Expenditure and Marital Status

Annual total expenditure of married students, living with spouse, was twice
as high as that of single male students living away from home. This was due
to the fact that married students with dependents spent a greater proportion
of their money on capital and consumer-durable goods. The differences in

average annual expenditure between married and single students are shown
in Table 3-31.

TABLE 3-31

AVERAGE EXPENDITURE OF MARRIED MEDICAL STUDENTS, AND SINGLE MALE
STUDENTS LIVING AT HOME AND AWAY FROM HOME, FOR REGIONS
AND CANADA, 196162

. Single Students Married Students
Region Livi ith S
Living at Home | Living away from Home Aving Wi Ll
3 $ $

EaBE w57 oo 00 50 61678 00 0o 1,458 2,003 4,119
QuebecC:cceerceesananans 1,572 2,061 4,660
ONtAriol o v s sise sin o wis wiais o 1,864 2,018 3,594
West . e s o spere eie s s ws o 6 1,603 1,875 3,546
Ganada vieis st e v snies 1,652 1,989 3,871

Source: University Student Expenditure and Income in Canada, 1961—62, Part Il — Canadian
Undergraduate Students, DBS, Education Division, Table 36, p, 37,

Average expenditures of married male students were highest in the Province
of Quebec and in Eastern Canada, by about $800 and $250 respectively
more than compared with the national average of about $3,900. There were
smaller regional differences between average expenditures of single male
students living away from home. For those living at home, the highest
average expenditure was incurred by students in Ontario and in Western
Canada, while this average was lowest in Halifax and then slightly higher
in Montreal and Quebec City.

(iii) Educational and Living Costs

The various items of expenditure incurred by the students may be classified
under educational costs and living costs. The former include fees, hooks,
fraternity dues, transportation from home town to dwelling in college town,
and other current expenses on school supplies and equipment related to
university work. All other expenses are included under living costs.

Table 3—32 gives average expenditure, by items of expenditure, and per cent
of medical students reporting having made a particular expenditure., For
comparative purposes educational costs of students from other faculties are
also given.
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TABLE 3-32

AVERAGE EDUCATION AND LIVING COSTS OF MEDICAL AND
OTHER STUDENTS, CANADA, 1961—62

Medicine
Items of Expenditure Per Cent | Dent- Law Engi- Pharm-
Average of istry neering acy
Expend.| Students
Reporting
$ $ $ $ $
Fees (tuition, etc.) ..... Ww 5 WiE ® 572 524 401 452 397
Dues (Fraternity, etc.) ........ 41 62.9 55 39 33 38
Text-books ,........coi0vvunn 106 99.1 79 70 80 71
School supplies and equipment . 70 79.6 30 28 32 26
Transportation ...... [
(other than local) .......... 85 52.5 39 88 67 65
Total education costs.... 802 744 551 610 543
Transportation (local) ........ 31 60.9
Room and board or household
operating costs c.ees e 854 773
Recreation, refreshments,
clgarettes, 6t w s s v s v s 185 96.4
Grooming (haircuts, laundries,
etc.)eevennnn [ . 61 98.1
Clothing ..vvvvvveinennennnn. 143 96.0
Health, .o sis 5 5 526 & 558 3 5 8 519 5 1 53 77:3
Durable: items. .:c oo s wis s 505 oe 5.5 354 61.7
Church and charitable
donations: ; sz s s amiswsswns 36 55.5
Total living costs ......| 1,444
Total expenditures 2,246

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 37, p. 38,

The average education costs of $802 of medical students were the highest in
comparison with the similar costs incurred by the students from other
faculties mainly because of higher fees and higher expenses on school
supplies. An average of total education costs constituted approximately one-
third of an average medical student’s annual total expenditure. Fees alone
accounted for one-quarter of the total expenditure, The increasing cost of
medical education falls heavily on a lower income family and it may be
beyond their financial possibility.

Room and board or household operating costs also constituted about one-
third of the total expenditure. The other more important expenses were on
durable items, presumably mainly incurred by married students, and on cars,
then on recreation and smoking and on clothing,
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(iv) Median Expenditure and Age

Expenses tend to increase with the age of the students and the year of
course, This is evident from Table 3—-33.
TABLE 3-33

MEDIAN EXPENDITURE OF MEDICAL STUDENTS, BY AGE AND EXPECTED YEAR
OF GRADUATION, CANADA, 1961-62

Age of Students Year of Graduation Expected

$ $
Under 21 16619 56 vure v wie 1962 2,510
21 1728 oo siois vine e 1963 2,016
22-24 1;987 sseininian . 1964 1,936
25 and over 2;548 . onaeiania 1965 1,758
1966 and later 1,638

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 41, p, 39,

The probable reason for the higher median expenditure of older students is that

a higher proportion of them were married as compared with other students.

TABLE 3-34

PER CENT OF MEDICAL AND OTHER STUDENTS RECEIVING FUNDS
FROM CONTRIBUTING SOURCES, CANADA, 1961—-62

(weighted)
Med- Dent- Engi- Pharm_
Source of Income icine istry Law neering
Per cent

Fellowships and Assistantships ......... 33 0.5 0.8 1.4 0.5
Scholarships and Bursaries .......000.0 ’ 41.9 31.0 33.2 39.3 28.6
D.V.A., National Defence, R.O.T.P. ..... 5.9 8.5 1.6 6.3 1.6
Other Grants-in-Aid ........... 56 a5 oHE = 3.0 3.5 351 4.1 3.0
Leave of Absence with Pay ......c000uu 0.1 0.3 0.3 0.4 1.7
Loans:

(a) from Parental Family........0vnn 22.9 23.5 18.8 21.4 14.3

(b) from College««steeseenn. SOTHSTOTs 7.4 8.1 4.0 4.1 4.6

(c) from Bank or Insurance Co. ........ 6.5 6.8 8.4 6.2 2.9

(d) from Provincial Government........ 22.2 23.0 22.1 18.6 10.9

(e) from Other SOUrCES ....vvvevnnnnn. 10.7 10.6 8.5 7.0 7.6
Funds from Parental Family......... - 53.4 43.8 55.0 47.8 51.7
Funds from Spouse ., ......ceeeveeeeeennn 13.4 21.2 15.4 6.8 4.9
Gifts from Relatives, Friends......eec... 18.5 13.2 16.8 14.6 14.1
Savings from Summer Employment «.««.... 78.3 77.4 76.3 83.4 80.2
Earnings from Part-time Jobs

durifig School YEar s : wus wie siwe o e oi@ aie o 20.7 18.4 30.3 15:7 45.5
Personal Savings (other than above)...... 19.5 20.5 18.2 23.6 23.0
Investments, Endowments, Insurance ..... 6.6 5.4 10.0 5.2 3.8
Other SOULCES i« i s sjuia 5« s s o i & v s 3.4 4.8 742 4.3 4.5

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 44, p, 45,
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c. Sources and Amounts of Income of Canadian Medical Students

€))

(i1)

The medical student, like other students in Canada, gets his income from a
great variety of sources. There are some students, of course, who depend
entirely on parents’ income, others earn enough from part-time and summer work,
still others receive adequate scholarships.

Per Cent of Students, by Source of Income

Table 3—34 shows the per cent of medical and other students who received
income from the various sources listed. Each item is separate and, therefore,
the percentages do not add up to 100,

Grants-in-aid, including scholarships, etc., were reported by 54.2 per cent

of medical students as compared with 43.8 per cent in Dentistry, 51.5 per cent
in Law, 51.5 per cent in Engineering and 35.4 per cent in Pharmacy. Loans from
various sources were reported by about 70.0 per cent in Medicine and Dentistry
as compared with approximately 60.0 per cent in Law and Engineering and only
40.0 per cent in Pharmacy.

About 50.0 per cent of students reported receiving financial assistance from
their parents, and, as previous analysis has shown a greater proportion of
students in Medicine and Dentistry and Law were married; these students
received in slightly higher proportion some funds from their working wives.

Savings from summer employment were reported by about four-fifths of the
students from all the faculties considered here. The percentage of students
reporting earnings from part-time work during the academic year was highest for
the students in Pharmacy as compared with one-sixth to one-third in other
faculties. About one-fifth of the students in all faculties considered repor-

ted using personal savings, other than those from summer employment.

Average Income, by Source

Table 3—35 indicates the average amounts of revenue received by
Canadian undergraduate medical students from the same items as in the
previous table and the percentage of the total income received which each
of the contributing sources represented.

On the average, students who reported fellowships and assistantships
received about $550 and those who received scholarships and bursaries
reported $400. Those who borrowed money, on the average, were able to get
about $900 from the banks or $800 from their parents. The earnings of wives
of the married students of about $2,100 covered about half of their annual
expenditures. Students were able to save about $550 from their summer
employment and the same amount was reported by those who had part-time
work during the school year.

An average medical student relied on funds from home to an extent of about
one-fifth of his revenue, another one-fifth of savings from summer employment,
while grants-in-aid and loans contributed approximately one-sixth each of his
total revenue.
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TABLE 3-35

AVERAGE AMOUNTS OF INCOME RECEIVED BY MEDICAL STUDENTS FROM
CONTRIBUTING SOURCES AND PERCENTAGE OF TOTAL INCOME
RECEIVED, BY SOURCE, CANADA, 196162

Average Percentage of
Source of Income Amount Total Il:lcome
Received Jinnitec
by Source
$ %

Fellowships and Assistantships ......... & sliei e e 545 % i
Scholarships and Bursaries «.....eeeeeeeeeconcnas 384 7.8
D.V.A., National Defence, R.O.T. P oo 2,062 5.3
Other Grants=in=Aid «cecccevecccocccccccscscsscsnse 311 0.4
Leave of Absence with Pay o 8 0 Wi w5 8 wie e A 227 -~
Loans

(a) From Parental Family .........cc00veeeenns 794 7.8

(b) From College .....ouvuvuns o) @ hon® miel 3 76361 3 B3 Siwhe g 255 0.9

(c) From Bank or Insurance Company «..c.eeeeeens 890 2.6

(d) From Provincial Government ............ cc 422 3.8

(e) From Other Sources ....... § i § 95 8 (81 399 9 479 2.2
Funds from Parental Family « ««cecvnn 415 W% o 85 ek, @ oo e 955 22.0
Funds from Spouse .......00.. a1 3 WG S B e AT 2,086 11.9
Gifts from Relatives and Friends.....vvviveiiiaanns 224 1.8
Savings from Summer Employment .......cc0eeueaann 549 18.4
Earnings from Part-time Jobs

During School Year ...... « % we s ove wisie @ o e 555 5.2
Personal Savings (other than above) ..... T oo 400 3.1
Investments, Endowments, Insurance, etc....... e 749 2.6
Other SOULCES .o sovecsaasonassossssssssses o5 s 502 0.7
Income Needed ... : e s ws siaie oo s e oioie sine wte » o0 o - 3.5
Income from All Sources ........ s 51900 cie . 2,344

1 Fellowships and Assistantships included here as in all cases they accounted for 1.0 per cent or

less.

Source:

University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian

Undergraduate Students, DBS, Education Division, Table 45, p. 45,

(iii) Importance of Scholarships

Table 3—36 relates scholarships to age and year of expected graduation

of medical students.

It appears that the availability of scholarships is fairly evenly distributed
amongst students in all years of the medical course and the median scholarship

does not vary substantially between either age groups of students or year in
course. The implication of this fact is that once a student enters a medical
school he can count on some financial help from the scholarships available to him,

One-third to two-fifths of medical students were receiving scholarships. Althou
the median scholarship of $300—350 does not appear to be high enough if more

able students are to be encouraged to enter medical schools; however, the median
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TABLE 3-36
SCHOLARSHIP AND AGE OF MEDICAL STUDENTS AND YEAR OF EXPECTED
GRADUATION, CANADA, 1961-62
Age of Per _‘::’“ Median EYea‘ :fd Per &ent Median
Student Wl Scholarshi xpecte wi Scholarshi
ndents Scholarship AN Graduation | Scholarship NP
% $ % $
1962 32.0 349
18 =20 vismswsiss 38.5 325 1963 42.2 326
21, — 24 5o 505 00 g a s 41.6 335 1964 43.2 350
25 and over ....... 40.2 329 1965 43.7 313
1966
and later i 43.1 342

Source: University Student Expenditure and Income in Canada, 1961—62, Part II — Canadian
Undergraduate Students, DBS, Education Division, Table 48, p. 47,

scholarships available to students in other faculties do not differ substantially
from those for medical students.

d. Foreign Students in Canadian Medical Schools, 1961-62

During the academic year 1961—-62 there were 7,900 non-Canadian students
enrolled in Canadian universities and colleges, who constituted 6.1 percent of the
total university student population in this country. Canadian medical schools in
the same academic year had 354 undergraduate medical students from other
countries, which number accounted for about 10.0 per cent of the total medical
undergraduates in Canada. In addition, there were 32 foreign graduate medical
students. Table 3—-37 shows the distribution of these students by country
or area of birth,

Three-fifths of foreign medical undergraduate and two-fifths of foreign
medical graduate students were from the United States. A total of 213 undergradua-
te students came from the United States and thus some 50 students in any one year
of graduation may be expected to be American. Approximately one-third of all
non-Canadian medical students came from the countries of the British Commonwealth.

Table 3—38 indicates the distribution of foreign medical students between
medical schools located in the various regions of Canada.

This table indicates that approximately two-thirds of foreign
medical students in Canada were in the medical schools located in the Province
of Quebec and Ontario.

Out of 354 foreign undergraduate medical students 127 received grants-in-aid
from Canadian and non-Canadian sources, amounting, on the average, to $920. The
corresponding figures for foreign graduate medical students were 19 and $3,305.?

1 University Student Expenditure and Income in Canada, 1961—62, Part I — Non-Canadian Students,
DBS, Education Division, Table 22, p, 24,
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TABLE 3-37

COUNTRY OR AREA OF BIRTH OF FOREIGN UNDERGRADUATE AND GRADUATE
STUDENTS IN CANADIAN MEDICAL SCHOOLS, 1961—62

[Undergraduate StudentJ, Graduate Students
Country or area of birth
Number Per Cent | Number Per Cent
United States of America ..... ae wiel o & 1ok 213 60.2 13 40.5
Central and South America ....e0vuuse 5 9 2.5 - -
West.Indies : ;i ois sms as 58066 59 16.7 2 6.3
United Kingdom ..........0... aife oviaxeliore rete 5 1.4 1 3.1
Continental EUrOpe .+ .. .vvveevevenens 6 1.7 3 9.4
Agia ol o' o lalie} oliaiie vis WIEE Wi eiain 8 e e 8e 8 e 49 13.8 11 34.4
Republic of China . .« s s steies o s s o 11 3.1 - -
Hong Kong «..ovun ceseseane 22 6.2 1 3.1
Other. AB1al « ¢ iis 56 5.6 5 wiv o 5 0 i s one s 15 16 4.5 10 31.3
Australia and New Zealand .......c00... 1 0.3 - -
/NI Y. ooon00000:000000 131 3.1 2 6.3
Not Stated ... se .o & WS W66 & Se & e 8w § S lee 1 0.3 - -
Total wic epe s wie wreve s i o . B e 354 100.0 32 100.0
Students from British
Commonwealth? . .........covuvnn. oo 103 29.1 9 28.1

1 Includes Malaya, India, Pakistan and other Asian countries,

2 Includes United Kingdom, Australia, India, Pakistan, Malaya, Hong Kong, Ghana, Nigeria, and

British West Indies.

Source: University Student Expenditure and Income in Canada, 1961—62, Part I — Non-Canadian
Students, DBS, Education Division, Table 6, p. 19,

TABLE 3-38

DISTRIBUTION OF FOREIGN UNDERGRADUATE AND GRADUATE MEDICAL
STUDENTS IN CANADIAN MEDICAL SCHOOLS, BY REGION, 1961-62

Foreign Medical Students
Region Undergraduate Graduate

Number |Per Cent Number Per Cent

EASE. oiv cois sists 9 018 o sl o ois s siur e wiei 9o s se oo 56 15.8 7 21.9
QUEDEC .o vecnsoinseinensensntaee e 151 42.7 10 31.2
Ontario ' v s e » i sis 87 24.6 11 34.4
WESE oo 5o o oo oo o wlo s il slel 8 Wiel & oNE S8 o wiie . 60 16.9 4 12.5
Can@da o« oo o006 ool s aie we ¢ w56 o 9l 8 8 e 354 100.0 32 100.0

Source: University Student Expenditure and Income in Canada, 1961—62, Part I — Non-Canadian
Students, DBS, Education Division, Table 7, p. 20,
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e. Canadian Graduate Students in Medicine!

During the academic year 1961-62 there were 7,900 non-Canadian students
14 women, post-graduate medical students enrolled in the Canadian medical schools.
All of them had M.D. degrees and were working towards the M.A. or Ph.D. degrees
in medical sciences, particularly, in physiology and biochemistry, or diplomas in
medicine and surgery. These students in large measure constitute a pool of future
medical teachers and scientists. Forty-eight of them have indicated intention to
work in this area.

Thirty students reported their father’s occupation as professional (10 were
physicians and surgeons) and 14 as proprietors and managers. Forty-four of the
reporting medical graduate students were married and their average income was
$5,436 as compared with $3,621 of 7 single students living at home and $3,275
of 21 single students living away from home, Their income was mainly derived
from fellowships of about $3,000 each. There were only a few students receiving
scholarships. About three-quarters of the married students indicated total education
and living costs per year of $4,000 and over, while three-quarters of the single
students incurred total cost of $2,000 and over.

About half of the total 75 students were within the age group of 25-29 years
and almost another half were over 30 years old. Most of these graduate students,
if they were in private practice, would be earning an income of $10,000 or more at
this age. It seems that if our medical schools are to secure the necessary recruit-
ment of the medical teaching personnel adequately, to meet the growing demand
with the expected expansion of medical schools, higher fellowships and scholar-
ships will have to be provided for the medical graduates in Canada.

! Reference: University Student Expenditure and Income in Canada, 1961—62, Part III — Canadian
Graduate Students, DBS, Education Division.



CHAPTER IV

Distribution and Some Professional
Characteristics of Canadian Doctors

1. Introduction

In order to assess the relative availability of medical services in different
regions and centres in Canada, it is necessary to analyse the distribution of phy-
sicians by various criteria such as age, location, specialization, etc.

The first part of this chapter is concerned with an analysis of the distribution
of Canadian medical manpower by age groups, years since first licensed to
practise, years of practice, length of time in present practice or employment, and
degree of retirement. It also includes a section on women in medicine.

Another part deals with the geographical distribution of physicians, including
an evaluation of the factors influencing location of practice and choice of location
of first practice, the problem of medical care in rural areas and the geographical
mobility of doctors.

This is followed by an examination of the patterns of types and auspices of
work among Canadian doctors and their professional mobility.

The last section of this chapter is concerned with the problem of
specialization in the medical profession, including reasons for and implications
and limitations of such specialization. This is followed by an analytical and
statistical examination of the distribution of specialists by specialty practised
and their location.

In some sections, the above analysis is made seperately for Canadian-born
and immigrant physicians for comparative purposes.

The statistical data employed in this chapter have mainly been drawn from
the replies of the doctors to a Questionnaire on Medical Practice, which was
mailed in the spring of 1962 to all doctors in Canada, including salaried physi-
cians, interns and residents. A sample questionnaire is reproduced as Appendix
4—1. A mailing list of physicians, compiled mainly from the Canadian Medical
Directory, was supplied by the Department of National Health and Welfare. The
survey of physicians has been conducted to provide information concerning the
distribution and utilization of physicians in Canada and to obtain doctors’



102 ROYAL COMMISSION ON HEALTH SERVICES

opinions about current plans of medical insurance and possible future
developments.

From an initial mailing list of over 21,000 doctors nearly 12,000 usable
replies were received, of which not all applied to the different parts of the
analysis. Consequently, the number of respondents in various parts of this survey
varied slightly, thus reducing the effective response rate for various sections of
the analysis.

The effective response rate of active physicians to the Questionnaire on
Medical Practice is shown in Table 4—1.
TABLE 4-1

PER CENT RATE OF RESPONSE TO 1962 QUESTIONNAIRE ON MEDICAL PRACTICE
OF ACTIVE PHYSICIANS, FOR PROVINCES AND CANADA

Physicians, 1962 Questionnaire Response
Province Number of | Per Cent | Per Cent
Number | Per Cent | Usable of Rate of
Replies Canada |Response
Newfoundland................ 296 1.4 150 1.3 50.7
Prince Edward Island ......... 88 0.4 51 0.4 58.0
Nova Scotia ......covvvunennnn 728 3.4 427 3.7 58.7
New Brunswick .............. 462 2.1 248 2.1 53.7
DUBDEC & 56 s s 5w o e 8 10 ¢ w0 & 954 s 6,067 28.3 2,841 24,5 46.8
ORLATLOL ¢ i s+ 5 013 » 515 970 8 338 91 & e 8,120 37.9 4,378 37.8 53.9
Manitoba «:vsicsonanvassinsnes 1,126 5:2 699 6.0 62.1
Saskatchewan................ 847 4.0 551 4.8 65.1
ALberta «.ouovirerenenanennn. 1,455 6.8 843 7.3 57.9
British Columbia «...o.vvvvnnn 2,245 10.5 1,385 12,0 61.7
Canadar.. ; s 55 s 96 5.6 5 516 bons 559 21,434 100.0 11,5731 100.0 54.0

1 Excludes Yukon and Northwest Territories.
Source: Directory of Canadian Mailings Ltd,, October 1, 1962, and Questionnaire on Medical
Practice, 1962, Royal Commission on Health Services.

The survey data may be considered as fairly representative since the

percentage distribution of respondents, by province, is, within a narrow percentage

margin, in agreement with the actual distribution of the medical manpower in
Canada by province. The response rate of the Province of Quebec is the lowest
with less than half of the physicians replying to the questionnaire, and approxi-
mately half of the physicians in the provinces of Newfoundland, Nova Scotia and
Ontario replied. As for the remaining provinces, about three-fifths of their phy-
sicians provided usable replies.

The survey data are supplemented by statistical information contained in
the periodical reports of the ‘“Survey of Physicians in Canada’’ published since
1946 by the Research and Statistics Division of the Department of National
Health and Welfare in the Directory of Canadian Mailings Limited and in the
various briefs of the provincial and national medical organizations submitted to
the Royal Commission on Health Services.
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2. Age of Physicians

The age distribution of active physicians is an important factor in
considering the supply of doctors in the various regions as well as in the country
as a whole because of its relation to the effectiveness of the physicians and its
bearing on retirement and death. The fact that some regions have a comparatively
higher proportion of older physicians, whose effeciency naturally decreases with
age, still further reduces the available supply of medical services as indicated
by crude numbers of living physicians in the regions concerned.

Table 4—2 compares the age distribution of active civilian physicians in
Canada over a period of thirty years. Regional data concerning age distribution
are given in Appendix 4-2.

TABLE 4-2

PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS,
BY AGE GROUP, CANADA, 1931-1961

Age Group 1931 1941 1951 1961
Under 25« -« et eeeetenesnessnnssneennns 1.9 2.7 0.2 2.4
DS (= Bs 500 6 w5 5w $iws w8 S wEe 3 WY e e we s w s s 25.2 23.9 25.2 29,3
BS B i 5 o 5 0 5 e § 4ve w3 o oRe » seiie toies & taiie) o 0 & wne 24.9 25.3 27.9 32:3
AS: — B, 5iv s e 51w s s 5 908 w0 5 0y w0 § s e arE e @ 23.7 20.0 21.6 19.0
B e 08 5 s 506 05 5 500 305 8 618 5 916 508 6 W1 419§ BI9 S £ 3 16.0 17.3 13.7 11.4
6569 | .uensininiiEitesRinEIE RS 8.3 10.8 4.9 2.7
70 and OVer( .. vvieennneennnneennneennns 5.6 2.9
Notgiven. . ...cvieeeeeeceocsanassnanns - — 0.9 -
Median, 8geds s s oo s s 5is s e 5 s 06 s @ ¥ fle a8 44,2 44,2 43.7 42.1

1 Based on total for whom age is known.

2 Excludes Yukon and Northwest Territories.

Source: 1931-51, Survey of Physicians in Canada, 1954, Research Division, Department of National
Health and Welfare, Table 5, p. 13; 1931, 1941, and 1961 Census data; 1951, Physicians

Register, Department of National Health and Welfare.

In Canada as a whole, 64.0 per cent of active civilian physicians were
under 45 years of age in 1961 as compared with 52.0 per cent in 1931, 51.9 per
cent in 1941 and 53.3 per cent in 1951. Thus there has been the trend toward
an increased proportion of younger doctors in the over-all age distribution of the
civilian medical manpower in this country.

The increasing longevity enjoyed by the general population seems to be
shared by the physicians as well, and this is indicated by the larger percentages
in the age groups 65 and over. In 1931, the per cent of active civilian physicians
who were aged 65 and over amounted to 8.3 as compared with 10.8 and 10.5 in
1941 and 1951 respectively. Increased longevity of physicians implies larger
professional resources through increased years of practice for individual phy-
sicians that is equally advantageous to all regions and areas.

The median age, which had ranged between 44.2 and 43.7 years during the
period of 1931 to 1951, dropped to 42.1 in 1961.
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The regional variation in age distribution of physicians in 1962 is quite
apparent.® In the Atlantic region, 55.4 per cent of active civilian physicians were
under 45 years of age, in Ontario — 58.9 per cent, in British Columbia — 59.9 per
cent as compared with 60.6 per cent national figure. Quebec had a particularly
high percentage of 64.0 of physicians in this age category and the Prairie region
had the next highest percentage of 62.3. It will be noted from Appendix 42 that
Ontario had a particularly high percentage (7.0) of physicians in the age group

65 and over. The Atlantic region had the next highest percentage (5.3) of phy-
sicians in this age category, while British Columbia, the Prairie region and
Quebec had 2.9, 4.3 and 5.0 per cent respectively.

Appendix 4—3 shows the number and percentage distribution of active
civilian immigrant physicians, by age group, for regions and Canada as based
on the survey of physicians in 1962. The same data for the country as a whole
are shown in Table 4-3.

TABLE 4-3

NUMBER AND PER CENT DISTRIBUTION OF
ACTIVE CIVILIAN IMMIGRANT PHYSICIANS,
BY AGE GROUP, CANADA, 1962

Immigrant Physicians
Age Group Number
Reporting Per Cent
Under 25.. .. civiiiunnnnn. 3 0.1
2534 .5 s 50 w05 57 v e o e 642 21.6
B5=A4: o iww oia s 5 siays s s 5 1,329 44.6
4554, . ... 572 19.2
B5=64. c:0 s 0000 smisssanesias 334 11.2
85569, o:v wpw s 106 599 0 w1 w5050 evare 66 2.2
70 and OVer: « v« s sio s 07 sie 31 1.1
Total.;::sewssms s 2,977 100.0

1 Excludes Yukon and Northwest Territories.

Source: Questionnaire on Medical Practice, 1962,
Royal Commission on Health Services.

It is of interest to note that 66.3 per cent of active civilian immigrant
physicians were under 45 years of age as compared with 60.6 per cent of the
total Canadian civilian medical manpower. The higher percentage of younger
immigrant physicians must be related to the considerable influx of these phy-
sicians during the 1950’s as shown in the chapter on supply of physicians. The
additional training requirements in Canada and language barrier in some cases
act probably as a deterrent against the potential supply of middle-aged immi-
grant physicians.

1 See Appendix 4—2,
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Appendix 4—4 indicates number and per cent distribution of active
civilian specialist physicians by age group, for regions and Canada, in 1962.
The same data for the country as a whole are shown in Table 4—4.

TABLE 4-4

NUMBER AND PER CENT DISTRIBUTION OF
ACTIVE CIVILIAN SPECIALIST PHYSICIANS,
BY AGE GROUP,. CANADA, 1962*

Physicians
Age Gr
SIS SaERED Number | Per Cent
b L L T 434 10.7
3544 ;i viesaie s e o s s 1,764 43.4
A554 ; v s s 5% 8 59 5 5185 8 B 1,035 25.5
SI5=sB84 ; i i § 508 580 8 okl ¥ ot 105 § 633 15.6
65—69 ... ..t 104 2.6
70 and over . ......c0uvunn 82 2.0
Totale:wiwvsasswsains 4,052 100.0

! Excludes Yukon and Northwest Territories.

Source: Questionnaire on Medical Practice, 1962,
Royal Commission on Health Services.

Out of 4,052 reporting specialists, 54.1 per cent were under 45 years of
age as compared with 60.6 per cent of the total civilian medical manpower in
Canada. This differential is the result of longer training required for the
specialists. Only one-tenth of the reporting specialists were under 35 years of
age as compared with one-quarter of the total active civilian reporting phy-
sicians. As of June 1954, only 13.8 per cent of specialists in private practice
were under 35 years of age as compared with 27.1 per cent of physicians
engaged in general private practice.?

3. Degrees of Retirement

Table 4—5 shows the degree of retirement reported by physicians who
considered themselves partially or fully retired. The total number of this
category of physicians amounted to 334, which constituted 2.9 per cent of the
reporting active civilian physicians. This percentage is almost equal to the
percentage distribution of active civilian physicians who were aged 70 and
over. This part of the analysis would suggest that probably the physicians
reaching the age of 70 years might be considered arbitrarily as retired.
Consequently, it may be argued that the retirement rate of Canadian physi-
cians, working under the existing conditions, amounts to three per cent of the
medical manpower.

4 WD WE S WD S T A TS W G T eE = @

1 «¢Active Civilian Physicians, June 1954, by Age Group and Nature of Major Work’’, a memorandum
from the Research and Statistics Division, Department of National Health and Welfare, April 1962,
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An American study on medical manpower in the United States indicated
that out of 257,035 physicians in 1962 there were 9,851 retired doctors, not in
medical practice, i.e., 3.8 per cent.?

TABLE 4-5

RETIREMENT OF PHYSICIANS, BY DEGREE OF RETIREMENT, CANADA, 1962?

Degree of Retirement Numb.er Rer Cent of
Reporting Total Reporting

100! DEF COBL 5 5575 5165 506 51575 545 6 o0 o 100 1m0 0 97 29.0

I5=99 M W et e s e v s i s e e & 36 10.8

50—74 7 60 18.0

D540 PN PV L n s e s R 6 E e ek 5 16 4.8

1=24 7 7 6 1.8

Not stated . .. ovvvvrnieninininennn.. 119 35.6

Total number reporting .................. 334 100.0
Active civilian

physicians reporting. .. ..........ouu... 11,560 2.9

! Excludes Yukon and Northwest Territories.

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

4. Years of Practice

Appendices 4—5A and 4—5B show the number and per cent distribution of
Canadian-born and immigrant active civilian physicians respectively, by years
since first licensed to practise in Canada, for regions and Canada, in 1962.
Table 4—6 summarizes the above data for the country as a whole.

This table indicates that approximately four-fifths of immigrant active
civilian physicians obtained their licence to practise medicine in Canada
during the last 15 years as compared with only one-half of Canadian-born
physicians. This comparison confirms the previous finding of heavy reliance
of Canadian medical manpower on the supply from outside sources during the
post-war years.

Table 4—7 shows the distribution of active civilian immigrant physicians by
years of residence in Canada.

It is difficult to establish a time lag between the years of residence and years
since first licensed to practise in Canada for the immigrant physicians. An examinati
of the last two tables indicates, however, that 81.9 per cent the reporting immigrant
physicians obtained their licences during the last 15 years as compared with 80.4
per cent of these physicians having resided in this country during the same period.
Looking only at the last five years it can be seen that 30.2 per cent of the immigrant
physicians obtained their licences while only 18.3 per cent of these physicians resid
in Canada during the same period. This would suggest that about half of them resided
longer than five years.

N

! Health Manpower Source Book, Section 14, Medical Specialists, U.S. Department of Health, Educa-
tion, and Welfare, Public Health Service, Washington, D.C., 1962,
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TABLE 4-6
NUMBER AND PER CENT DISTRIBUTION OF CANADIAN-BORN
AND IMMIGRANT ACTIVE CIVILIAN PHYSICIANS,
BY YEARS SINCE FIRST LICENSED TO PRACTISE IN CANADA, 1962?
Canadian-born Immigrant Total
ik il o
Years Since Fhypicians Physicians
First Licensed Per Cent Per Cent Per Cent
£ Praciing Number | of Total | Number | ©f Total | Number | of Total
ik S AR Reporting | Number | Reporting | Number | Reporting| Number
Reporting Reporting Reporting
Lessthan5........ 1,195 14.7 826 30.2 2,021 18.6
8 —9:5wsmsnmsumin 1,558 19.1 937 34.2 2,495 22.9
10 34 scsmanasm 1,407 17.3 479 17.5 1,886 17.3
15 =19; iz smewemss 1,079 13:3 138 5.0 1,217 11.2
20 =24 e s v i oue s i bim 869 10.7 88 3.2 957 8.8
25 —29.c0ir e oo 733 9.0 92 3.4 825 7.6
30 —34. ... 514 6.3 81 3.0 595 5.5
35 —30..ciiiinnnnn 395 4.8 53 1.9 448 4.1
40 and over........ 388 4.8 44 1.6 432 4,0
Total
Number Reporting. 8,138 100.0 2,738 100.0 10,876 100.0
1 Excludes Yukon and Northwest Territories,
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.,
TABLE 4-7
NUMBER AND PER CENT DISTRIBUTION OF
ACTIVE CIVILIAN IMMIGRANT PHYSICIANS,
BY YEARS OF RESIDENCE IN CANADA, 1962*
. Number Per Cent of
Years of Residence Reporting Total Reporting
T.888 HHAN.O ssws smi W s M De s W3 I MM WIs B 474 18.3
5 5= 0) .0 30t 5 68 506§ B § ndl Ba8E R § LA AR 3 N0 § e 866 33.4
10 — 14 toit ittt e e 744 28.7
15 =19 ovvveoevinsomeane ains ome s mie aie s o o0 o 84 3.2
0. =5 D4 wrs gvp 5 et 0ty 3wt @ v s« e @ s whet o con: witot 85 3.3
DB s DO 1 ¢ yrias & i 550> & 5 w01 ¢ ey w visis woins & e o iove wikel o 30 1.2
B0 — 34 o ios wpe s w s wpm s e e s e s s e @ e e 57 2.2
B i 30 a5 ane s 515 516 v 5w S WG ¢ 8 S0 § 0Fe 8088 whe s 76 2.9
40 Afd OVEY, « 55 515 o i i & siw » 58 918 5 taFs woa) 8 ioce s 177 6.8
Total s« v 5w s w8 50w s 0 & 55 99 s s w@ s wvw @ 2,593 100.0

1 Excludes Yukon and Northwest Territories,

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.
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Table 4-8 indicates the distribution of active civilian immigrant physicians, by
birthplace, for regions and Canada.

Approximately half of the reporting immigrant physicians came from the United
Kingdom and Commonwealth countries and one-third from Europe. The Commonwealth
physicians were mainly located in Ontario, the Prairie Provinces and British Columbia,
while immigrant physicians from Europe were located principally in the Province of
Quebec, Ontario and the Prairie Provinces. In the Province of Quebec about half of
immigrant physicians have a European background but only one-fifth came from the
United Kingdom and Commonwealth countries.

Table 4—9 shows the distribution of immigrant physicians by place of
undergraduate medical training,

TABLE 4-9

NUMBER AND PER CENT DISTRIBUTION OF
ACTIVE CIVILIAN IMMIGRANT PHYSICIANS,
BY PLACE OF UNDERGRADUATE MEDICAL TRAINING, CANADA, 1962

Immigrant Physicians

Place of Undergraduate

Medical Training Number Per Cent of
Reporting Total Reporting

United Kingdom and
Commonwealth Countries .............. 1,227 60.5
EUFOPE ¢ oo s oiasio s s:0s 00 860 si0 a0 6 0is o wia siw o s 724 35.7
North AMErica s s s vis oa s wissw s s s m s s s we 47 2.4
AEFLCR 5 50s 5 504 500 5 000 5 6.8 WA 8 508 2080 5 618 800 § 8 EwT 8 29 1.4
Total Reporting .........ovvvvennn. 2,027 100.0

Source! Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

Only 2.4 per cent of the reporting immigrant physicians indicated North America
(i.e., United States and Mexico) as their place of basic medical training as compared
with 9.0 per cent of the reporting immigrant physicians who indicated North America
as their birthplace. This difference in the above percentages is probably due to the
fact that some of the U.S. graduates of Canadian medical schools remain in this
country,

Table 4—10 illustrates the distribution of active civilian physicians by
years of practice in Canada.

This table shows a fairly even distribution of active civilian physicians
by years of practice as between various regions of Canada. Sixty-one point nine
per cent of the reporting physicians in the country had less than fifteen years of
practice. This percentage corresponds to 60.6 per cent of active civilian physi-
cians who were under 45 years of age. Regional distribution of physicians by years
of practice generally follows the pattern of age distribution for the various regions.
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TABLE 4-10

NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN
PHYSICIANS, BY YEARS OF PRACTICE IN CANADA,

FOR REGIONS AND CANADA, 1962

Years of Medical Practice® L
Region Less 40 '
Than| 5— | 10— | 15— [20—| 25—| 30—| 35—| gpq Total
5 9 | 14 | 19 | 24 | 29| 34 | 39 |Qyer

Atlantic Provinces
No. Reporting .......... 167| 164 145 98| 60 69| 48 34 27 812
Per Cent «.cocoimeiesiese 20.6| 20.1| 17,9| 12.1| 7.4 | 85| 5.9 | 4.2 | 3.3 | 100.0
Quebec
No. Reporting .......... 519| 530 392 227|165 | 187 | 136 | 101 74 | 2,331
Por Cent vcivismsnervss 22.4| 22.7| 16.8 9.7| 7.1 | 8.0 5.8 | 43 | 3.2 | 100.0 =
Ontario
No. Reporting .......... 751 | 900| 681| 427|240 | 305|192 |180 | 185 3,861
PeriCent: «i: i s sio s i sis s 19,5| 23.2| 17.6| 11.1| 6,2 | 7.9 | 5.0 | 4.7 | 4.8 | 100.0
Prairie Provinces
No. Reporting .......... 439 461 340 222 | 146 99 88 54 50| 1,899 {
PerCent ...oeeeeeenenn 23.1| 24.4| 17.9| 11,7| 7.7 | 5.2 | 4.6 | 2.8 | 2,6 | 100.0 /i
British Columbia
No. Reporting .......... 241 | 317 260 153| 94 | 104 65 35 13| 1,282
PerCont voivwvwivmsns 18.8| 24.8| 20.3| 11.9| 7.3 | 8.1 | 5.1 | 2.7 | 1.0 | 100.0
Canada?
No. Reporting «......... 2,117(2,372 1,818 1,127| 705 | 764 | 529 | 404 | 349 (10,185
PerCent ........couovnnn 20.8| 23.3| 17.8| 11.1| 6.9 | 7.5 | 5.2 | 4.0 | 3.4 | 100.0

1 Years of practice or medical employment exclude internship, post-graduate studies,
or service in the Regular Armed Forces.

2 Excludes Yukon and Northwest Territories,
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

Table 4—11 provides a distribution of active civilian physicians by length of
time in present practice or employment and type of work.

This table indicates that approximately half of the reporting general
practitioners and specialists in private practice were in their present employment
less than ten years as compared with two-thirds of consultants in private practice. {
The latter usually assume consulting responsibilities after some years of practice \‘
as specialists or general practitioners, Two-thirds of doctors working in hos pi-
tals were also in their present employment less than ten years. This high propor-
tion may indicate the fact that some young physicians start their medical career  {
in hospitals before they establish themselves financially to open a private practice.

their present employment. This is probably due to an inflow of young doctors in
this type of work and to a more recent increase in medical research activities.
Over 60.0 per cent of doctors engaged in teaching were in their present work less

Nearly 85.0 per cent of doctors in research work were less than ten years in 1
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than ten years. This high proportion may reflect the fact of recent expansion in
medical school staffs, of teaching positions becoming more attractive financially,
and of becoming a university teacher after some years of practice in hospitals or
private practice.

5. Female Physicians

Table 4—12 shows the number and per cent distribution of active civilian
physicians in Canada by sex for the census years 1911 to 1961, It will be noted
that the number and proportion of women in the medical profession to total active
civilian physicians in the country have steadily increased since 1921, particularly,
after World War II. Female physicians constituted 6.8 per cent of the total medical
manpower in 1961 as compared with 1.7 per cent in 1921, During the pre-war
decade of 1929-30 to 1939-40, female graduates constituted 4.1 per cent of the
total medical graduates in Canada as compared with 6.6 per cent during the years
of 1947—-48 to 1960-61.

TABLE 4-12

NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS,
BY SEX, CANADA, 1911-1961

Males Females
Year Total
Number Per Cent | Number Per Cent
O Y (oo araiai o wioieis sie s eie o wiaieieieie 5o 7,215 97.4 196 2.6 7,411
1921 v sivvie s 571 0 siove oiet wie 5 OO0 000 8,554 98.3 152 1.7 8,706
1931 (i 5105 i wietis wis; eisia) oisie wei miste @ 9,817 98.0 203 2.0 10,020
1041 o oiv oo aieia oisi sloye: ojiale wini e iaiier s 11,489 96.8 384 3.2 11,8732
19812 oiaivic i sieis osel asetel sio: shatersreies 13,576 95.9 587 4.1 14,163
TO61L ivie oiois oo 6 16 wfass oo s e oliske s 19,835 93.2 1,455 6.8 21,290

1 Yukon and Northwest Territories included.
2 The 1941 figure includes 1,150 armed forces’ doctors because of wartime conditions.

Source: Survey of Physicians in Canada, 1954, Research Division, Department of National Health
and Welfare, Table 4, p. 12; 1911—41, Census data; 1951 Physicians Register, Department
of National Health and Welfare; 1961 Census data, 1961 Census of Canada, L.abour Force,
Occupations by Sex, Bulletin 3.1-3, DBS.

This closeness in percentages of female graduates of Canadian medical ‘I
schools and of female medical practitioners suggests that there is no ‘“‘waste”
because of marriage, involved in training female doctors. On the basis of this
analysis it would seem that Canadian medical schools might well consider accep-
ting a higher percentage of women in the future, particularly when the numbers of
male applicants are inadequate. Canadian medical schools have accepted women
more freely in the last two decades and more female graduates have gone into the
medical profession. It is also perhaps true that the attitude of the public to the
woman doctor has changed in more recent decades.

I



\
)

DISTRIBUTION AND SOME PROFESSIONAL CHARACTERISTICS 113

Admittedly, there are problems of the personal domestic nature, relationship
with patients and relations with professional men, with which married female
physicians have to deal. It has been pointed out, however, that “A change of
attitude with more realism and understanding of the married women physicians’
problems would materially decrease the period of inactivity or the abandonment
of the work entirely by the medically trained women’’,* About half of our popula-
tion are women and it is only natural that their physical and emotional needs can
better be dealt with by scientifically trained women doctors. Efforts should be
made to provide part-time employment to married women physicians
in laboratory and research establishments, in community health centres, etc.,
during the interval when they must devote much time to the rearing of children.
Special refresher courses should be organized by medical schools for married
women doctors after they renew their professional activities on a full-time basis.

The slightly higher percentage (6.8) of active female civilian physicians in
1961 as compared with the percentage (6.6) of female graduates of Canadian
medical schools during the post-war years is probably due to a somewhat higher
proportion of female doctors amongst active civilian immigrant physicians. The
latter fact is apparent from Table 4—13.

TABLE 4-13

NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN IMMIGRANT
PHYSICIANS, BY SEX, FOR REGIONS AND CANADA, 1962

Males Females

Region Total

Numbe-r Per Cent Numb?r Per Cent

Reporting Reporting

Atlantic Provinces ....vuvvv.. 227 91.2 22 8.8 249
QUEDEC "uis: iass ¢ ovs v 500w 55508 131 & Wi § 367 90.2 40 9.8 407
Ontario . s wiw s w0 wis 5 s 806 3 w59 550 1,018 91.0 101 9.0 1,119
Prairie Provinces .....vveee.. 727 92.1 62 7.9 789
British Columbia ............ 384 91.9 34 8.1 418
Canada® .....cvvviinnnn 2,723 91.3 259 8.7 2,982

! Excludes Yukon and Northwest Territories.

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

In Chapter II it was shown that female immigrant doctors constituted 13,7
per cent of total immigrant physicians admitted to this country during the years
1953-1961. Approximately 80.0 per cent of immigrant physicians were admitted during
the post-war period. It would seem that female immigrant physicians have encountered
some difficulties in establishing themselves professionally in this country.

The distribution of active female civilian physicians in Canada, by province,
is set out in Table 4—14. It will be noted that in June 1961, over 600 or

! Thelander, Hulda E. and Weyrauch, Helen B., ‘“Women in Medicine’’, The Joumal of the A.M.A., Vol.
148, February 16, 1952, p. 535,
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nearly half of the total active female physicians in the country were located in the
province of Ontario constituting approximately 8.0 per cent of the active civilian
physicians in this province. Another quarter of the female physicians were located
in the Province of Quebec constituting about 6.0 per cent of the active civilian
physicians there.

TABLE 4-14

NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN PHYSICIANS,
BY SEX, FOR PROVINCES, 1961

{
Males Females ! l
Province Total
Number |Per Cent Number Per Cent
Newfoundland .v.veeveeneenens 219 95.2 i1 4.8 230
Prince Edward Island ......... 87 95.6 4 4.4 91
Nova 'SCOtial as s s sias oo srais ais oo 673 95.3 33 4.7 706
New Brunswick .cccceccccsoss 434 95.4 21 4.6 455
Quebec ...ieeccencariacaaans 5,817 94.3 350 5.7 6,167
ONLATIO  slere: o wiie peid s aieis 3.001% ¥4 b 7,408 92.1 632 7.9 8,040
Manitoba e s v einieisie e eio aiesiein oo 1,046 93.4 74 6.6 1,120
Saskatchewan .« iseessiossses 889 93.5 62 6.5 951 >
AIDETta i s s o eieie 06 056 850 8 e o e 1,251 92.3 105 7.7 1,356
British Columbia .eceoscccases 1,990 92.6 160 7.4 2,150 '
Yikon and NWiTs. siessce s 21 87.5 3 12.5 24
Canada. .o s aue st e s 19,835 93.2 1,455 6.8 21,290

Source: 1961 Census of Canada, Labour Force, Occupations by Sex, Bulletin 3.1-3, DBS.

6. Father’s Occupation of Physicians

-‘

Appendix 4—6 records the number and per cent distribution of Canadian-born \
and immigrant physicians by father’s occupation at time of entering university
training, for regions of present practice and Canada. This appendix reveals a
fairly even distribution of Canadian-born physicians, by father’s occupation, in
all the regions of the country in which the physicians were located in 1962. The
only understandable exception from this uniform pattern of father’s occupational
background were the physicians in the Prairie Provinces, where about one-fifth of
doctors reported agriculture as father’s occupation as compared with approximately '
one-tenth of physicians of the same background located in other regions of the
country.

| TE oS

Table 4—15 shoes the same data of the reporting Canadian-born and
immigrant physicians for the country as a whole.

This table indicates a similar pattern of father’s occupational back-
ground of Canadian-born and immigrant physicians. Small differences appear,
however, in a few cases. Thus, for instance, a higher proportion of reporting
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immigrant physicians came from professional (including medical) classes and a
smaller proportion from agricultural occupational groups as compared with Canadian-
born doctors.

As for the distribution of the reporting Canadian-born physicians by father’s
occupation, the largest number fell into the professional (including medical) class,
followed by the proprietors and managerial group, agriculture, manufacturing and
construction, commercial and financial, and clerical occupational groups.

More than half of the reporting Canadian-born physicians indicated that their
father’s occupation was of a professional (30.4 per cent) and managerial (25.8 per
cent) nature, while these two occupational groups accounted for only 7.6 per cent
and 10.2 per cent of the total male labour force in 1961 respectively. Farmers and
male farm workers accounted for 12,2 per cent of the total male labour force and
this percentage is close to 13.0 per cent of the reporting physicians who indicated
agriculture as the occupation of their father.?

As in the case of most other professions, there is in the medical profession a
relationship between father’s occupation and that followed by his children. One-
eighth of the Canadian-born physicians reported father’s occupation as physicians

and surgeons.,
TABLE 4-15

NUMBER AND PER CENT DISTRIBUTION OF CANADIAN-BORN AND IMMIGRANT
ACTIVE CIVILIAN PHYSICIANS, BY FATHER’S OCCUPATION, CANADA, 1962*

Canadian-born . .

T ———— Physicians Iramigrant Physicians

Groups? Number | Per Cent | Number | Per Cent

Reporting | of Total | Reporting | of Total
Proprietors and managers .........eovuu. : 2,203 25.8 807 275
Physicians and surgeons .......eeoees. a 1,052 12.4 417 14.2
Other professional .v.ivvvvnvanns 4e 8 o1 6 o 1,529 18.0 776 26.5
Clerical. s 50 o miw & wiw 59 3 0% W ¥ 070 § We & 548 393 4.6 187 6.4
Transportation and communication ....... 293 3.4 46 1.5
Commercial and financial .......c0.0 PP 456 5.4 94 3.2
Service ...iieaenn Wit Bt 5 ronel 3591 6 50 w8 bis @ e 151 1.8 88 3.0
Agriculture ..... o iiade! (0Re® Tottet s tars in & seucél st 0 some 1,103 13.0 188 6.4
Fishing, trapping, logging and mining .... 94 1.1 11 0.3

Manufacturing, mechanical

and .construction sisssespesassnss o588 829 9.7 186 6.4
Unskilled wWorkers s e o w8 s 09 5he o w6 ¢ w0 180 2.1 31 1.1
ROFIBEA. coirs wd 50 5 0k & 5ok 000 8 Wi 7% 8 A0 5 08 90w & 133 1.6 46 1.6
Not stated® ...... cvsssssin s e B steais s 92 1.1 58 1.9
1 1o) v~ 1 SR 8,508 100.0 2,935 100.0

! Excludes Yukon and Northwest Territories.
2 Father’s occupation at time of entering university training or earlier if father then deceased.
3 Includes some who were unemployed.

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

! Census of Canada, 1961, Labour Force, Occupation by Sex, Bulletin 3.1—3, DBS
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7. Geographical Distribution of Medical Manpower

a. Problems and Factors Influencing Location of Practice

The medical care market is, in general, of local nature and, consequently,
the availability of medical services depends primarily on the geographical
distribution of physicians. A regime of private medical practice implies the
doctors’ freedom to choose the type and location of their practice. In exercising
this freedom the physicians naturally are motivated by personal, professional
and economic considerations. In recent decades there has been a decline in the
number of physicians in rural communities and in the smaller cities because the
urbanization trend of our general population has also affected the medical profes-
sion. Consequently, it is becoming increasingly more difficult to attract physicians
to rural and sparsely populated areas. It has been argued that the maldistribution
of medical manpower between urban centres and rural areas is perhaps the major
problem facing organized medicine in Canada today. For in communities badly
provisioned the better-off people may still be able to obtain adequate medical care
but poorer families cannot overcome financially this geographic maldistribution of
doctors., On the other hand, it has also been argued that this ‘‘urbanization’’ of
the medical profession may not necessarily be in conflict with public interest becau-
se of the fact that the progress of medicine requires a concentration of physicians
in metropolitan areas where there are medical schools, big hospitals, medical
research institutions, laboratories, clinics, etc., which serve the entire nation,
Moreover, the maldistribution of medical manpower is to some extent offset by the l

greater productivity of today’s physicians, by the increased mobility of both doctors
and patients due to improved transportation and communication, which may provide
the citizens of understaffed areas with superior service at an adjacent medical
centre. Then, it is also said that a shortage of medical personnel and facilities

is not the only deficiency in the over-all provision of health services in the rural
communities,

Despite these reservations, an analysis of the choice of place of practice,
the geographical distribution of general practitioners and specialists and of the
various factors influencing it, is important in assessing the adequacy of the
local supply of medical services as well as in finding a solution for a more
equitable distribution of such services on a geographic basis, for the undirected
market forces in a free society cannot be relied upon to bring this about,

There are many interrelated variables of personal, professional, cultural,
social and economic nature, which are involved in the choice of a location of
medical practice. Very likely these variables are not especially different from
those considered by any other profession, although, perhaps, a physician will
evaluate more carefully other factors than just the ‘‘availability of position®’.

It may be difficult to establish a causal relationship between these variables and
the actual local physician-population ratio, and thus to isolate the more important
factors and to measure their impact on doctors’ choice of a place of practice.
Moreover, some of these factors, like cultural characteristics of an area, are
really intangible and do not lend themselves to a statistical measurement. Hence
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a considerable difference of opinions as to the required measures to affect a more
equitable territorial distribution of physicians.

Among the generally recognized factors, and not necessarily in order of
importance, which influence the choice of a place of practice are as follows:
population density, level of income per capita, since it measures ability of indivi-
duals to perchase professional services, effective demand for medical services,
the location of medical school attended, place of residence before entering medical
school, the place where internship and residency was served, the methods and
availability of transportation and communications, the ready accessibility of
hospital and consultation facilities, climate, topography, availability of good
schools, cultural and social environment, recreational facilities, housing and
many other personal, social and economic factors. Thus the number of physicians
practising in any community is a function of the above factors which tend to
direct them to specific localities in which they can maintain a satisfactory
professional service and enjoy adequate cultural and social life.

Some studies have been made, particularly in the United States, to assess
quantitatively and qualitatively, the relative importance of these variables.! One
writer suggested that the relative importance of the factors which he examined
were in this order: place of residence prior to entering medical school, then place
of internship and location of medical school.? There is a strong tendency for
interns and residents to start practice in the locality where they were trained
and so became known to the hospital and medical staffs. The hospitals, approved
by licensing authorities as suitable for training, are of necessity located in the
larger cities. Consequently, larger cities, because clinical and diagnostic
facilities are concentrated in hospitals, tend to attract a disproportionately larger
number of doctors. The fact that a place of residence before admission to medical
school is one of the influencing factors whould suggest that an increase in the
number of medical students from smaller communities would probably result in an
increased number of physicians in rural communities,

Effective demand for medical services may be considered as a function of
population density and of economic status of a given community, It is generally
accepted that the regions with low per capita income tend to receive less than
their proportionate share of new medical registrants as compared with regions
with high per capita income, It has been suggested that communities with the

1 See the following studies: Weiskotten, H.G., Wiggins, W.S., Altenderfer, M\.E., Gooch, M., and Tipner,
A. — ‘““Trends in Medical Practice — An Analysis of the Distribution and Characteristics of Medical
College Graduates, 1915—1950’’, The Journal of Medical Education, vol, 35, No., 12 December 1960,
pp. 1071—1121; McGibony, John R, and Johnston, Helen L, — ‘‘Prospects for Rural Health Care’’,
Rural Sociology, vol. 19, 1954, pp, 337—348; Dickinson, Frank G. — ‘‘Distritubion of Physicians
by Medical Service Areas’’, A.M.A., Bureau of Medical Economics, Chicago, Bulletin No. 94, 1954,
P. 162; Roemer, Milton I, — ‘““Hospital Utilization and the Supply of Physicians’’, The Joumal of
the A.M.A., vol. 178, December 9, 1961, pp. 989—93; and Ciocco, Antonio, and Altenderfer, M.E. —
¢‘Birth Statistics as an Index of Interdependence of Counties with regard to Medical Services’’, Pub-
lic Health Reports, vol. 60, August 24, 1945, pp. 973—985, Mountin, J.W., Pennell, E.H, and Nicolay,
V. — ““Location and Movement of Physicians, 1923 and 1938 — Effect of Local Factors Upon Location’’,
Public Health Reports, U.S, Public Health Service, vol. 57, December 18, 1942, pp, 1945—-53; Moun-
tin, J.W, et al, — ““Location and Movement of Physicians, 1923 and 1938 — General Observations’’,
Public Health Reports, vol. 57, Sept. 11, 1942, pp. 136375,

? Weiskotten, H.G., et al., op.cit., p. 1086,
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population in the low income groups are at a disadvantage in attracting physicians
although their needs for medical service are greater as compared with better-off
communities because ‘‘underprivileged groups experience illness more frequently
than those higher on the economic scale’’.* One a narrow local basis there seems
to be less evident correlation of this nature, at least, as far as general practitio-
ners are concerned.? For it is doubtful if a physician can determine the relative
levels of income per capita in several communities under his consideration.

Adequate hospital accommodation and facilities constitute an asset in
attracting physicians to a given locality and district. A hospital reduces the
inconvenience of a house-to-house practice, enables a doctor to avail himself of
consulting services of other doctors and to economize his time through the use of
paramedical personnel at a hospital. It has been suggested that utilization of
hospitals in rural areas with a low number of doctors tends to be higher because
overworked physicians tend to send more patients to the hospital, This practice
has been described as ‘‘a reasonable adjustment to the problem of providing good
medical care in the face of a relative shortage of medical personnel’’.® The question
still remains whether from the economic point of view it is really a reasonable
adjustment for the increased supply of physicians and greater investment in
medical personnel ‘““might yield great savings in the national expenditures for
hospital care, not to mention improvements in the health services generally”.*

A convenient method in determining the sufficiency of the supply of physicians
and of the adequacy of their distribution in any area or locality is the physician-
population ratio. This ratio is, however, somewhat deficient because of the relative
mobility of patients between regions and localities. In fact, it is argued, that a
comparative analysis of the availability of medical care on a local basis must
disregard administrative and political boundaries. For it is feasible to assume that
a community with adverse physician-population ratio, inadequate number of
nurses, etc., may be able to satisfy its effective demand for medical and health
care because it utilizes superior and more adequate medical and other health
resources located in nearby places.

To obtain a more correct assessment of medical resources available to a
local community some adjustments would have to be made both in population and
number of physicians, i.e., in demand and supply of medical care. This would
mean the use of statistical information with respect to births and deaths, which
would indicate the number of persons who go outside their own community to have
babies and to receive medical care for serious illness. Such statistics would roughly
indicate the extent of reliance of a given community on medical resources located I
elsewhere and also would show the main centres for dispensing medical services.

a = G ==

! Mountin, J.W., et al. — ‘““Location and Movement of Physicians, 1923 and 1938 — General Observa-
tions’’, op.cit., p. 1363,

? Dickinson, Frank G., op.cit.,, p. 135,
3 Roemer, Milton I. op.cit., p. 992,
4 Ibid,

5 Ciocco, Antonio, and Altenderfer, M.E., op. cit., pp. 973-985,

-/-"-
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TABLE 4-16

CHOICE OF REGION OF FIRST PRACTICE
BY CANADIAN-BORN PHYSICIANS,

FOR REGIONS, 1962

/R e U

Regions and Present Practice
and Number of Reporting Physicians

Atlantic . Prairie British
Quebec Ontario Provinces | Columbia

Provinces
1,837 2,726 1,092 848

537

% Yo Yo %o %o
(a)

Per cent of reporting

physicians who remained
since first practice in the
region of present practice..... 90.7 87.4 85.2 81.3 41.2

(b)

Per cent of reporting
physicians who resided in
the region of present
practice before entry to
medical school and who
remained since first prac-
tice in the region of
present practice .........0000 87.9 86.4 81.8 77.4 38.8

Difference between
(@)and (B) +-cceverenianinnn 2.8 1.0 3.4 3.9 2.4

(c)

Per cent of reporting
physicians who resided
in the region of present

practice before entry to
medical school .............. 94.2 95.3 91.9 90.4 76.0

Difference between
(and (b) .cecvevvoncanconse 6.3 8.9 10.1 13.0 37.2

(d)

Per cent of reporting
physicians who resided
in other regions before
entry to medical school
and who started their

first practice in other
TEZIONS v v vt iiie e 3.0 3.7 4.7 5.7 21.6

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services,
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The movement of patients between communities will occur if there are differen-
tials in physician-population ratios between them. Another suggestion has been that
the distribution of physicians should be related to ‘‘medical service areas”’,
defined as ‘‘areas in which populations depend upon physicians located in these
circumscribed territories for most of their physician service’’,!

- e o

b. Choice of Location of First Practice
(i) Regional Analysis

Appendix 4-7 provides a statistical information on choice of region of first
practice by Canadian-born physicians for regions and Canada. A summary
analysis of this information is presented in Table 4—16.

This table indicates a high proportion of the reporting physicians
remaining in the region where they started their first practice. This proportion
ranged from 90.7 per cent in the Atlantic Provinces to 41.2 per cent in British
Columbia. For the remaining regions it was above 80.0 per cent. More than four-
fifths of the reporting physicians in the Atlantic Provinces, Quebec and Ontario,
and three-quarters in the Prairie Provinces and approximately one-third in British
Columbia indicated that they resided in the region of present practice prior to
entry into medical school and remained there after starting their first practice in
the same region, Only a small proportion of the reporting doctors came from other
regions of residence and remained in the region of present practice, where they
started their first practice, This proportion was 2.8 per cent in the Atlantic
Provinces, 1.0 per cent in Quebec, and 3.4 and 3.9 per cent in Ontario and the
Prairie Provinces respectively. In British Columbia it was 2.4 per cent.

A very high proportion of the reporting physicians resided, prior to entry
into medical school, in the regions of their present practice. This proportion
ranged from 95.3 per cent in the Province of Quebec to 76.0 per cent in British
Columbia. Some of these physicians started their first practice in other regions
or abroad but have returned to the region of their residence. This is particularly
pronounced in case of the reporting physicians in British Columbia, where approxi-
mately one-third started their first practice elsewhere, mainly in the Prairie
Provinces, and then came back to their own region. It is also interesting to note
that approximately one-fifth of the reporting doctors in British Columbia moved
into that region from other regions of residence and of first practice. This type
of interregional mobility of physicians is rather insignificant for other regions of
Canada.

- - -f

Twelve point two per cent of the reporting physicians (576), who indicated
the Atlantic Provinces as their region of residence prior to entry into medical
school, were in 1962 practising in other regions of the country. The corresponding
percentages for other regions were as follows: Quebec — 4.8; Ontario — 6.4; the
Prairie Provinces — 20.0 and British Columbia — 9.9. Probably because of language
problems, only a small proportion of the doctors from the Province of Quebec

1 Dickinson, Frank G., op.cit., p. 13,
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moved to other regions of Canada. On the other hand, the physicians from the
Prairie Provinces moved in substantial proportion to British Columbia and Ontario.

Out of the total 7,040 reporting Canadian-born physicians, 8.2 per cent
indicated the Atlantic Provinces as their region of residence before entry to
medical school but only 7.6 per cent indicated this region as their location of
present practice. This latter percentage includes physicians who resided in the
Atlantic Provinces prior to entry to medical schools as well as those who moved
from other regions of Canada. Thus the Atlantic Provinces experienced a net loss.
The corresponding percentages for the Province of Quebec were 26.1 in both cases.
This means that the interregional movement just balances. For Ontario the percen-
tages were 38.0 and 38.7 and thus this province gained slightly. The Prairie
Provinces showed a loss from 17.5 to 15.5 per cent, while British Columbia
showed a gain as its percentages were 10.2 and 12.1 respectively. It is these two
regions, the Atlantic and Prairie Provinces, which showed less favourable
physician-population ratios as compared with other regims of Canada.

Table 4—17 illustrates a similar statistical information with respect to
immigrant physicians, for regions and Canada.

TABLE 4-17

CHOICE OF REGION OF FIRST PRACTICE BY IMMIGRANT PHYSICIANS,
FOR REGIONS AND CANADA, 1962

Region of First Practice Total
: Atlantic 3 Prairie Reporting
Region of ' Provinces Quebec Ontario Brovinces B.C.

Present Practice P
No. Per No. Per No. Per No. Per | No, Per | Ny, er
Cent Cent Cent Cent Cent Cent
Atlantic Provinces|171 |85.1| 6| 3.0/ 6| 3.0/ 14| 7.0/ 4| 1.9 201 9.0
Quebec ......... 8| 3.2|214 | 88.1| 15 6.2 6| 25| = - 243| 10.9
Ontario . ........ 28 | 3.4 8 1.0/ 720 | 87.6| 57 | 6.9 9 1.1 822| 36.8
Prairie Provinces 33 | 5.1 1| 0.2| 14 | 2.2|588 |91.7 5| 0.8| 641| 28.7
British Columbia . 51| 1.5 3 0.9| 22 6.7| 51 |15.6| 246 [75.3 327 | 14.6
Canada® ... |245 [10.9| 232 |10.4| 777 | 34.8| 716 | 32,1| 264 |11.8 |2,234 100.0

! Excludes Yukon and Northwest Territories.
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

Immigrant physicians, like the Canadian-born doctors, tend to remain in the
region of their first practice. Ninety-one point seven per cent of the reporting
immigrant physicians in the Prairie Provinces remained there having established
their first practice in that region. The corresponding percentages for other regions
were as follows: Quebec — 88.1; Ontario — 87.6; the Atlantic Provinces — 85.1; and
British Columbia — 75.3,

Out of 2,234 total reporting immigrant physicians, 10,9 per cent indicated

the Atlantic Provinces as their region of first practice but 9.0 per cent stated that
they were working in 1962 in that region. Thus, the Atlantic Provinces also
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experienced a net loss with respect to immigrant physicians. The correspon-

ding percentages for the Province of Quebec were 10,4 and 10.9, indicating a
slight gain., Ontario’s percentages were 34.8 and 36.8, suggesting this province

to be a gainer., Similarly, British Columbia was also a gainer because its percenta-
ges were 11.8 and 14.6. Again the Prairie Provinces were the losers having the
corresponding percentages 32.1 and 28.7.

It appears again that the Atlantic and Prairie Provinces lost some immigrant
physicians in favour mainly of British Columbia and Ontario.

(ii) Effects of Size of Community

Appendix 4-8 provides statistical information on the relationship between
the size of community of residence at time of entry to medical school and size of
community of first practice with respect to Canadian-born physicians, for regions
and Canada. Table 4—18 summarizes the above data for the country as a whole.

TABLE 4-18
NUMBER AND PER CENT DISTRIBUTION
OF CANADIAN-BORN ACTIVE CIVILIAN PHYSICIANS,
BY SIZE OF COMMUNITY OF RESIDENCE AT TIME OF ENTRY TO MEDICAL SCHOOL
AND SIZE OF COMMUNITY OF FIRST PRACTICE, CANADA!

Size of Community of Residence at Time of Entry

to Medical School
Size of Community

of First Practice Under 10,000 12,000 and alr(x)c(l) 000 .
Population under 100,000 | over , otal
Population Population
INumber] Per Number| Fef Number| F©F INumber| €T
Cent Cent Cent Cent
Number reporting. ....... 2,394 | 29,7 | 1,295 | 16.1 |4,362 | 54.2 | 8,051 -

Under 10,000 population .[ 1,119 | 46.7 256 | 19.8 805 | 18,5 | 2,180 27.1
10,000 and under

100,000 population ...| 588 | 24.6 648 | 50.0 | 1,065 | 24.4 2,301 | 28.6 \
100,000 and over
population ...l 687 | 28.7 391 30.2 | 2,492 | 57.1 3,570 | 44.3

! Excludes Yukon and Northwest Territories,
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

Out of 8,051 total reporting Canadian-born physicians, 29,7 per cent came
from communities of less than 10,000 population at the time they entered medical
schools, 16.1 per cent from communities of 10,000 and under 100,000, and 54.2
per cent from cities of 100,000 and over population. Approximately one-half of
those who came from communities of less than 10,000 population started their
first practice in communities of the same size and about one-third in cities of
100,000 and over population. The remainder started their practice also in larger
communities than the ones they came from. Again about half of the reporting
physicians who came from communities of 10,000 and under 100,000 population
started their practice in similar sized communities, while about one-third moved

an aa =

L}
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to cities of 100,000 and over population after the completion of medical training
and only one-quarter moved to communities of less than 10,000, Finally, 57.1 per
cent of the reporting physicians, who came from metropolitan areas of 100,000

and over population, started their first practice in similar metropolitan areas. Less
than one-quarter moved to communities of less than 10,000 population, while one-
quarter went to intermediate communities.

While 29.7 per cent of the total reporting physicians indicated coming from
communities of less than 10,000 population, only 27.1 per cent of them indicated
starting their practice in similarly sized communities. Rural and urban population
living in communities of less than 10,000 population together accounted for 41.5
per cent of total population of Canada in 1961.* This disparity in the above percen-
tages gives a rough indication of unequal geographical distribution of Canadian-
born physicians, by location of first practice, as between rural and urban areas.

TABLE 4-19

NUMBER AND PER CENT DISTRIBUTION OF ACTIVE CIVILIAN
IMMIGRANT PHYSICIANS, BY SIZE OF COMMUNITY OF FIRST
PRACTICE, FOR REGIONS AND CANADA

Size of Community of First Practice

Less than 10.000—49.999 50,000
Region of 10,000 1’3 I " and over Total
Present Practice Population opilation Population Reporting
Per Per Per
Numb Numb Numb

MRS Cent S Cent SRR Cent
Atlantic Provinces ......... 97 48.3 28 13.9 76 | 37.8 201
QUEDEC s s s s v s wmsivsn 24 9.9 13 5.3 206 | 84.8 243
OBATIO 5 s 506 5 5 s # 3rs 5@ s wrs s 157 19.1 104 12.6 562 68.3 823
Prairie Provinces .......... 259 40.3 90 14.0 293 45.7 642
British Columbia ........... 93 28.2 40 12.1 197 59.7 330
Canadal.............. 630 28.1 | 275 12.3 | 1,334 59.6 2,239

! Excludes Yukon and Northwest Territories.
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services,

Sixty-point two per cent of the total reporting physicians indicated coming
from communities of 10,000 and over population, while 72,9 per cent of them
started their first practice in similar areas. Urban population living in such
communities accounted for 68.5 per cent of total population of Canada in 1961.2

Table 4—19 provides an analysis of immigrant physicians by size of commu-
nity of first practice.

It is interesting to note the similarity in the pattern of distribution of
Canadian-born and immigrant physicians, by size of community of first practice.

1 Census of Canada, 1961, Advarice Report No. AP—4, Census (Demography) Division, DBS, p. 1.
2 Ibid.
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Thus, 28.1 per cent of the total reporting immigrant physicians indicated starting
their practice in communities of less than 10,000 population as compared with
27.1 per cent of Canadian-born doctors, and 71.9 per cent of immigrant doctors
started their practice in urban areas of 10,000 and over population as compared
with 72.9 per cent of the total reporting Canadian-born physicians.

c. Regional Distribution of Canadian-born Doctors and Medical Schools

Appendix 4—9 shows the distribution of Canadian-born active civilian
physicians, by school of undergraduate medical training in Canada and years since
graduation, for regions and Canada. Table 4—20, which is based on the above
appendix, illustrates the relationship between the regional geographical distribution
of these physicians and the location of the medical schools.

This table indicates a definite tendency of the physicians to establish
their practices in the regions in which they have obtained their basic medical
education. Thus, 76.6 per cent of the reporting physicians, who were medic al
graduates of Dalhousie University, remained in the Atlantic Provinces, others
moved to Ontario and Western Canada. This medical school accounted for 70.0 per
cent of the reporting physicians in the Atlantic region, while McGill and Laval
medical schools provided 15.5 and 6.1 per cent respectively.

In the Province of Quebec, reporting doctors indicated that 91.4 per cent of
them were the graduates of the three medical schools (Laval, Montreal and McGill)
located in that province. The remainder came mainly from the medical schools in
Ontario. Ninety point nine per cent of the reporting physicians, who were medical
graduates of Laval University remained in the Province of Quebec. The corres-
ponding percentages for University of Montreal and McGill University were 95,3
and 47.2. Most of McGill University’s medical graduates were practising in
Ontario, British Columbia and the Prairie Provinces.

The four medical schools (Ottawa, Queen’s, Toronto and Western Ontario)
located in Ontario provided 86.8 per cent of the total reporting physicians
practising in that province. Others came mainly from McGill, Manitoba and
Dalhousie medical schools. Eighty-three point eight per cent of the reporting
physicians, who were graduates of Toronto University, remained in the Province
of Ontario. The corresponding percentages for medical schools of Western
Ontario, Queen’s and Ottawa were 83.3, 71.3 and 62.1 respectively. The University
of Ottawa served also the Province of Quebec, while Queen’s University’s
medical graduates were also located in the Prairie Provinces and British
Columbia.

The three medical schools in the Prairie Provinces provided 73.5 per cent
of the total reporting physicians practising in that region. The remainder came
mainly from the medical schools of Toronto, McGill, Queen’s and Western Ontario.
It is interesting to note that smaller proportions of the medical graduates of
Manitoba, Alberta and Saskatchewan universities remained in the Prairie region.
Thus, 71.8 per cent of the reporting physicians, who were graduates of the
University of Saskatchewan, remained in that region, while the corresponding
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percentages for Alberta and Manitoba universities were 65.9 and 64.5 respectively.
Most of the other medical graduates of the latter two universities were practising
in British Columbia and Ontario.

Finally, the medical school of the University of British Columbia, established il
only in recent years, provided 14.4 per cent of the total reporting physicians
practising in that province. Most of other reporting physicians came from the
Prairie Provinces and Ontario medical schools. Differential earnings of physicians
in British Columbia and the Prairie Provinces are principally responsible for this
movement of doctors to British Columbia.

The medical schools located in the Province of Quebec and Ontario accounted
for 33.5 and 41.3 per cent respectively of the total reporting physicians, while
28.5 and 38.3 per cent of this total indicated practising in Quebec and Ontario.
Medical schools in these two provinces and, in particular, McGill, and partly
also schools in the Prairie Provinces supplement the output of medical schools
in other regions of Canada.

This analysis would suggest that the Atlantic Provinces and British
Columbia have experienced an inadequate supply of medical graduates from the
medical schools located within their boundaries. In the latter region the medical
school of the U.B.C, is only a few years old. Because of a strong relationship
between regional distribution of physicians and the location of a medical school,
it seems that the most effective method of improving the physician-population ratio
in a province or region is the establishment of a medical school there or the
expansion of the existing ones. This conclusion may be of particular significance
in relation to the supply of medical manpower in the Atlantic Provinces.

d. Geographical Mobility of Canadian-born Physicians

There is no information available on the movement of physicians from one
locality to another over the period of time after entry into practice. There is also
no information as to the actual motivation involved in such a movement. It is,
however, generally accepted that economic benefits and professional opportunities
as well as adequacy of facilities for practice are essential motives in the move-
ment of doctors from one region to another or one community to another,

Obviously such geographical mobility of physicians affects physician-population
ratios in different areas just as these ratios are affected by changes in population.

Table 4—21 gives a general idea of the interregional movement of
Canadian-born active civilian physicians for various regions of Canada.

This table indicates that approximately three-quarters of the total
reporting Canadian-born civilian physicians partised in the regions in which
they were born. This proportion varied somewhat as between the various regions.
It ranged from 84.6 per cent in the Province of Quebec to 28.3 per cent in British
Columbia. It stood at 71,3 per cent in the Atlantic Provinces and 80.4 per cent in
Ontario and 56.2 per cent in the Prairie Provinces. Approximately three-fifths of
the total reporting physicians were born and educated in the region of their
present practice. Again this proportion varied considerably as between regions.
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Thus, it stood at 82.5 per cent in the Province of Quebec and only 8.3 per cent in
British Columbia. In the latter province, of course, this low ratio was due to the
lack of a medical school until recently. The corresponding percentages for the
Atlantic Provinces, Ontario and the Prairie Provinces were 33.7, 76,6 and 41.8
respectively. Approximately one-tenth of the reporting doctors were bom in other
regions but educated in the regions of their present practice.

For the country as a whole, approximately one-fifth of the reporting physicians
indicated that they were born and educated in regions other than those in which
they were practising in 1962, This proportion probably constitutes a real measure
of the geographical mobility of the Canadian-born doctors. This interregional
movement is very substantial in the case of British Columbia (65.9 per cent), the
Prairie Provinces (30.2 per cent) and the Atlantic Provinces (19.1 per cent). This
migration of doctors may suggest a shortage of regionally trained doctors due to
inadequate medical school capacities and the attraction of higher earnings, particu-
larly in British Columbia.

e. Medical Care in Rural Areas

There are important social, cultural and economic differences between rural
and urban areas, which create special problems in the provision of medical services
to sparsely populated parts of the country. Along with the long-term movement of
population to urban centres there has been a departure of various industries and
services, including medical, from rural areas. Consequently, the rural areas
experience a deficiency in the supply of medical personnel and health facilities.
And as the rural population very likely will continue to decline, the need of
providing medical and health services for those who will remain in rural areas may
become even greater, for as one writer observed: ‘‘Rural population trends which
drain off those in the most productive years and leave behind young children and
older people seem likely to lead to a continued rural need for medical care at least
equal to that among urban residents. The opportunities for improvement in rural
infant mortality rates and the relatively high farm accident rate also show at least
equal medical care need in rural areas. In addition, the rural rate of chronic illness
apparently equals that of city population, but in rural areas the care of chronically
ill poses problems of peculiar difficulty’’.!

The bulk of medical services in rural areas is being provided by general
practitioners since, for professional and economic reasons, there has been no
movement of specialists to the communities of less than 10,000 population. The
rural general practitioners are usually deprived of the advantages of a modern
hospital, laboratory, clinic and specialist facilities and consulting services and,
consequently, rural practitioners may not be adequately informed about more recent
advances in medical science and practice, particularly if they do not take refresher
courses. For the above reasons a rural practitioner has naturally to be more self-
sufficient and may sometimes assume responsibilities, like clinical care, which
may be beyond his training and skill or assume some duties like those of a

1 McGibony, John R., and Johnston, Helen L.— 0p.cit., p, 342,
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sanitary engineer or health inspector, which may be beyond his scope of work.
Consequently, the quality and quantity of medical care in rural areas may, in some
cases, be lower than in urban areas.

Rural areas not only have fewer physicians but they are older than those in
urban areas. This implies not only a reduced service capacity of rural doctors but
also an accelerated rate of loss through retirement and death, The reasons for this
trend of concentration of older practioners in rural communities are not difficult
to establish. Rural areas are characterized generally by a lower economic status.
A young doctor, after having made a considerable investment in his training, may
be reluctant to start his practice in areas where the fees, by necessity, must be
lower as compared with those in larger cities. Then, fewer people in rural areas
can afford expensive medical training and since, generally, physicians establish
their practice where they came from, it follows that rural areas will continue to
attract a smaller number of newly registered doctors.

This adverse situation in the rural areas with respect to medical manpower
is to some extent offset by the fact that due to improved transportation and
communication rural areas today are less isolated than they used to be and,
consequently, there is an increasing tendency of people in sparsely populated
areas to avail themselves of medical and other health services concentrated in
larger cities.

This brief analysis suggests that medical care in rural areas is a complex
problem involving professional and economic considerations and, therefore, it
would seem that, apart from specific remedies, the conditions of practice in rural
areas should partly be altered in order to provide the professional incentives to
young physicians to locate in such areas.

Acknowledging the principle of the doctors’ freedom to select the location
of their practice and the importance of factors, mentioned elsewhere, that
influence the location of practice, the problems of proper geographical distribution
of physicians and of more uniform provision of medical care to all people are,
indeed, difficult ones to solve, consequently, the need for offsetting factors will
likely persist in the future.

Various suggestions have been made, and in some cases practical steps
have been taken though within so restricted an area that their effectiveness has
not been tested, as to how an improved geographical distribution of physicians
should be achieved. The following are the principal remedial measures recommended,
though not necessarily in order of their importance:

1. Construction of small hospitals (12—20 bed capacity), strategically located
in rural areas, and of small clinics to attract some specialists, and the estab-
lishment of diagnosis and treatment centres with access to consulting services
from larger medical centres, or in association with near-by medical schools.
These would be organized along group medical practice lines.

2. Educational and professional efforts should be made to raise the status of
general practitioners, for whom there is a demand.inrural areas. Something
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to supply of comprehensive medical care to a still substantial portion of our popu-
lation living in rural areas.

f. Urban Concentration

that of the population generally. In 1947, 70.8 per cent of the physicians in
Canada were located in urban centres of 10,000 or more population, ranging

1 Proger, Samuel, ‘‘Distribution of Medical Care — A Postgraduate Program to Fit a Pattern of Medical
Practice’’, The Joumal of the A.M.A., vol. 124, March 25, 1944, pp. 823—26.

. The establishment of physicians’ placement services under the auspices of

. Medical schools should provide refresher courses particularly to rural

. Rural communities themselves should assume greater responsibility in

. Medical schools, in selecting students, should give special consideration

. Provincial and municipal governments should subsidize physicians® income

ROYAL COMMISSION ON HEALTH SERVICES

of this nature has already been done by the establishment of the College of
General Practice of Canada some years ago. A higher status, for a general
practitioner may direct medical students towards a general practice rather
than a specialty.

Provincial Medical Associations or Colleges of Physicians and Surgeons,
which would assist rural communities in obtaining doctors or indicate alter-
native sources of supply of medical care.

physicians and larger and modern hospitals should be made accessible to
them in order to keep the rural physicians in close and constant contact with
larger medical centres. (At the Tufts Medical School a broad post-graduate
educational programme has been set up in order to extend medical education to
physicians practising in small communities. This programme operates through
the medical school and affiliated hospitals and thus a rural physician is
integrated with the metropolitan medical centres and assimilates the most
recent advances in medical science and practice.)!

1
\

attracting doctors through citizens’ health councils or community health centre
construction of adequate living quarters and office space for doctors supply

a minimum of standard medical equipment, and make them available to doctors
at a reasonable rent. A young doctor may not have the financial resources

to do this himself.

to those from rural areas and provincial governments should offer scholarships
to such students under the condition that the recipients would commit them-
selves to practise medicine for a specified period of time in the indicated
rural areas.

in rural areas, because of the lower economic status of these areas as compare
with urban centres, or these governments should directly employ physicians
and assign them to specified areas at an agreed salary.

Implementation of some of these remedial measures would certainly improve

Concentration of physicians within the larger urban centres is greater than
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provincially from 40.6 per cent for Prince Edward Island to 79.1 per cent for
British Columbia.*

Table 4—22 illustrates the distribution of active civilian physicians, by size
of community in which located, for Provinces and Canada, in 1951 and 1962.

By 1951, the proportion of physicians in urban centres of 10,000 or more
population had risen to 73.2 per cent for Canada as a whole and in 1962 it stood
at 85.8 per cent. In contrast, only 48.2 per cent of the total population in 1951 was
located within these centres and 58.7 per cent in 1962, The process of ‘‘urbaniza-
tion”’ of physicians between these two years was somewhat lower (17.2 per cent)
than that of the population generally (21.8 per cent).

Provincial variation in the proportion of physicians in urban centres of
10,000 or more population in 1962 was between 58.4 per cent for Newfoundland
and 90.6 per cent for Ontario.

Approximately one-sixth of the reporting active civilian physicians were
located in the communities of less than 10,000 population for the country as a
whole. Provincial variation ranged from 41.6 per cent for Newfoundland to 9.4 per
cent for Ontario.

Table 4—23 provides similar statistical information for immigrant
physicians.

The pattern of geographical distribution of immigrant active civilian
physicians was very similar to that of the total Canadian medical manpower though
a slightly higher proportion of immigrant doctors tended to be located in areas of
less than 10,000 population as compared with the national pattern. It is interesting

TABLE 4-23

DISTRIBUTION OF ACTIVE CIVILIAN IMMIGRANT PHYSICIANS,
BY SIZE OF LOCATION, FOR REGIONS AND CANADA, 1962

Size of Community and Physicians
Total
ot Less than 10,000 10,000 and over
. Number of : R
Region R . Population Population
eporting
Physicians Numbc-er Per Cent Numbt.ar Per Cent \
Reporting Reporting
Atlantic Provinces ........... 246 96 39.0 150 61.0
Quebec......coiiiiiiiieann 406 16 3.9 390 96.1
ONtarIO: = 506« wis 3w s s & wa w3 wis s 1,118 134 12.0 984 88.0
Prairie Provinces . ........... 784 221 28.2 563 71.8
British Columbia ............ 417 64 15.3 353 84.7
Canada? .. o eie o e aie o oie s 2,971 531 17.9 2,971 82.1

1 Excludes Yukon and Northwest Territories.
Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services,

! Survey of Physicians in Canada, 1954, Table 8, p. 16, Research Division, Department of National
Health and Welfare.
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to note, however, that 96,1 per cent of the reporting immigrant physicians in the
Province of Quebec were located in communities of 10,000 and over population as
contrasted with 88,2 per cent of all the reporting doctors in that province.

In 1954, 52,5 per cent of general practitioners in private practice in Canada
were located in urban centres of 10,000 or more population. The corresponding
percentages for specialists in private practice and for salaried doctors were 93.4
and 86.3 respectively.! Physicians in general private practice showed a similar
concentration to that for the general population. In contrast, physicians in
specialist private practice showed a higher degree of urban concentration than
that for the general population. The same was true of other doctors, who included
physicians in hospital and government services, medical school teaching staffs,
etc. Thus, the specialists in private practice and other doctors not in private
practice accounted for the disproportionate concentration of the total supply of
physicians in the larger urban centres.

Table 4-24 provides census statistical information on a concentration of
physicians in metropolitan areas, for Provinces and Canada, in 1961.,2

As of June 1961, 69.4 per cent of active civilian physicians were located
within metropolitan areas, whereas only 47.2 per cent of the total population of
Canada was so located. Consequently, while the metropolitan physician-population
ratio was 1:581, it was only 1:1,474 for the population outside the metropolitan
areas, and the over-all national ratio was 1:857.

In Newfoundland the St. John’s metropolitan area accounted
for 19,8 per cent of the provincial population, while the doctors located in that
city constituted more than half of the total provincial medical manpower, In the
metropolitan area there were 763 persons per doctor as compared with 3,306
persons per doctor in non-metropolitan areas and the over-all provincial physician-
population ratio of 1:1,991, The provincial government is heavily involved in the
provision of medical services. The Cottage Hospital Service, initiated in 1933,
provides hospitalization and medical services in the sparsely populated areas and
the Children’s Health Service provides medical services in hospitals, at public
expense, for all children up to the age of 16. The Cottage Hospital Service has
been described by the medical profession as ‘... a necessary and effective means
of providing medical services in outlying areas. It has not, however, provided a
sufficient number of doctors to allow necessary improvements in the quality of
medical care’’,®> Approximately one-third of the province’s physicians held salaried
posts with the Newfoundland Department of Health and, of the remainder, many
perform professional service on behalf of the department, either on a retainer or a
fee-for-service arrangement, In fact, in the Province of Newfoundland two distinct

1 Ibid., Table 9, p. 17.

? While the Census (Demography) Division, Occupation and Employment Section, of the Dominion
Bureau of Statistics has available the 1961 census data on population and number of doctors of
incorporated cities of 10,000 and over population, these data cannot be used, however, because
they exclude both population and doctors located in the suburban districts.This does not apply to
metropolitan areas designated by the DBS,

3 A brief from the Newfoundland Medical Association, submitted to the Royal Commission on Health
Services, November 2, 1961, p. B.
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TABLE 4-24

ACTIVE CIVILIAN PHYSICIANS LOCATED IN METROPOLITAN AREAS,
FOR PROVINCES AND CANADA, 1961

Metropolitan Areas? Provincial
Population Physicians Provincial Non-metro-
Province and City Per Per . Physician- politan
Cent Cent Physxc1?n- Population|/Physician-
Number | of [Number| of Population| p.4i, Population
Prov. Prov. Ratio Ratio
Newfoundland ........ 1:1,991 1:3,306
St. John’s ......... 90,838| 19.8 179 | 51.7 1:763
Nova Scotia...... s 1:1,044 1:1,503
Halifax .o oo oo 183,946( 25.0 338 | 47.9 1:544
New Brunswick....... 1:1,314 1:1,570
Saint John' ........ 95,563| 16.0 135 | 29.7 1:708
Quebec ...l 1:853 1:1,696
Montreal .......... 2,109,509 40.1 | 3,728 | 60.5 1:568
Quebec City ....... 357,568| 6.8 683 | 11.1 1:524
Sherbrooke ........ 70,253 1.3 105 1.7 1:669
Trois Riviéres ..... 86,659 1.6 97 1.6 1:893
Total ........|2,623,989| 49.8 | 4,613 | 74.9 1:569
Ontario veceveeeens e 1:776 141,201
Hamilton .......... 395,189 6.3 520 6.5 1:760
Kingston: «i « wis o6 s s 63,419| 1.0 220 2.7 1:288
Kitchener-Waterloo . 154,864| 2.5 185 23 1:837
London. siie s e e 181,283 2.9 433 5.4 1:419
Ottawa City
and Eastview ....| 292,761| 4.7 577 7:2 1:507
Oshawa «.vooeeneae 80,918 1.3 91 1.1 1:889
SUADUTY s s 00 5 500 ai0is 110,694 1.8 129 1.6 1:858
Toronto .. e e e ...|1,824,481| 29.3 | 3,157 | 39.3 1:578
WindsSor .o« v o906 6 oa 193,365/ 3.1 280 3.5 1:691
Total ........|3,296,974| 52.9 | 5,592 | 69.6 1:590
Manitoba «ci:ossivisos : 1:823 1:1,913
Winnipeg . vevees oo 475,989| 51.6 887 | 79.2 1:537
Saskatchewan ....... 1:973 1:1,650
Regina vecenoe ouee 112,141] 12.1 235 | 24.7 1:477
Saskatoon ...cc000 95,526| 10.3 281 | 29.5 1:340
Total «.eeeses 207,667| 22.4 516 | 54.2 1:402
Alberta ....oo.. etalarels 1:982 1:1,593
CRIGaIY 6 vaiivisns 279,062| 21.0 331 | 24.4 1:843
Edmonton ......... 337,568| 25.3 576 | 42.5 1:586
Total ...... ..| 616,630 46.3 | 907 | 66.9 | 1:680
British Columbia ..... 1:758 1:1,229
Vancouver ......e. 790,165| 48.5 | 1,352 | 62.9 1:584
Victotia an et 154,152| 9.5 231 | 10.7 1:667
Total s aiaie e s 944,317| 58.0 {1,583 | 73.6 1:597
Canada? ws . s s 8,535,913 47.2 ({14,690 | 69.4 1:581 1:855 1:1,474

2 Metropolitan areas except Regina, Saskatoon and Ottawa, which excludes Hull and other cities
within the Province of Quebec, Metropolitan areas include suburban parts and cities.

? Excludes Yukon and Northwest Territories and Prince Edward Island.

Source: 1961 Census data, DBS, Census (Demography) Division, Occupation and Employment
Section.
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groups of physicians have developed, namely doctors still practising essentially
as private practitioners in relatively populated areas and another group of physi-
cians engaged in the Cottage Hospital Service and as Medical Health Officers
under contract with the Department of Health. It has been estimated that approx-
imately one-third of the provincial population reside in the private practice —and
more densely populated areas, while the remaining population live in the
Cottage Hospital Service areas of Newfoundland. The private practice areas
were served by about two-thirds of the physicians registered in the province.
Consequently, the physician-population ratio in the private practice areas was
1:899 in comparison with a ratio of 1:5,600 in the Cottage Hospital Service areas.?
Specialist physicians are mainly located in the former areas and, therefore,
patients from less populated areas requiring services of specialists must be
referred to private specialists in larger centres.

In Prince Edward Island 46 doctors out of the total number of 91 in the
province were located as of June 1961 in Charlottetown serving a population of
18,000 while the remaining doctors served the other 86,000 residents. In
Charlottetown there were 398 persons per doctor as compared with 1,918 people
per doctor outside Charlottetown. The over-all provincial physician-population
ratio was 1:1,150,2

In Nova Scotia nearly half of the physicians were located in the Halifax-
Dartmouth metropolitan area, but its population constituted only one-quarter of the
provincial population. The corresponding physician-population ratios were 1:544
in the metropolitan area, and 1:1,503 for the rest of the province; while the over-
all provincial ratio was 1:1,044, It has been stated that over 70.0 of Nova Scotia’s
specialists in 1961 were in the Halifax city area with consequent thin specialist
coverage throughout the rest of the province, the Halifax-Dartmouth metropolitan
area, with a population of 180,000 had 165 practising specialists, while the
Sydney area with a population of 125,000 had only 37 specialists.?

Saint John metropolitan area in New Brunswick had nearly one-third of the
province’s doctors, while its population accounted for one-sixth of that of the
province. The metropolitan physician-population ratio was 1:708, the provincial
ratio was 1:1,314, but outside of the metropolitan area there were 1,696 persons
per physician,

The metropolitan area of Greater Montreal, with 60.5 per cent of the physicians
of the Province of Quebec, had a ratio of one physician for 568 persons, leaving
a ratio of 1:1,402 for the rest of the province. This ratio was further reduced to
1:1,696 for smaller centres -and rural regions by virtue of the appreciable concen-
tration of physicians in Quebec City, Sherbrooke and Trois Riviéres metropolitan
areas. These four large centres comprised three-quarters of the province’s physi-
cians but their population constituted only about a half of that of the province.

! Ibid., p. 21.
2 1961 Census data.

3 A brief from the Government of Nova Scotia, submitted to the Royal Commission on Health Services,
October 30, 1961, p. 5.
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The over-all provincial physician-population ratio was 1:853 and that of the four
metropolitan areas was 1:569. The geographical distribution of general practitioners
outside metropolitan areas was more equitable, However, it has been stated that
there is an urgent need for general practitioners in many rural areas of the
province.* In order to improve somewhat this situation in the remote rural areas,
the provincial government maintains a number of nurses in smaller localities to
dispense elementary medical care. As of October 1961, there were over 100
country nurses across the province,?

A similar pattern of geographical distribution of physicians prevailed in
Ontario where 40.0 per cent of the province’s doctors were concentrated in the
Toronto metropolitan area but its population accounted for 29.3 per cent of that of
the province. In Toronto there were 578 people per doctor, leaving a ratio of
1:904 for the rest of the province. This ratio was further reduced to 1:1,201 for
smaller centres and rural regions because of the concentration of doctors in other
metropolitan areas such as Hamilton, Kingston, Kitchener-Waterloo, London,
Ottawa City and Eastview, Oshawa, Sudbury, and Windsor. All metropolitan areas
in Ontario comprised about 70.0 per cent of the province’s physicians but their
population constituted only 52,9 per cent of the provincial population. The
provincial physician-population ratio was 1:776 in 1961 as compared with the
over-all metropolitan areas ratio of 1:590.

In Manitoba about 80.0 per cent of the physicians were located in the
Winnipeg metropolitan area but its population accounted for only one-half that of
the province. Consequently, there were 537 persons per physician in Greater
Winnipeg while in the rest of the province there were 1,913 people per doctor. The
over-all provincial ratio was 1:823, This concentration of medical practitioners in
Winnipeg metropolitan area is expected to persist in future years because further
medical advances ‘‘... require elaborate technical equipment and the skilled
technical and professional staff which cannot be economically justified outside
the larger centres’’.?

The disparity between community size and physician distribution in
Saskatchewan was even more evident than in Manitoba as more than half of
Saskatchewan doctors resided in Regina and Saskatoon, while these two cities
accounted for about one-fifth of the provincial population. There were 400 persons
per doctor in the two cities as compared with 1,650 persons per physician for the
rest of the provincial population. The provincial physician-population ratio was
1:913. It has been stated that in 1959, 76.0 per cent of Saskatchewan’s population
lived in communities of less than 10,000 population whereas only 33.0 per cent
of the province’s doctors were so located. *

1 A brief from the Colldge des Médecins et Chirurgiens de la Province de Québec, submitted to the
Royal Commission on Health Services, April 1962, p. 76.

2 Ibid.

3 A brief from the Government of Manitoba, submitted to the Royal Commission on Health Services,
January 15, 1962, p. 42,

4 A brief from the College of Medicine, University of Saskatchewan, submitted to the Royal Com-
mission on Health Services, January 25, 1962, p. 31,
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A very similar situation existed in Alberta, where Calgary and Edmonton
together comprised two-thirds of the provincial medical manpower and accounted
for less than half of the province’s population. In these two cities combined there
were 680 people per doctor as contrasted with 1,593 persons per physician in the
rest of the province. The over-all provincial physician-population ratio was
1:982 in 1961. It has been stated that there are a few areas in the province in
which the population has increased to the point where there is a need for a resident
physician. In particular, there are areas where there is a considerable distance to
the nearest physician and where the roads do not permit easy transportation,!

Finally, in British Columbia the two metropolitan areas, Vancouver and
Victoria, comprised three-quarters of the physicians registered in the province and
about half of the provincial population. The metropolitan area’s physician-popula-
tion ratio was 1:597 while that of the rest of the province was 1:1,229, The
over-all provincial ratio in 1961 was 1:758, It has been stated that many medical
services of great importance are not *‘... easily accessible to a proportion of
our residents’’,?

Admittedly, the high metropolitan physician-population ratios do not necessa-
rily reflect the actual availability of medical care to the general population since
many doctors in the metropolitan areas devote all or part of their time to medical
teaching and research, hospital work and administrative tasks and treat many
patients who are referred or come to them from non-urban areas. Nevertheless, the
above analysis suggests that even making allowance for this, there is a dispro-
portionate geographic distribution of the medical manpower as between large
centres and less populated areas throughout all the provinces. Apart from the
system of granting bursaries to medical students who agree to work later in rural
areas for a specified period, another scheme should be explored fully, namely,
premoting the construction of community-type hospitals in the rural areas to
induce doctors to serve in the more isolated regions.

&. Distribution of Physicians by Counties and Census Divisions, 1961

Appendix 4-10 shows active civilian physicians in relation to population
and size of geographical area, by county and census divisions, for provinces as
of June 1961. The study of counties and census divisions, according to the
percentage of urbanization of population, reveals that for the most part, in the
more highly urbanized counties and census divisions, the proportion of active
physicians to population was more favourable than in the largely rural areas.

If the counties in more urbanized provinces such as Ontario and British
Columbia, are considered, the same situation existed, but the differences in
physician-population ratios between the more highly urbanized and the more
rural counties were much less pronounced.

1 A brief from the College of Physicians and Surgeons, Province of Alberta; the Canadian Medical
Association, Alberta Division; and the Faculty of Medicine, University of Alberta, submitted to the
Royal Commission on Health Services, February 13, 1962, p, 7.

2 A brief from the Canadian Medical Association, B.C, Division, submitted to the Royal Commission
on Health Services, February 20, 1962, p. 10,
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The physician-population ratios for county and census divisions as such
should not be considered as an adequate index for the purpose of determining
the degree of sufficiency in the supply of medical personnel because in the
more highly urbanized counties some physicians were not engaged in directly
dispensing medical care within their respective communities. In the larger cities
many physicians were engaged in teaching, research, industry and public health,
and administration work. Nevertheless, the physician-population ratios for
census and county divisions indicate a broadly unequal geographic proportional
distribution of medical personnel throughout the country.

Table 4-25 indicates a cross-classification of counties and census
divisions, for the country as a whole, by degree of urbanization of population and
the size of physician-population ratios.

The relative concentration of physicians in counties and census
divisions containing urban centres is apparent from the rapid decrease in average
population per physician with increase of urbanization of population. In counties
and census divisions which were 70.0 or more per cent urban, the physician-
population ratios were more favourable than that for the country as a whole.

In terms of population numbers, a total of 9,711,080 persons or 53.2 per
cent of the total Canadian population in 1961, were living in counties and census
divisions which had physician-population ratios of less than 1:1,000; another
4,147,512 or 23.7 per cent experienced physician-population ratios of 1:1,000
to 1:1,499 and the remaining one-quarter of our population had one physician
per 1,500 or more persons.

Variation in the physician-population ratio between counties and census
divisions grouped by percentage of urbanization of population is shown by
regions in Table 4-26, TABLE 4-26

POPULATION PER ACTIVE CIVILIAN PHYSICIAN, FOR COUNTIES AND CENSUS
DIVISIONS, GROUPED ACCORDING TO PER CENT OF URBANIZATION OF
PCPULATION, FOR REGIONS AND CANADA, 1961

Per cent of Urbanization Atlantic ) Prairie | British g

of Population Region Quebec | Ontario Region |Columbia Canagda
OF =i 5 05 5w s 598 0515 96 B8 2 B 5 2,182 2,441 | 2,232 2,438 — 2,412
10-19....00u0e § bus Biss 2,122 1,950 | 1,866 2,160 — 2,080
200! 251290 se. eser e oo over o wte 0 fare srace orn 1,536 2,175 | 1,615 1,787 - 1,773
30! 5= .39, vie suw o iove sowrs v ¢ oie wess e 2,043 2,397 | 1,524 1,547 1,405 1,690
40! =49, uys eun s 510 w10 0 w56 8 w10 08 « 53 1,352 1,942 | 1,220 1,561 1,941 1,557
500 — 595 s0s s 8 1515 vievs 93 6 03s 5958 e 1,402 1,679 | 1,167 1,079 1,202 1,281
00" — 169 s 355 5% & 558 514 & e 8 w0 1,218 1,567 | 1,130 2,027 894 1,195
1O = T 5105 54 558 5 58 8568 et wiidie 300 777 1,216 868 550 - 834
80 —89.......... 1,066 945 770 753 615 737
90 and Over ......c.. g wrere @ - 557 593 537 - 571
Totaly s « s 9w o we ss eee. | 1,280 852 776 928 758 857

1 Excludes Yukon and Northwest Territories.

Source: Census of Canada, Advance Report No. AP—4, June 28, 1962, DBS, Census (Demography)
Division and Occupations and Employment Section, For basic data, see Appendix 4—10,
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The extent to which the geographical distribution pattern of physicians is
not adequately represented by the over-all regional physician-population ratios
is clearly indicated. Thus, the Province of Quebec, with the third lowest
over-all average ratio among the regions, experienced group average ratios
higher than those for any other region in all but the 10-19, 60—-69, 80—89 and
90 plus groups of degree of urbanization of population.

8. Types and Auspices of Medical Work

a. Types of Work

In addition to geographical distribution, age and years of practice of
physicians, type and auspices of medical work must be taken into account
when attempting to assess the availability of medical services to the general
public in particular regions and communities. A concentration of doctors engaged
in medical research and teaching, and of interns and residents in training
hospitals, in larger cities, does not greatly increase the availability of medical
services to the general public in these communities as the main source of these
services is provided by general practitioners and specialists in private practice.

A historical analysis of medical manpower suggests that some changes

have occurred in the patterns of medical services in recent decades, particularly,

in terms of new types of medical services and specialization. Perhaps a major
change has been the increased employment of physicians in hospital services,
teaching, research, industry, administration and other types of institutional
practice. This has also been associated with a relative reduction in the propor-

TABLE 4-27
ACTIVE CIVILIAN PHYSICIANS BY TYPE OF WORK, MARCH 1943!

Physicians
Type of Work

Number Per cent
General practic€..ee.... oot oTatets Slelerate etatokere s lale aie 5,894 68.4
Specialist practiCe seeeeesceccascescccsccsscncccne 1,437 16.7
Industrial medicing ..eeeeeeeeeeccccccsscsscccnnce 135 1.6
Medical teaching « eeeeeeeeccensssccccsscscnonnnss 111 1.3
Medical 1€SEarch «oveeeeessscsssssssssssssosanasns 13 0.1
Insurance or other corporation cv.ceeeecesceccsccnns 24 0.3
Hospital SEIViCe..veeesescescsecnssscnsassccnccns 447 5.2
Public health cccveceeecccccecccscsscccscccccsnns 292 3.4
Other government SEIViCe..cceeeessessesssccccnnns 170 2,0
Medical adminiStration..cce coeeeeessassssssscaccss 62 0.7
Othetivs sisis siv s sve weles ol 0 erel wierie iafle sioid 8ye BieLE #1860 BeLH s % 29 0.3

TOLA12 , v 51 o ss o1os o ojis siieta srete vie o Bie siei e e aisie wis 878 8,614 100.0

1 Excluding 615 retired physicians.
2 Excluding Yukon and Northwest Territories.

Source:Report of the National Health Survey, 1945, Canadian Medical Procurement and Assignment
Board, Table 17, p, 36,
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tion of physicians in private practice. Moreover, some physicians in private
practice give part of their time to one or more of these activities. An increase
in the number of medical schools or an expansion of the existing ones will
require more teaching physicians. Demands for physicians for research and
administrative work are also growing and can be expected to increase in future.

The 8,614 active civilian physicians (excluding 3,006 in the Armed
Forces) in Canada as of March 1943 are classified according to the nature of
their work in Table 4-27.

Appendices 4—11A and 4-11B show the distribution of the reporting
Canadian—born and immigrant active civilian physicians respectively by type of
major work in 1962 for regions and Canada. Table 4—28 provides the above
information for all active civilian physicians.

Physicians categorized as in general, specialist and consultant private
practice included all those who reported this type of service ‘‘on their own
account’’, whether this was accomplished in solo practice, partnership or group,
and regardless of the method of payment within the partnership or group.
Separation of physicians in private practice into specialist, consultant and
general practitioner relates to that which the physician said he was doing
regardless of formal requirement, held or not held.

Internship group included junior and senior interns and residents being
trained in the hospitals. The ‘““hospital staff’’ category included all those
employed by hospitals as specialists, general practitioners and in administration
on full-time basis, excluding intems and residents.

The balance of active civilian physicians consisted of those engaged in
medical research and teaching, public health, industrial medicine and others,
employed mainly in an administrative capacity by insurance companies, national
and provincial professional associations and voluntary health organizations.

Sixty-seven point three per cent of the reporting physicians for the country
as a whole indicated they were engaged in private practice in 1962. Excluding
interns and residents, private practitioners accounted for 75.4 per cent of the
reporting active civilian physicians. In 1951, general practitioners and specia-
lists in private practice constituted 74.3 per cent of the total medical manpower
in Canada, excluding interns and residents.? Thus, in the latter year about 3
out of 4 physicians were in private practice as compared with 2 out of 3 physi-
cians in 1962, The latter proportion was almost identical with that prevailing in
the United States where in 1962, 66.4 per cent of the total actual number of
doctors were in private practice.? Thus it appears that in Canada the proportion
of physicians in private practice has been decreasing. In actual numbers,

physicians in private practice have increased. The same trend is to be observed in
the United States, where in 1931 about 86.0 per cent of the physicians were private

practitioners.?

1 Survey of Physicians in Canada, 1951, Research Division, Department of National Health and Wel-
fare, Table 8, p. 14.

2 Health Manpower Source Book, op.cit.,, Table 1, p, 3,
3 Ibid.
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Interns and residents constituted 10.8 per cent of the total reporting
physicians in 1962 in this country. As of October 1, 1962, there were 2,614
interns, assistant residents and residents, comprising 12.2 per cent of the total
medical manpower in the country.' In addition, there were 596 reported Canadian-
born interns and residents being trained in the United States in the spring
of 1962, some of whom will return to this country. Including the latter category
of interns and residents with the figure of 2,614 interns and residents trained in
Canada, the total constituted 15.0 per cent of the Canadian medical manpower
in 1962. The corresponding percentage for the U.S.A., excluding Canadian and
foreign interns and residents, in 1962 was 13.9.° Making allowance for those
Canadian-born residents and interns in the U.S.A., who probably will not return
to Canada, it would seem that the immediate supply of doctors in this country is
relatively the same as in the U.S.A.

Physicians, specialists and others, working in hospitals accounted for
9.5 per cent of the total reporting physicians as compared with 5.2 per cent in
1943. In 1951, the “‘hospital staff’’ category (including interns and residents)
constituted 15.0 per cent of the total number of physicians as compared with 20.3
in 1962. All these percentages suggest a relative increase of physicians working
in hospitals on a full-time basis.

Doctors engaged in medical research and teaching in 1962 accounted for
4.1 per cent of the total reporting physicians as compared with 1.4 per cent in
1943. A similar trend has also taken place in the U.S.A. during recent decades.

A slight increase of physicians working in the public health area also seems
to have occured between 1943 and 1962. During the latter year 3.9 per cent of the
reporting physicians indicated this type of work as compared with 3.4 per cent
in 1943,

A breakdown of the reporting physicians between Canadian-born and
immigrant doctors, by type of work, as shown in the Appendices 4—10A and
4-10B, indicates a smaller proportion of immigrant physicians in private
practice (59.1 per cent), particularly as specialists, in comparison with the
Canadian-born doctors (70.1 per cent). On the other hand, proportionately more
immigrant physicians are working in hospitals (13.3 per cent) and in public
health (4.9 per cent) as compared with the Canadian-born doctors, whose
corresponding percentages were 8.3 and 3.6 respectively. Also, 5.9 per cent of
the reporting immigrant physicians indicated working in medical research and
teaching as compared with only 3.5 per cent of the reporting Canadian-born
doctors.

b. Auspices of Work

Appendices 4—12A and 4—12B show employing agencies (for major source
of income) of Canadian-born and immigrant physicians respectively., Table
4-29 provides this information for all reporting physicians for regions and
Canada.

! canadian Mailings Limited, 1962, Toronto, List No. 6.
2 See Chapter II, Table 2—17,
3 Health Manpower Source Book, op.cit.,, Table 1, p. 3.
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This table indicates that 70.6 per cent of the total reporting physicians,
who provided information on employing agency for their major source of
income were in private practice. Approximately one-third of them were
organized either in partnership or group practice. However, in the Prairie
Provinces and British Columbia about half of the reporting private practitioners
were working under this arrangement. Table 4—30 gives a further breakdown
of the reporting private practitioners for the country as a whole by type
of service and type of practice.

TABLE 4-30

NUMBER AND PER CENT DISTRIBUTION OF ACTIVE PHYSICIANS
IN PRIVATE PRACTICE, BY TYPE AND AUSPICES OF WORK, CANADA, 1962

Type of Work Total
General
Auspices Practitioner Specialist Consultant 5
of Number Per
Work Number | = |Number| p_.|Number| p.. Rei;;c;rt- Cent
RePort- Cent Re.port- Cent Re.port- Cent
ing ing ing
Self-employed.. | 2,686 67.0 2,055 65.3 469 78.6 5,210 67.2
Partnership.... 820 20.4 567 18,1 80 13.4 1,467 18.9
Group practice . 504 12,6 522 16.6 48 8.0 1,074 13.9
Totall ... | 4,010 100,0 | 3,144 | 100,0 597 100.0 7,751 100.0

! Excludes Yukon and Northwest Territories,

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

From Table 4-30 it appears that approximately four-fifths of the
reporting consultants were in solo practice as compared with two-thirds of
general practitioners and specialists. The partnership form of medical practice
appears to be somewhat more prevalent amongst general practitioners, while
group practice is more characteristic amongst specialists.

Outside private practice about one-eighth of the total reporting physicians
were working in hospitals that were not operating under the auspices of public
authorities. This proportion was somewhat higher in the Province of Quebec
amounting to about one-fifth. Another important employing agency were provincial
governments particularly in the Atlantic Provinces, where about one-sixth of the
reporting physicians indicated being employed by this level of government. This
high proportion in that region is due to the fact that the provincial government of
Newfoundland employs a substantial number of doctors in the Cottage Hospital
Service.

An examination of the Appendices 4—12A and 4-12B indicates that a
higher proportion (40.9 per cent) of immigrant physicians are salaried physicians
as compared with Canadian-born doctors (25.2 per cent).Eighteen point one
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per cent of the reporting immigrant physicians were employed by the three levels
of goverment compared with only 6.6 per cent of the reporting Canadian-born
doctors. This is particularly evident in the Atlantic Provinces where the
corresponding percentages were 42.6 and 9.1. A somewhat higher proportion of
immigrant physicians were employed by hospitals compared with Canadian-born
physicians, particularly in the Province of Quebec where about one-third of
immigrant physicians were working in hospitals operated by non-government
organizations.

The nature of the work of active civilian physicians not in private practice
is shown in some detail in Table 4—31.

Postgraduates, fellows, senior interns and residents formed the largest
proportion (33.9 per cent) of those not in private practice. These categories of
physicians together with hospital staff physicians accounted for nearly two-
thirds of the total reporting physicians not in private practice in 1962 as
compared with three-fifths in 1951, The remainder were engaged in medical
research, teaching, industrial medicine, public health, and other types of work.
Public hospitals, non-governmental, employed more physicians (41.7 per cent)
than any other type of agency listed in the above table, while governments at
the federal, provincial and county or municipal levels together employed 36.3 per
cent of all reporting physicians who were not in private practice. In 1951 these
governments employed 42.4 per cent of physicians not in private practice.

About half of the reporting physicians engaged in medical research were
employed by the universities.

9. Changes in Physicians’ Careers

The physician’s career is not static for apart from geographical mobility
when doctors move from one province to another or from rural areas to cities,
there is also some shifting from general practice to specialization and from one
type of work to another. Several studies have been made in the United States
of medical graduates at various intervals after graduation to determine changing
patterns and method of practice, type of work, etc.! One of these studies
suggested the following changes as most significant: as time goes on after
graduation, medical graduates tend to change their type of practice from a more
general to a more specialized practice; the proportion of graduates in private
practice tends to increase with the length of time after graduation; the over—all
change from individual practice to partnership or group practice tends to be
greater than changes in the opposite direction; and those physicians leaving

1 See the following references: Weiskotten, H.G., and Altenderfer, M,E, ‘“Trends in Medical Practice:
An Analysis of the Distribution and Characteristics of Medical College Graduates, 1915—1940’’, The
Journal of Medical Education, Supplement, vol, 27, September 1952, pp. 3—41; and Weiskotten, H.G.,
Wiggins, W.S., Altenderfer, M.E., Gooch, M,, and Tipner, A, ‘““Changes in Professional Careers of
Physicians Who Were Graduated from Medical College in 1935, 1940, and 1945’’, The Joumal of Me-
dical Education, vol, 36, No. 11, November 1961, pp. 1565—1585,
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teaching and/or research activities tended to go into private practice while
those entering these fields of professional activities tended to come from other
kinds of salaried positions.*

Appendices 4-13A and 4-13B illustrate professional mobility of Canadian-
born and immigrant physicians respectively, for regions and Canada.

A statistical analysis of professional mobility of the reporting Canadian-
born and immigrant physicians, for the country as a whole, is shown in Table
4-32.

This table reveals that 95.5 per cent of the reporting Canadian-
bom general practitioners in private practice in 1962 started their medical
careers in the same type of major work. The corresponding percentage for the
immigrant physicians is 85.4. Thus, it would appear that there was an insigni-
ficant degree of professional mobility of physicians from other types of major
work towards a general private practice. On the other hand, there was a shift
from a general private practice towards specialist private practice and other
types of work based on salaried appointment. Thus, 25.9 per cent of the reporting
Canadian-born specialists and 22.9 per cent of the reporting immigrant special-
ists came from the ranks of general practitioners. There has been a definite
trend from a general to specialized private practice and to other types of work.
Out of 4,000 reporting Canadian—born doctors, who started as general practi-
tioners in private practice, only 72.7 per cent remained in their original type of
work, others shifted mainly to specialist private practice, hospital specialist
work and to public health work. Out of 1,100 reporting immigrant doctors, who
also started as general practitioners in private practice, about three-quarters
remained in this type of work, while the remainder shifted to specialist private
practice and the public health area. Out of the total of 7,466 reporting Canadian-
born physicians, 53.8 per cent started as general practitioners in private practice,
after shifting to and from other types of work, only 40.9 per cent of the total
reporting were in this type of work in 1962. The corresponding percentages for
the immigrant physicians were 44.0 and 38.6 respectively.

Approximately three-quarters of Canadian-born and immigrant specialists
in private practice in 1962 indicated that this was also their first type of prac-
tice.

Out of 2,025 Canadian-born doctors, who started as specialists in private
practice about 10.0 per cent became consultants in private practice, others
became specialists in hospitals or teachers of medicine. Out of 655 immigrant
doctors, who also started as specialists in private practice about 90
shifted to consulting private practice and 100 to specialist hospital staff.

As for consultant private practitioners about 40.0 per cent of Canadian-
born doctors and about 60.0 per cent of immigrant physicians came from private
specialist work and only 13.9 per cent and 16.7 per cent respectively from
private general practitioners. It should be noted that 40.0 per cent of the reporting

1 Weiskotten, H.G., et al, ‘“‘Changes in Professional Careers of Physicians’ op.cit., pp. 1584-1585,
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Canadian-born consultants started their medical profession in this capacity as
compared with only 13.3 per cent of the reporting immigrant consultants.

Approximately two-thirds (65.7 per cent) of the reporting Canadian—born
specialists working on a full-time basis in hospitals and about half (51.4 per cent)
of the reporting immigrant specialists working in hospitals started their careers
in hospital staff. One-third of the immigrant hospital staff specialists came from
private specialist practice as compared with less than 10.0 per cent of the
Canadian-born hospital staff specialists. However, it should be noted that about
one-fifth of the Canadian-born hospital staff specialists came from private
general practice. Out of 506 Canadian-born doctors, who started as specialists
in hospitals, 382 or 75.5 per cent remained in that work and out of 283 immigrant
physicians only 168 or 59.4 per cent remained. About half of non-specialist
hospital staff, both of Canadian-born and immigrant doctors, started their medical
careers in the same capacity. Another quarter came from private general practice.

Most of the reporting Canadian-born and immigrant physicians engaged
in research and teaching activities evidently started their professional careers
along the same lines or moved in from other salaried appointments. Only one-
quarter of these physicians indicated a shift from general or specialist private
practice to research and teaching.

As for physicians engaged in public health and industrial medicine fields
approximately half of the Canadian—born as well as of immigrant physicians
started their work along the same lines and most of the others came from
general private practice.

Out of the total 7,466 reporting Canadian-born doctors, 83.4 per cent
indicated having started their medical careers in private practice and 80.8 per
cent indicated that they were in private practice in 1962. The corresponding
figures for the immigrant physicians are 71.1 and 70.3 per cent. There was an
insignificant shift from private practice towards salaried medical appointment.
The above percentages also suggest that a somewhat higher proportion of the
immigrant physicians were and are working as salaried physicians.

10. Specialization in Medical Profession

a. Causes and Implications of Specialization

It is, perhaps, inevitable that in a highly organized and technologically
progressive society like ours, there should be a strong tendency towards special-
ization in various professions and occupations, including the medical. In fact,
continued technical progress largely depends on specialization and division of
labour as evidenced in industry and trade.

Specialization in medicine is a characteristic development of the recent
decades. Towards the end of the last century there were only a few specialties
recognized such as surgery, ophthalmology, otolaryngology, dermatology,
obstetrics, psychiatry, and a few others. During the last thirty or forty years
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there was a particularly rapid increase in scientific medicine, diagnosis and
treatment techniques, which development imposed specialty training programmes

on our medical schools. Thus the whole structure of medical manpower underwent
a change.

It is said that the body of medical knowledge today is far too great to be
mastered by any one individual doctor, and hence the physician specialist is a
necessity. In fact, specialists are indispensible in order to provide high
quality of service in medical care.

H.E. Rawlinson sees three main factors that operate to produce
specialists.? Firstly, as knowledge and technical skills grow and develop, there
are always those whose intellectual urge is to do a few things very well, rather
than many things merely adequately. The frontiers of any science, including
medicine, are expanded through concentration of a few specialists on limited
areas of research and practice. Different specialties will attract different
personalities. Secondly, there has gradually developed in the medical profession
a sense of public responsibility and a desire to see that the public have
available the highest level of service which is ensured by allowing into the
profession only those who can meet the required standards of performance.
Thirdly, there is the economic motive. These three factors are not mutually
exclusive; they usually operate together, but at a particular time any one may
predominate.

It is not the purpose of this study to assess the pros and cons of medical
specialization. There seems to be a considerable difference of opinion amongst
the physicians themselves on this subject. Thus some doctors have strongly
criticized the increasing tendency towards specialization as being dangerous
for the status of the general practitioners.? One author expressed the view that
‘... the main justification for specialization among clinicians is the necessity
for mastering difficult techniques...’’ and that ‘‘... in the field of medicine,
as opposed to surgery, ... there is little to be said in favour of specialization,
and much to be said against it’’.* On the other hand, another authority argued
that a branch of a specialization should be delimited within medical science
whenever our diagnostic and therapeutic knowledge has reached such a point
that a physician must devote himself entirely to the subject if he is to master
it.4

One writer following A. Smith’s list of advantages of the division of
labour, summarized the benefits of medical specialization such as (a) increased
productivity by separating tasks; (b) facilitating the acquisition of accuracy,
speed and skill; (c) better distribution of tasks among doctors endowed with

! Rawlinson, H.E, ‘““The History of Specialism and Its Implications for Today’’, The Canad. M.A.J.,
vol, 67, September 1952, p, 267,

4 Joubert, J.D., S. Afr, Med J., vol. 28, 1954, p. 133 and Schultz, H.H., S. Afr. Med J., vol. 28, 1954,

p. 855, quoted in the W,H,O, publication on Medical Specialization: A Survey of Existing Legislation,

Geneva, 1958, p, 5,
3 Todd, G.W., The Lancet, vol. 1, 1951, p, 462, quoted in the above W.H,O, publication, pp. 5—6,
4 Fog, M., Ugeskr. Laeg., vol. 117, 1955, p. 863, quoted in the above W,H.O, publication, p. 6.
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specific abilities; (d) economy in utilization of material and equipment; and (e)
specialization tends to increase dissemination of knowledge and provides
opportunities for development of new techniques.?

Among the adverse effects of specialization may be included as follows:
(a) an increase in the disparities in the physician-population ratio and in the
variety of services available between rural and urban areas; (b) medical speci-
alization raises costs of medical care; (c) intensive specialization makes a
physician a better craftsman or technician, while the essential humanistic
nature of the practice of medicine might have suffered a little; and (d) the speci-
alist is often faced with the end results of disease, and the narrowness of his
specialized training may not permit him to perceive its earlier stages in the
fields outside his own specialty, and so we ‘... reach the trend reciprocal to
specialization, which is the growing recognition that it is merely possible to

think of a disease in terms of a particular organ or anatomical system’’.?

b. Balanced Medical Manpower

An overemphasis on training of specialists has disturbed the balance
between general practitioners and specialists in medical manpower. A medical
organization has stated that ‘“A disproportionately large number of high calibre
physi cians have entered the specialties because they have been influenced and
taught be specialists and have seen little of either general practitioners or their
work during the years of training; rather than because of any need for more
specialists or of any specific interest in the specialty chosen’’.® It also
suggested that at least half of Canada’s medical graduates are entering
specialties.*

Indeed, one of the basic problems facing medical schools and the profession
is — what percentage of the medical manpower should be specialists?

In attempting to answer this difficult question it is necessary to consider
the scope of work of general practitioners and that of specialists as well as
the pattern of practice. There is almost a general agreement amongst medical
experts as to the scope of work of general practitioners. Thus, it has been
suggested that ‘“General practice encompasses the art and science of medicine
in the diagnosis and treatment of 85 per cent of the ills of mankind, and this
includes the knowledge of when and where to obtain help for the remaining 15
per cent’’,” and similarly that ‘... about 80 per cent of illnesses can be treated

satisfactorily by general practitioners’’.®

1 J.e R.W.H. ““The Character of the Physician in Relation to Social and Economic Consequences of
Specialization’’, The Canad. M.A.]., vol. 83, October 22, 1960, p, 413,

2 Brain, Sir Russell, ‘“Osler and Medicine Today’’, The Canad. M.A.]., vol. 83, August 20, 1960, p, 351,

3 A brief from the College of General Practice of Canada, submitted to the Royal Commission on Health
Services, May 1962, p. 13,

4 Ibid.
5 Johnston, W.V., The General Practitioner of Today, The Canad. M.A.]J., vol 61, August 1949, p. 169.

o A.M.A., Bureau of Medical Economics, Factual Data on Medical Economics, Revised Edition, 1940,
ps 15;
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It should be pointed out that such figures are only estimated averages
and, as such, are meaningless when applied to an individual doctor. What
these figures do, however, is to indicate the importance of the general prac-
titioner in the distribution process of medical care. As for the pattern of
practice, it can be said that if specialists do general practice or unreferred
practice then the demand for general practitioners is somewhat reduced. This
development is, however, economically unsound and medically wrong because
it cannot be argued that all physicians are basically general practitioners since
specialists were trained to deal with specific ailments or patients belonging to
a specific age group. If, on the other hand, specialists do mainly consulting
work, then, obviously, more general practitioners are needed. The demand for
specialists increases if the general practitioners refrain from certain types of
services.

The general practitioners have always been the bulwark of the medical
profession; they determine both when the services of a specialist are needed
and who of the available specialists is best qualified, and they probably know
better the social, economic and family circumstances of their patients and they
maintain a more continuous personal relation with them.

A balanced medical manpower would require a distribution of physicians
among the various specialties and in general practice so that the variety of
medical services would be available to the local community. Various surveys
suggest that ‘‘... the distribution of physicians in such a community should be
from 30 to 40 per cent specialists, and from 60 to 70 per cent general practi-

tioners’’ .t

It is very likely that the present trend of the declining proportion of general
practitioners in relation to the total medical manpower will continue for some
years to come. In view of the important role of general practitioners in the
distribution of medical services throughout the country, the establishment of the
College of General Practice of Canada in 1954 is welcomed because this ins-
titution has been instrumental in encouraging more hospitals to develop a special
internship designed to meet the requirements of today’s advanced general
practice. This may result in a larger number and a better quality of general
practitioners, particularly because, at the present time, approximately one-third
of our population lives in communities where the general practitioner is the only
doctor available.

c. Training and Formal Requirements of Specialists

Training in a medical specialty is readily available in medical schools
and major hospitals in Canada and the United States and entrance to a specialty
has been formalized and special certification is now required, though the laws
and regulations scarcely provide a definition of ‘‘specialist’’ or define his
functions mainly because it is difficult in practice to delineate a demarcation
line between the functions of the general practitioner and those of the specialist.

1 Truman, Stanley R., ‘‘Balanced Medical Community’’, General Practitioner, vol, 6, December 1952,
p. 106,
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Organized specialist training in Canada is relatively new having started
in 1929, when the Royal College of Physicians and Surgeons of Canada was
established. Prior to this, physicians practised a specialty without formal
recognition, and some still do today, or sought formal specialist diploma from
the Royal College of the United Kingdom or from similar institutions in the
United States.

The Royal College of Physicians and Surgeons of Canada, a national body
concerned with graduate medical education, sets the standards of training,
approves hospitals and medical schools in which such training may be taken in
this country. The Royal College is not directly responsible for the organization
and supervision of specialist training. As of 1962, there were 82 approved
training hospitals, affiliated with medical schools, and 56 not so affiliated. The
number of approved resident posts on establishment was 2,391, of which 2,125
were filled.! A few universities also offer graduate programmes and diplomas in
certain specialties. In most cases, however, faculty members of the medical
schools are involved in specialty training through their hospital staff positions.

There are two standards of training and examination for specialists of the
Royal College: (a) Fellows of the R.C.P.S. in either medicine or surgery within
various sub-specialties.? In 1962, there were 2,402 Fellows of the Royal College,
959 physicians and 1,443 surgeons.® (b) Specialty classification by the way of
Certification Examinations, is also regulated by the Royal College, with advice
of its various specialty committees. The examinations for certified specialists,
introduced since 1939, are somewhat less exacting than those for the Fellows.
Actual examination programmes were not started until 1942 because of the
dislocation of physicians at the beginning of World War II. Certificates were
granted without examination to a selected group of Canadian physicians and
surgeons. Certification without examination came to an end December 31, 1947.
By that time approximately 3,500 specialist certificates had been issued
without examination.! As of 1962 there were 8,319 Royal College specialist
certificates in effect in Canada, which figure includes also the Fellows, who
automatically are granted such certificates. The scope of specialist certificates
is the same as that for Fellows plus the specialty in public health.

It is due to this two-level arrangement that the accelerated production of
specialists took place in Canada. It is estimated that approximately 90.0 per
cent of specialists in this country hold formal recognition from the Royal College.

As far as the Province of Quebec is concerned, the provincial College of
Physicians and Surgeons has since 1950 autonomous jurisdiction over the certi-
fication of specialists under an arrangement somewhat similar to that under

1 A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the Royal Com-~
mission on Health Services, March 21, 1962, p. 14,

»

bacteriology, dermatology, neurology, paediatrics, pathology, physical medicine and rehabilitation,
psychiatry, diagnostic radiology and therapeutic radiology and innine surgical specialties: general
surgery, cardiovascular and thoracic surgery, neuro- surgery, obstetrics and gynaecology, ophthal-
mology, orthopaedic surgery, otolaryngology, plastic surgery and urology.

3 Brief of the Royal College of Physicians and Surgeons of Canada, op.cit., p.3.
4 Ibid,

Fellowship examinations are conducted in eleven medical specialties: internal medicine, anaesthesia,
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which the Royal College certificates are granted, i.e., completion of a
prescribed course of study and the passing of an examination. However, most
physicians in the Province of Quebec who hold a certificate from the College
of Physicians and Surgeons of Quebec also hold the corresponding certificate
from the Royal College of Physicians and Surgeons of Canada.

In the Province of Alberta, which has recognized the formal requirements
for specialists since 1926, a specialist must be legally approved by the
University of Alberta, and up to 1948 it did recognize specialists though they
were not certified by the Royal College.

d. Specialization Trends

Table 4—-33 provides statistical information on the trend to specialization
in Canadian medical manpower during the period of 1947—61. The number of
specialists include those who were in specialist private practice as well as
those not in private practice, i.e., employed by hospitals, medical schools,
industry, the various levels of government, etc. Some certified specialists in
smaller urban centres do not restrict their practice to a specific specialty but
are also engaged in general practice to some extent. On the other hand, some
general practitioners practice a specialty on a part-time or full-time basis as
non-certified specialists. Consequently, the category of non-specialist physicians
is not necessarily identical with general practitioners in private and non-private
practice. Because the non-certified specialists devote probably a major part of

TABLE 4-33

RATIO OF CERTIFIED AND NON-CERTIFIED ACTIVE CIVILIAN SPECIALISTS
TO TOTAL CIVILIAN PHYSICIANS, CANADA, 1947—1961*

Non-
Specialists Specialists
Year Certified Non-certified Total Total?
Number| Per
Number| ' Number| P [Number Per Cent
Cent Cent Cent
L9478 s e - - — | 3,064 | 23.1 10,672 76.9 | 18,736
1951b%; cooae snveenne stil 3,795 | 27,0 984 7.0 | 4,779 | 34.0 | 9,263 | 66.0 | 14,042
1954 ... .00eueenes | 4,182 | 26,7 | 2,064 | 13,2 | 6,246 | 39,9 | 9,405| 60.1 | 15,651
1961.c.veveneeces. | 7,9254d 37,3 | 2,941 | 13,8 (10,866 | 51,1 (10,400 48.9 | 21,266¢

1 Excludes Yukon and Northwest Territories,
2 Includes junior and senior interns.

Source: a Survey of Physicians in Canada,1947, Department of National Health and Welfare,

Table 15, p. 23.

b Survey of Physicians in Canada, 1951, Research Division, Department of National
Health and Welfare, Table 15, p, 21,

¢ Specialists in Canada, 1954, Research and Statistics Division, Department of Nation-
al Health and Welfare, p. 1.

d A brief from the Royal College of Physicians and Surgeons of Canada, Submitted to the
Royal Commission on Health Services, February 1962, Appendix I, Table 2.

€ 1961 Census data,

Note: Specialists include those certified by the Royal College of Physicians and Surgeons of Canada,
the College of Physicians and Surgeons of the Province of Quebec and by provincial authority
in the Province of Alberta,
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their work to general practice, these doctors should be considered for all
practical purposes as general practitioners. The non-specialist category includes
junior and senior interns.

Table 4-33 clearly indicates that the trend to specialization
continued steadily during the last two decades. The population of Canada has
increased between 1947 and 1961 from 12.6 million to 18.3 million or by
45.2 per cent, while total medical manpower has increased during the same
period by nearly 55.0 per cent. But the total specialist physicians (certified and
non-certified) have increased by over three times.

The number of certified specialists has risen from 3,795 in 1951 to
7,925 in 1961, i.e., by 127.4 per cent, accounting for 37.3 per cent of the total
doctor population in 1961 as compared with 27.0 per cent in 1951, Similarly, the
general practitioner has shown a greater interest in specializing as the non-
certified specialists have increased from 984 in 1951 to 2,941 in 1961. Non-
certified specialists as a group accounted for only 7.0 per cent of the total
physician population in 1951 as compared with 13.8 per cent in 1961,

This trend in specialization has not been accompanied by corresponding
gains in the number of non-specialists.

A measure of the growth in specialist practice in Canada may also be seen
from figures showing the number of specialist certificates granted by the Royal
College of Physicians and Surgeons of Canada, which are presented in
Table 4-34.

TABLE 4-34
SPECIALIST CERTIFICATES GRANTED BY THE R.C.P.S., 1942—-1960

Period Nun;ber CNuthxfl:.;er tOf Cumulative A;ert:)ge
o ertificates umber
o 31 Total
g e ) Years Granted ° per Annum

1942 — 1944 .. ..ccivvivennnns 3 1,221 1,221 407
1945 .= 1949 .6 o106 w6 0 w6 sxo s e 8 5 3,029 4,250 606
1950 — 1954 ::c s oo sl savs oo s 90 6 5 2,185 6,435 437
1955 — 1956 . ccvineeenennnnns 2 934 7,369 467
1957 — 1958 .. ciieieennnnnnss 2 1,070 8,439 535
1959 .— 1960 oo ¢ w5 w50 s w18 81510 5358 2 1,051 9,490 523
Totals ss s wie o & w76 s0d 54 5 19 9,490 499

! Includes 511 individuals certificated in more than one specialty.

Source: A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the
Royal Commission on Health Services, February 1962, Table I, p. 28,

The higher average number of certificates issued per annum for the period
1945-1949 is attributable to the large number of certificates granted without
examination in the years 1945-1947. Of the total 8,971 physicians certified
by the R.C.P.S., 7,157 or about 80.0 per cent were in active civilian practice
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in Canada as of Septenber 1,1961, 58 were in the Armed Forces, and 432 or
about 5.0 per cent resided outside Canada, The remainder were retired, working
outside specialty or deceased. The number of certified specialists resident
outside of Canada include those from other countries who have obtained their
training and certification in Canada and who have subsequently returned to
their own countries, as well as those Canadians who may be undertaking further
specialist training abroad. Thus the figure of 432 specialists residing outside
of Canada does not indicate emigration of these specialists from Canada.

Appendix 4—-14 shows an increase in certified and non-certified specialists
for provinces during the years 1951-1961. Among the provinces, the greatest
number of specialists were located in Ontario, followed by the Province of
Quebec and British Columbia, although the most striking relative increases
between 1951 and 1961 occurred in Newfoundland and Alberta.

Table 4—35 presents the distribution of general practitioners and certified
specialists by provinces, showing the general practitioner-population ratio
with the certified specialist-population ratio in 1961.

It is noteworthy that the provincial ratios of certified specialists to total
physicians were above the national ratio in New Brunswick, British Columbia,
Quebec and Alberta, in that order; while this ratio was lowest in Newfoundland
despite a relatively high increase in certified specialists in recent years. It is
evident that the autonomous programme of certification of specialists by the
College of Physicians and Surgeons of Quebec has played an important role in
the supply of specialists in that province.

It appears from this table that general practitioners accounted for about
half of the total medical manpower in Canada in 1961. The World Health
Organization recommended a ratio of 66.6 of general practitioners per 100,000
population.! This ratio has been approached only in two provinces, Ontario
and Alberta. The most unfavourable ratios prevailed in New Brunswick, Quebec
and Newfoundland. The general practitioner-population ratios ranged from
1:1,508 in Ontario to 1:2,588 in New Brunswick. The supply of medical services,
as measured in terms of the general practitioner-population ratios, in the country
as a whole and by provinces was much less favourable than it would appear
from the national and provincial over-all physician-population ratios. On the
other hand, the differences in the provincial general practitioner-population
ratios were less pronounced than the differences in the provincial over-all
physician-population ratios.

The provinces which experienced the most favourable certified specialist-
population ratios were British Columbia, Ontario, Quebec, Alberta and Manitoba
in that order. It was also these provinces which has the most advantageous
over-all physician-population ratios. The most adverse ratio prevailed in
Newfoundland where there were over 7,000 persons per certified specialist as

1 Expert Committee on Professional and Technical Education of Medical and Auxiliary Personnel, Re‘-
port on the First Session, 1950, Technical Report Series No. 22, W.H.O., Geneva, 1950 (quoted in “‘Th

Location of British Columbia Physicians’’ — Anderson, D.O., and Clough, A.F., the British Co-
lumbia Medical Joumal, vol. 2, No. 9, September 1960, pp. 558—564).
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compared with the national ratio of 1:2,288. This would suggest that in general
the factors which influence the distribution of physicians as a whole affect the
distribution of specialists in a similar manner.

It would appear that if the present trend to specialization continues, the
medical manpower in Canada in the next decade will show as many certified
specialists as general practitioners. This trend may be, of course, modified by
changes in economic conditions and medical education as well as by
government policy that makes all medical services universally available which

would result in an improved economic and professional status of a general practitioner

This rapid increase in specialists is not limited to Canada alone. In the
United States in 1931, about 16.0 per cent of physicians were full-time
specialists but by 1962 this proportion had increased to 50.0 per cent,
including specialists in private practice, in hospital service (other than interns
and residents), in teaching, administration, research, and preventive medicine.
This proportion was even higher for physicians in private practice, namely,
58.6 per cent.! Physicians in private practice are now almost equally divided
in their choice between general practice and specialization, whereas 30
years ago there were five general practitioners to every full-time specialist.
Between 1940 and 1962 the number of full-time specialists in private practice
tripled from 33,000 to 99,000 (out of 170,000 doctors in private practice). On
the other hand, the number of general practitioners (including part-time
specialists) decreased from 61.2 per cent of the total physicians in private
practice in 1940 to 27.2 per cent in 1962.2

The same trend towards specialization has been even more marked in
Denmark, where in 1955, two-thirds of the physicians were specialists or had
applied for specialist training.®

e. Location of Specialists

Since a specialist limits the scope of his practice to a narrow field it is
necessary that he must practise in larger centres. In smaller areas the number of
patients requiring his specific services may be too small to provide an economic
basis for his practice, to justify the years of training, and expensive equipment he
requires. Besides in larger centres he is near the medical schools, modern hospi-
tals, laboratories, X-ray facilities, etc. and thus has at his disposal special diag-
nostic and treatment facilities. It has been suggested that the least number of
people that can fully support any specialist by providing him with sufficient work
in his own specialty is ‘‘... in the neighbourhood of 10,000. Some types of special-
ists require a population of 25,000 or more’’.* In smaller centres there are some
specialists, for example, general surgeons. Others serve mainly in the capacity of

1 Health Manpower Source Book, op.cit., Table 1, p. 3.

2 Ibid., Table 4, p, 5,

3 Fog, M., Ugeskr. Laeg., 1955, 117, p. 863; quoted in the W,H,O. publication on “‘Medical Special-
ization: A Survey of Existing Legislation’’, Geneva, 1958, p. S.

4 A brief from the C.M.A., British Columbia Division, submitted to the Royal Commission on Health
Services, February 20, 1962, p. 44,
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consultants and a relatively high proportion of their work consists of referral cases
from the general practitioners located in rural areas and smaller cities. It is said
that in this capacity a specialist may serve an area of 40,000 and more population.
In larger centres, where specialists are more numerous, they directly establish
relations with their patients without intermediary general practitioners.

Improvements in transportation and communication have greatly increased the
mobility of both patients and physicians, with the result that a larger proportion of
rural and non-urban patients have access to specialists’ services than was the case
in an earlier period. It should be pointed out that a more equitable distribution of
specialists throughout the sparsely populated parts of the country would require
the development and extension of hospital facilities and other ancillary services.

It may be that group medical practice would provide a means of bringing more
specialists to smaller communities.

Table 4-36 presents the distribution of civilian certified specialists (R.C.
P.S. only) by provinces and the three sizes of urban centres.

TABLE 4-36

DISTRIBUTION OF CERTIFIED SPECIALISTS BY PROVINCE
AND SIZE OF URBAN CENTRE, SEPTEMBER 1, 1961

Urban Centre Size Group Total in
Urban Centres
Total 10,000— 25,000— 50,000 of 10,000
Proviiice Certified 24,999' 49,99? and ov?r and-oves
Specialists Population | Population | Population Population
Number| Per Number| Per Number, Per Number Per
Cent Cent Cent Cent
Newfoundland........ 64 - — 9 |14.1 55 (85,9 64 (100.0
Prince Edward Island 29 22 |75.9 - — - - 22 | 75.9
Nova Scotia «eovvenn. 236 16 6.8 19 8.1 155 [65.6 190 | 80.5
New Brunswick ...... 198 34 |17.1 44 22,2 79 [40.0 157 | 79.3
Quebec: «ue oinis 56 sisis o . 1,697 73 4.3 27 1.6 1,521 (89.6| 1,621 | 95.5
Ontario s s svs o6 s o6 5% 2,912 184 6.3 | 181 6.2 | 2,434 83,6 | 2,799 | 96.1
Manitoba..cveeeanaan 357 4 1.1 17 4,8 334 |93.5 355 | 99.4
Saskatchewan........ 293 34 |11.6 25 8.5 220 |75.1 279 | 95.2
AIDetta .« oiu sioie sio o 0ie aie 508 24 4,7 31 6.1 427 (84,1 482 | 94.9
British Columbia ..... 863 78 9.0 - - 742 |86.0 820 | 95.0
Canadal........ 7,157 469 6.6 353 4,9| 5,967 |83.4| 6,789 | 94,9

! Excludes Yukon and Northwest Territories.

Source: A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the
Royal Commission on Health Services, February 1962, Table V, p. 32,

It emerges from this table that 95.0 per cent of certified specialists
were located in centres with population of 10,000 and over, as of September 1,
1961. They provided specialist services directly to 58.5 per cent of the total
Canadian population. In the three Maritime Provinces of New Brunswick, Nova
Scotia and Prince Edward Island, the percentage of certified specialists located in
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urban centres of 10,000 population and over was significantly less than in all other
provinces. This is due to the fact that these provinces have fewer urban centres

in the larger population categories and a correspondingly greater number of urban
centres of under 10,000 population.

A survey of physicians in the spring of 1962, conducted by the Royal
Commission on Health Services, confirms the above conclusions with respect to
the location of certified and non-certified specialists. According to that survey
94.3 per cent of the reporting specialists working in private practice and
hospitals were located in communities of 10,000 population and over. In the
Atlantic region, however, this proportion was somewhat lower being 80.0 per cent.
These data on a regional basis are presented in Table 4-37.

The distribution of certified and non-certified specialists in private practice
and hospital work by size or locality and specialty practised is shown in Table 4-38

This table indicates that specialists in general surgery, neurology and phy-
chiatry, internal medicine and tuberculosis were present in a slightly higher propor-
tion in communities of less than 10,000 population than the over-all proportion of
specialists so located. Partly this is due to institutional work of these categories
of specialists in mental and general hospitals. In most of other specialties,
however, 80.0 to 90.0 per cent of the reporting specialists were located in the
large urban areas of 50,000 population and over.

f. Distribution by Specialty

Appendix 4-15 shows the distribution of certified specialists by the Royal
College of Physicians and Surgeons of Canada, the College of Physicians and
Surgeons of the Province of Quebec and by provincial authority in the Province
of Alberta as of September 1, 1961, for provinces and Canada. The major clinical
specialties of Internal Medicine, General Surgery, and Obstetrics and Gynaecology
constituted 47.5 per cent of the total active civilian certified specialists. Paedia-
trics, Neurology and Psychiatry, and Ophthalmology and Otolaryngology comprised
23.3 per cent of the total, while the supportive specialty services, Anaesthesia,
Radiology and Pathology, accounted for an additional 18.8 per cent. Specialists
certified in Public Health constituted only 1.9 per cent. The remaining 8.5 per cent
of the total is made up of those certified in the other medical and surgical clinical
sub-specialties.

The distribution of active civilian certified and non-certified specialists, by
specialty practised in 1961, for regions and Canada is shown in Table 4-39.

It is apparent from this table that 45.0 per cent of physicians in specialist
work in the country as a whole were engaged in the specialties of Internal Mediciney
General Surgery and Obstetrics and Gynaegology. Regional variations in this
category of specialists were not extensive ranging from 43.2 per cent in British
Columbia to 48.2 in the Province of Quebec. Those engaged in Paediatrics,
Neurology and Psychiatry, and Ophthalmology and Otolaryngology comprised 20.4
per cent of the total civilian specialists. Again regional differences were
insignificant as this proportion ranged from 19.5 per cent in Quebec to 21.3 per
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cent in the Atlantic Provinces. The supportive specialty services, Anaesthesia,
Radiology and Pathology accounted for 17.2 per cent of the total civilian
specialists in the country. Regional variations in this category of specialists
ranged from 16.3 per cent in the Province of Quebec to 19.0 per cent in British
Columbia.

Table 4—39 indicates a particularly high degree of non-certified
specialization in Public Health, Internal Medicine, General Surgery, Psychiatry
(physicians working in mental hospitals) and Obstetrics and Gynaecology.

Comparison of non-certified specialists with the total specialists shows
that approximately one-third of the civilian specialists in the Atlantic region and
the Prairie Provinces were non-certified, while Quebec and British Columbia had the
relatively high proportion of four-fifths of their civilian certified specialists.

In Appendix 4-16, the ratio of some specialists to regional population is
compared with the empirical estimates of medical requirements made by the World
Health Organization in 1950, The same analysis for the country as a whole is
presented in Table 4—40.

The specialist distribution, in the country as a whole, by service was, in
general, at the recommended W.H.O. standard in such specialties as General
Surgery, Obstetrics and Gynaecology, Paediatrics, Dermatology, Orthopaedic
Surgery and Urology. In other specialties such as Internal Medicine, Psychiatry,
Pathology and Radiology, however, there were too many doctors, while in Ophthal-
mology and Otolaryngology there were not enough specialists. It should be pointed
out, however, that the W.H.O. recommended standard may not be exactly applicable
to the Canadian conditions because of the long geographic distances and wide-
spread distribution of population and hence the real difficulty in determining the
number of specialists required to meet adequately the needs of our population for
specialist care.

The Royal College of Physicians and Surgeons of Canada stated that short-
ages exist in the following specialties: Anaesthesia, Bacteriology, Dermatology,
Ophthalmology, Otolaryngology, Obstetrics and Gynaecology, Pathology, Paediatrics,
Physical Medicine and Rehabilitation, Psychiatry, and Diagnostic and Therapeutic
Radiology. The extent of these shortages varies between different provinces.* The
same source indicated that the percentage of certified specialists in the upper age
groups was much higher in such specialties as Bacteriology, Ophthalmology,
Otolaryngology and Public Health than for the specialist group as a whole. It was
also the case that there has been a decline in the average annual entry to these
specialties. Consequently, a worsening of the already critical shortage in these
fields may be anticipated in the years ahead.

An examination of Appendix 4-16 would suggest that in the Atlantic Provinces
shortages existed in such specialties as Ophthalmology and Otolaryngology, Obstet-
rics and Gynaecology, Paediatrics, Urology and Dermatology. In Prince Edward
Island, it has been reported, there were no specialists in Neurology, Neurosurgery and

1 A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the Royal Com-
mission on Health Services, February 1962, p. 37.
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TABLE 4-39

NUMBER AND PERCENTAGE DISTRIBUTION OF ACTIVE CIVILIAN SPECIALIST PHYSICIANS,
CERTIFIED AND NON-CERTIFIED, BY SPECIALTY PRACTISED,
FOR REGIONS AND CANADA, 1961

Atlantic Provinces Quebec Ontario
Specialty Per Per " Per
Practised Non- Cent Non- Cent Non- Cent
Certy cert.| Tot.' of Re- | Certe [Cert.| Tot: | of Re-| Certe | cept, | TOt. | of Re-
gion gion gion
Medical Specialties
Internal Medicine®.......| 70 | 37 |107 | 13.4 513 | 176 689 22.0 472 215 687 16.9
Anaesthesia «cccececes| 42 17 59 7.4 191 56 247 7.9 247 91 338 8.3
Dermatology & Syphilology | 4 1 5 0.6 40 7 47 1.5 53 13 66 1.6
Paediatrics e ccceccecces| 29 9 | 38 4.8 165 | 28 193 6.2 219 45 | 264 6.5
Physicial Medicine & | |
Rehabilitation « «eeeeoe 3 - 3 0.4 11 - 11 0.4 : 11 - | 11 0.3
Public Health ..cc000e0] 9| 60 | 69 8.7 59 95 154 4.9 } 38 205 | 243 6.0
Surgical Specialties
General Surgery..... .|160 33 193 24,2 461 67 528 16.7 631 135 766 18.8
NeuroSurgery..eeeeeeees| 3 - 3 0.4 20 - 20 0.6 15 - 15 0.4
Orthopaedic Surgerye.....| 12 3 15 1.9 83 6 89 2.8 54 12 66 1.6
Plastic Surgery «««.. o - - - - 14 - 14 0.4 13 - 13 0.3
Thoracic Surgeryseseess| 3| — 3 0.4 6| ~ 6 0.2 3 = 3 0.1
Urology ssseeessccasses| 10 2 12 1.5 52 1 53 1.7 61 4 65 1.6
Medical Specialties=
Complexes
Neurology & Psychiatry
Neurology «seesess o 3| - 3 0.4 25 - 25 0.8 16 - 16 0.4
Psychiatry ceccececeees| 35 | — 35 4.4 138 | - 138 4.4 212 - 212 5.2
Neurology & Psychiatry...| 4 | 22 26 3.3 15 31 46 1,5 18 76 94 2.3
Pathology & Bacteriology
Bacteriology «eoseeeeass| 1| — 1 0.1 28 | — 28 i 17 - 17 0.4
Pathology «siess s eeesee| 14 - 14 1.8 46 - 46 1.5 66 - [ 66 1.6
Pathology & Bacteriology 2| 16 18 2.3 16 19 35 1.1 33 42 | 75 1.8
Radiology ‘
Diagnostic. . .ueeueeenes| 22 | — | 22| 2.8 a| — 41 | 13| 16| — | 116 | 2.
Therapeutice.ceeeeeeces| 5| — 5 0.6 5| — 5 0.2 19 - 19 0.5
Diagnostic & Therapeutic 15 7 22 2.8 98 8 106 3.4 59 21 80 2.0
Surgical Specialties~
Complexes
Obstetrics & Gynaecology
Gynaecology secesvssoee| = - - - 26 - 26 0.8 2 - 2 -
Obstetric8 c c ccecceccoee| = - - < 59 - 59 1.9 12 - 12 0.3
Obstetrics & Gynaecology | 31 | 29 60 7.5 131 81 212 6.8 278 100 378 9.3
Ophthalmology &
Otolaryngology
Ophthalmology eeesesess| 15| — 15 1.9 72 - 72 2.3 106 - 106 2.6
Otolaryngology veveeeess| 10 - 10 1.3 93 — 93 3.0 93 - 93 2.3
Ophthalmology &
Otolaryngology........| 26 15 41 5.2 35 7 42 1.3 48 21 69 1.7
Industrial Medicine? .....| — | 15 | 15 1.9 - | 109| 109 3.5 - 174 | 174 4.3
Total vveeeeeasess 528 [266 (794 | 100.0 | 2,443 | 691 | 3,134 |100,0 |2,912 | 1,154 |4,066 | 100,0
Per Cent of Total... 7.3 28.8 37.4
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TABLE 4-39 (Concl,)
Prairie Provinces British Columbia Canada®
8 | Per Per Per
pecialty Practised |Non Cent Cent Cent
= Non- Non-
Cert. Cert. Tot. | 5f Re- |Certe Cert. Tot. of Re- | Cert. Cert, Tot. of Re-
gion gion gion
Medical Specialties
Internal Medicine® .... 195| 74 269 15.1 129 41 170 15.3 | 1,379 543 1,922 17.8
Anaesthesia seeessaan 106| 49 155 8.8 87 14 101 9.2 673 227 900 8.3
Dermatology &

Syphilology «eceven 13| 11 24 1.4 16 4 20 1.8 126 36 162 1.4
Paediatrics «ceseeaee 86| 20 106 .0 53 11 64 5.8 552 113 665 6.1
Physical Medicine

& Rehabilitation ... - 5 0.3 5 o 5 0.5 35 - 35 0.3
Public Health ....... 21| 124 145 8.2 23 50 73 6.6 150 534 684 6.3
Surgical Specialties
General Surgery «..... 235 91 326 18.4 181 28 209 18.8 | 1,668 354 2,022 18.7
Neurosurgery «..eeees 14| — 14 0.8 9 - 9 0.8 61 - 61 0.6
Orthopaedic Surgery .. 43| 12 55 3.1 29 1 30 2,7 221 34 255 2,3
Plastic Surgery ...... 6| — 6 0.3 2 - 2 0.2 35 - 35 0.3
Thoracic Surgery ..... 6| — 6 0.3 1 - 1 0.1 19 - 19 0.2
Urology eececeescnacs 33 2 35 2.0 29 3 32 2.9 185 12 197 1.8
Medical Specialties —

Complexes

Neurology & Psychiatry!
Neurology «eessssanas 5| — 5 0.3 5 - 5 0.5 54 - 54 0.5
Psychiatry «.cceeaaan 74| - 74 4,2 46 - 46 4.2 505 - 505 4.6
Neurology & Psychiatry 3| $51 54 3.1 6 14 20 1.8 46 194 240 2,2
Pathology &

Bacteriology
Bacteriology «.cceeee 5| — 5 0.3 5 - 5 0.5 56 - 56 0.5
Pathology seeeevennes 38| - 38 2.1 14 - 14 1.3 178 - 178 1.6
Pathology &

Bacteriology «esses 7| 22 29 1.6 7 13 20 1.8 65 112 177 1.6
Radiology
Diagnostic seeeesraas 47 - 47 2.7 37 - 37 3.4 263 - 263 2.4
Therapeutic «eeeveaes 14| - 14 0.8 5 - 5 0.5 48 - 48 0.4
Diagnostic &

Therapeutic «.eveus 18| 12 30 1.7 20 5 25 2.3 210 53 263 2.4
Surgical Specialties —

Complexes
Obstetrics &

Gyriaecology
Gynaecology «eseeees - - - - - - - - 28 - 28 0.3
Obstetrics «.eeeeeaas 1| — 1 0.1 - - - - 72 - 72 0.7
Obstetrics &

Gynaecology «.eeee 106 | 66 172 9.7 70 31 101 9.1 616 307 923 8.5
Ophthalmology &

Otolaryngology
Ophthalmology «eesees 48| - 48 2.7 48 - 48 4.4 284 - 289 2.7
Otolaryngology ««.«.. 27| — 27 1,5 24 - 24 2,2 247 - 247 2.3
Ophthalmology —

Otolaryngology «... 23| 24 47 2,7 12 5 17 1.5 144 72 216 2.0
Industrial Medicine? .. - 32 32 1.8 - 20 20 1.8 = 350 350 3.2

Total seeeeeases| 1,179|590 1,769| 100.0 | 863 | 240| 1,103| 100,0 | 7,925 | 2,941 10,866 | 100,0
Per Cent of Total 16,3 | 10,2

w oo e

Non-certified internal medicine also includes physical medicine.
Not included in certified specialties.
Excludes Yukon and Northwest Territories,

Source: Submission to the Royal Commission on Health Services by the Royal College of Physicians and
Surgeons of Canada, February, 1962, Appendix I, Table 2 provides data for certified specialists., Data

for non-certified specialists taken from Canadian Mailings Limited, 1961,
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TABLE 4-40
RATIOS OF SPECIALISTS PER 100,000 POPULATION,CANADA,* 1961

. 1961 Canadian
W.H.O. 1961 Canadian | certified and
Recommended Cert.xfu.-:d Non-certified
Specialty Ratio per Specialist Specialist
100,000 Ratio per Ratio per
Populations 309,000 100,000
PopulationP Population®
General ‘SULZErY <o s oo v 516 oivis s s wis 10.0 9.16 11.10
Ophthalmology and Otolaryngology .. 6.6 3.74 4.13
Obstetrics and Gynaecology ........ 5.0 3.93 5.62
Internal Medicine ....evoeceocennns 3.3 7.58 10.562
Paediatrics waw v ore o oo o9 o s wie 2 i 3.3 3.03 3.65
RAAIOIORY: 1ta: s wa sre5 ste) o f678) & wel et 5 alle) iafave 1.7 2.86 3.15
ULOLORY, ‘a5 4 s ietis ialis wyal o tails aiote: sliel alioia) o 563 1.6 1.02 1.08
BPatROLOZY: ieilenel wte ol eie) o/orsl olaiia siief slredol oliate 1.0 1.34 1.953%
Orthopaedic SUrgery ....eeieeveenns 1.0 1.21 1.40
Dermatolo@y:: s s w s «ie s wie srei4 ke s win 6wl 1.0 0.69 0.89
Psychiatey’ i« e s e ¢ se asie oo s el arape 1.0 3.03 4.094

! Excludes Yukon and Northwest Territories.

2 Includes non-certified physical medicine.

3 Includes non-certified bacteriologists,

4 Includes non-certified neurologists and psychiatrists,

Sources: 8 Adapted Services are calculated at the rate of 2,000 hours per annum. Expert Committee
on Professional and Technical Education of Medical and Auxiliary Personnel, Report
on the First Session, 1950, Technical Report Series No. 22, World Health Organization,
Geneva, 1950 (quoted in ‘“The Location of British Columbia Physicians’® — Anderson,
D.O., and Clough, A.F., Department of Preventive Medicine, University of British
Columbia, The British Columbia Medical Joumal, vol. 2, No. 9, September 1960,
pp. 558-564),

b A brief from the Royal College of Physicians and Surgeons of Canada, submitted to the

Royal Commission on Health Services, February 1962, Appendix I, Table 2.
€ Non-certified specialist, Canadian Mailings Limited, 1961, Toronto.

Cardiovascular Surgery. In these cases the patients are referred to Halifax and
other places.! In the Provinces of Ontario and Quebec shortages existed in Ophthal-
mology and Otolaryngology and Urology. In the Prairie Provinces as a whole there
were not enough specialists in Ophthalmology and Otolaryngology, Urology and
Dermatology. It has been stated that in Alberta, the specialties of Psychiatry,
Physiatry and Pathology were the three in which there were deficiencies.? Manitoba
indicated a need for additional psychiatrists, radiologists and pathologists.? In

1 A brief from the Medical Society of Prince Edward Island, submitted to the Royal Commission on
Health Services, November 7, 1961,

2 A brief from the College of Physicians and Surgeons, Province of Alberta; the Canadian Medical
Association, Alberta Division and the Faculty of Medicine, University of Alberta, submitted to the
Royal Commission on Health Services, February 13, 1962, p, 11,

3 A brief from the Manitoba Medical Association, submitted to the Royal Commission on Health Ser-
vices, January 16, 1962, p. A 2,

4
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the Province of Saskatchewan there were shortages of pathologists, ophthalmologists,
psychiatrists and specialists in Rehabilitation Medicine.' Finally, in British Columbia
there was a shortage of specialists in Ophthalmology and Otolaryngology, and it has
been suggested that there was a need for pathologists and physicians in the field of
occupational health,?

Another method to indicate regional maldistribution of specialists and to assess
deficiencies in particular specialties is to compare regional certified and non-certified
specialist-population ratios with the similar national ratios. These ratios are shown
in Appendix 4-17,

In the Atlantic Provinces these ratios were below the Canadian average ratios
in the following major specialties: Internal Medicine, Anaesthesia, Dermatology,
Paediatrics, Neurosurgery, Urology, Obstetrics and Gynaecology. In the Province
of Quebec the more important shortages were in Public Health, Neurology and Psy-
chiatry, Obstetrics and Gynaecology. As for Ontario these ratios would suggest a
need for specialists in Neurosurgery and Radiology, while in the Prairie Provinces,
as a whole, there existed shortages of specialists in Physical Medicine and
Rehabilitation, Neurology and Radiology. Finally British Columbia indicated a
need for specialists in Plastic and Thoracic Surgery, Ophthalmology and Otolaryn-
gology.

Appendix 4-18 gives a distribution of the reporting specialists, by type of
work and specialty practised, for the country as a whole. In private practice the
major fields of specialist concentration were in General Surgery, Internal Medicine,
Anaesthesia, Obstetrics and Gynaecology, Ophthalmology and Otolaryngology and
Paediatrics, while in hospital work the specialties mainly represented were Radio-
logy, Neurology and Psychiatry, Pathology and Bacteriology, and Internal Medicine
(tuberculosis). A similar pattern of distribution, by type of work and specialty
practised, emerges from Appendix 4-19, which gives the same data with respect to
immigrant civilian specialists. One-third of the reporting immigrant specialists
were working in hospitals as compared with one-fifth of all the reporting spe-
cialists in the country.

! A brief from the College of Medicine, University of Saskatchewan, submitted to the Royal Commis-

sion on Health Services, January 25, 1962, p. 31,

2 A brief from the Canadian Medical Association, B.C. Division, submitted to the Royal Commission

on Health Services, February 20, 1962, p. 45.



CHAPTER V

Demand for Medical Services

The first part of this chapter is an analysis of the patterns of service of
doctors in private practice, based on the statistical information drawn from the
replies of the doctors to the Questionnaire on Medical Practice, conducted by
the Royal Commission on Health Services in the spring of 1962. This analysis
includes a brief discussion of the factors affecting doctors’ efficiency, and the
significance of patient—visit loads of doctors, which is followed by a descrip-
tion of work-pattems of general practitioners, specialists and consultants
engaged in private practice. Patient-visit loads are also related to years of
practice and the size of the community in which practice is located. The nature
of medical services provided is examined with respect to type of major work of
physicians. Finally, the size of practice and number of patients under treatment
of self-employed general practitioners are analysed.

-

The next part deals with the demand for medical services and the factors
affecting it. An attempt is made to calculate the effective demand for services
of physicians in private practice.

The last section of this chapter is concerned with the trends in employment
of doctors in hospitals, industry, medical schools, public health, armed forces
and life insurance companies.

Accurate measurement of work of physicians is essential to an understanding
of the nature of the activities and efficiency of medical practitioners. Such
information is valuable in establishing quantitative criteria to determine the
availability of medical services in relation to the effective demand and to the
needs for them by the community.

1. Patterns of Service in Private Practice

a. Doctor’s Efficiency

Progress in medical technology, improved diagnostic equipment, a greater
use of paramedical personnel, the telephone, better transportation, greater
concentration of patients and me dical and hospital facilities in urban areas,
more efficient organization of practice, and other factors enable doctors to see

- -
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more patients and to treat them more rapidly than in the past. A doctor’s
efficiency is measured by the quality of his service and by the number of patients
he is able to see and treat per day, week or year.

Can doctors continue to increase their efficiency to an extent which will
make possible substantially larger patient loads in private practice and thus
reduce the urgency of increasing the present supply of doctors? This is not
likely according to authoritative opinions. ‘‘Continued improvement in physician
productivity, however, will probably be more difficult to achieve in the future.
Such individual efficiency factors as reduction in travel time, in home visits, and
in time per patient, have probably been pushed as far as they can go without
serious ill effects’’.! In fact, it has been suggested, that there is not likely to
be any more progress in this direction. ‘‘The pressures, rather, are building in
in the opposite direction. Hopes for the development of programmes for the home
care of the aged and other efforts to deemphasize institutional care of the ill,
rest on the possibility of more medical service to patients in the home.’’?
Pethaps, the major remaining areas for increasing physician productivity lie in
a more rational organization of medical practice, more mechanical diagnostic and
treatme nt equipment, more institutional health facilities, and greater use of the
paramedical personnel, which can be trained more cheaply and quickly than
doctors? But even allowing for these factors to improve somewhat the efficiency
of doctors in the future, it is unlikely that they alone will be able to offset the
anticipated shortage in the supply of physicians.

b. Significance of Patient-visit Loads of Physicians*

The size of patient-visit loads per doctor is an important and useful index
for measuring the extent to which physicians are able to meet the demand for
medical services. A patient load of physicians is said to be ‘.. .a function of
both the supply of physicians and the demand made upon them”.’ In general, the
number of patients seen by the doctors in a given unit of time depends on three
main variables, namely, the number of persons who demand medical services, the
volume of services they actually require and the physicians’ efficiency in
supplying those services.

Naturally, the physicians differ in the amount of patient-visit loads because
of the differences in age or duration of practice, location of practice, nature of

-

Somers, Herman Miles, and Somers, Anne Ramsay, Doctors, Patients, and Health Insurance, The
Brookings Institution, Washington D.C., 1961, p. 127.

~

U.S. Department of Health, Education, and Welfare, Public Health Service, Physicians for a Growin
America, A Report of the Surgeon General’s Consultant Group on Medical Education, 1959, p. 11,

Somers, Herman Miles, and Somers, Anne Ramsay, op. cit., pp. 127-128,

>

References: Ciocco, Antonio, and Altman, Isidore, ‘‘The Patient Load of Physicians in Private
Practice — A comparative Statistical Study of Three Areas’’, U,S. Public Health Reports, vol. 58,
September 3, 1943, pp. 1329—51; Ciocco, Antonio, Altman, Isidore, and Truan, T. David. ‘‘Patient
Load and Volume of Medical Services’’, U,S. Public Health Reports, vol. 67, June 1952, pp. 527—34;
and Ciocco, Antonio, and Altman, Isidore, ‘‘Statistics on the Patient Load of Physicians in Private(‘

Practice’’, The Joumal of the A.M.A., vol. 121, February 13, 1943, pp. 506—13.

Ciocco, Antonio, and Altman, Isidore, ‘‘The Patient Load of Physicians in Private Practice’’. op. ‘

cit,, p. 1345,
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work or the specific characteristics of the individual physician. Consequently,
the physician-population ratio in a given area or region is only a rough measure
of the availability of medical care and the volume of services provided. It has
been said that the small correlation between patient-visit loads and the number
of physicians reflects the absence of association between patient-visit

loads and per capita income in particular areas or regions. Low patient-visit
loads are evidently found in both wealthy and poor areas because the rich areas
tend to have a large number of physicians while in poor areas there is a relative-
ly low demand for medical services for economic reasons.! However, the number
of doctors indicate the medical personnel potentially available, while
patient-visit loads of physicians measure the degree of activity of these doctors.
The two together are necessary in order’’. .. to obtain a measure of service
actually received and should constitute the basis for appraising the effective
demand to be expected from a population’’.? Hence it is necessary to analyse the
factors which are related to the size of the patient-visit loads and to examine the
relationship between them and the supply of physicians, as utilization of the full
working capacities of physicians may be achieved at different levels of ratio

of physicians to population.

Data on the patient-visit loads of physicians provide also a direct approach
to arriving at a measure of the demand for medical services, if it is assumed
that this effective demand does not exceed the ability of the physicians to meet
it. It is possible to estimate the total volume of services rendered by private
practitioners in a year expressed in terms of patient-visit loads. The latter may
be related to the actual size of population served by doctors in order to
measure the actual demand, but not the need, for medical services provided by
private practitioners.

Total volume of services rendered by doctors may also be reduced to a per
capita basis of population, which may be used for purposes of comparison of
demand for services on a regional basis as well as for calculating future
requirements for medical manpower.

c. Work-Patterns of General Practitioners, Specialists and Consultants

Table 5-1 illustrates weekly average services, in terms of patient-visit
per doctor and work-hours per doctor, of general practitioners, specialists and
consultants and a percentage distribution of patient-visit loads and work-hours
by type of activity. In computing weekly average services an allowance of five
per cent was made on account of seasonal variations as the utilization of medical
sercives reported by the doctors was probably greater in the early spring of 1962
than in other seasons of the calendar year.

This table indicates some differences in the average weekly
patient-visit loads and in the weekly work-hours of general practitioners, speci-
alists and consultants. The average working week of the reporting general

1 Ciocco, Antonio, et al., ‘‘Patient Load and Volume of Medical Services’’, op cit.,, p. 530.

2 Ibid.,pp. 530—531,
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TABLE 5-1 |
AVERAGE WEEKLY SERVICES OF PHYSICIANS IN PRIVATE PRACTICE,
BY TYPE OF MAJOR WORK AND ACTIVITY, CANADA, 1962
General '
Type of activity Piactitioner Specialist Consultant
Number of reporting doctors cceeeeeeeeeeeesns 3.833 2,936 578 '
Office calls
Per cent of total patients ......... & sgets wie el 59.2 45.7 35.2
Per cent of total hours ......... G748 Bies st b 50,0 40.5 33.1
Time per patient. .c.ccccceececense S sieie 50 0:16 0:22 0:26
Hospital calls
Per cent of total patients............. 65w 24.4 45.8 60.5
Per cent of total hours,........ 21.7 39.1 44.9
Time peripati€nits . iie cioie oiois olfe s iovs siote & 0:17 0:21 0:21
Home visits:
Day
Per cent of total patients .....cvvveeenn 11,3 4.6 0.7
Per cent of total hours ....cceeeeee cieisate 17.2 4.8 0.9
Time per patient. cccccceccccccces & ogene ioie 0:30 0:26 0:35
Night {
Per cent of total patients .............. . 2.8 0.6 0.0
Per cent of total hours .......... 5 BeE Boe 6.0 2.1 0.9
Time per patient. . ccceeoccoesessosccscsce 0:42 1:20 -
Teaching and/or research
Per cent of total hours ....cceveevennn. s)sie 0,6 5.8 8.8
Other activities®
Per cent of total patients ............. 500G 2.3 3.3 3.6
Per cent of total hours ....cevveeeenn. 4,5 17 11.4
Time per patient. ........ ster s oils wlelis wel o lekie wis s 0:37 0:58 1:29
Weekly number of patient-visits per doctor .... 159 104 94
Weekly hours per doctor «..veeeeeeneeeenns o 51:34 42:42 44:03

1 Includes such activities as work at clinics, preparation of medical papers, attendance at medical
meetings, telephone consultations, work connected with medical insurance, etc.

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

practitioners was 52 hours and the corresponding figures for specialists and
consultants were 43 and 44 hours respectively. According to an American
source, the average working week of physicians in private practice in the United
States in 1956 was 60 hours.! A survey of general practitioners conducted in
British Columbia indicated that the average general practitioner works about

62 hours per week.?

- MR W an 9 =

1 Medical Economics, February 1957, p. 116, quoted in Somers, H.M., and Somers, A.R., “‘Doctors,
Patients, and Health Insurance’’, 1961, footnote p. 49,

2 A brief from the Canadian Medical Association, B.C. Division, submitted to the Royal Commission {
on Health Services, February 20, 1962, p. G.,P.—2; time ‘“on call’’ was not included in the estimate
of the hours worked per week.
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General practitioners used half their working time for attending patients
at office as compared with two-fifths for specialists and one-third for
consultants. On the other hand, general practitioners used only one-quarter
of their working week for hospital calls as compared with two-fifths for
specialists and consultants. About one-quarter of the working week of general
practitioners was used for attending patients at home, while specialists and
consultants gave insignificant proportions of their time for this type of activity.
In addition to the above activities, physicians also spent some time on routine
work such as keeping medical records, filling in forms, office supervision,
telephone consultations, medical insurance, hospital committees, medical society
meetings, etc.

The average time a general practitioner attended a patient in his office
amounted to 16 minutes as compared with 22 and 26 minutes per patient for
specialists and consultants respectively. The average time per patient-visit
at home by a general practitioner lasted about half an hour. The type of patient
who in the past needed many hours of close attention in his home is now, in
most cases, sent to the hospital and consequently there is less waste of the doctor’s
time for transportation purposes, to see patients separately in their homes.

A patient-visit load of the typical general practitioner was 159 per week.
This load amongst physicians who limit their practice to special fields of
medicine was somewhat lower being 104 patient-visits per week. The corresponding
figure for consultants was 94. It has been stated that in the United States thirty
years ago the average physician saw about 50 patients a week as compared with
125—165 patients per general practitioner in 1955.* The B.C. survey indicated
that the average general practitioner in each working day sees 18—20 patients
in his office, 2 patients at home, and 4-9 patients (including operations) in
hospital.? This latter statistical information is in agreement with the survey
data obtained by the Royal Commission on Health Services, which also indicated that
on the average, a general practitioner saw 16—20 patients in his office, 6—8
patients in hospital, and 1—4 patients at home. Percentage distribution of weekly
patient-visit loads and weekly work-hours of physicians, by day of the week and
type of major work, is shown in Table 5-2.

It appears that physicians reported having more work from Monday to Friday
inclusive. Some doctors naturally were also busy during week-ends though less
than during other days of the week.

Other differences between general practitioners and specialists and consul-
tants were observed with regard to the relationship of office, hospital and home
calls to total calls. Until a few decades ago a large proportion of patients were
attended by physicians in their homes. It has been reported that as late as
1928-1931 in the United States about 40.0 per cent of out-patient visits were
made in the home.* According to the data in Table 5—1, only 14.1 per cent of

3 Somers, H.M., and Somers, A.R., op.cit., p. 49.
2 Brief from B.C. Division, C.M.A., op.cit., p. G.P.—2,
3 Somers, H.M. and Somers, A.R., op.cit., p. 48.
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TABLE 5-2

PERCENTAGE DISTRIBUTION OF WEEKLY PATIENT-VISIT LOADS
AND WEEKLY WORK—HOURS OF PHYSICIANS, BY DAY OF WEEK
AND TYPE OF MAJOR WORK, CANADA, SPRING 1962

General Practitioner Specialist Consultant
Per cent of Per cent of Per cent of
Day of Week
wet-ekly weekly wee.kly weekly wetekly weekly
paftle'nt- work p at.xe.nt- work pat’1e'nt- work
visit P visit houts visit houts
load load load
Sunday...ccce000e0 8.7 9.7 10.3 9.1 10.6 17.4
Monday cccooeccoee 16.0 15.6 15.8 15.9 15,2 14,9
Tuesday «vccoeenns 16.0 15.6 14.4 15.3 15.2 15.3
Wednesday «....... 14,6 15.3 15.1 15.3 15.9 13.8
Thursday......... 15,5 15.2 16.3 15.6 14.4 14,1
Friday.cccccoccss 15.5 15.3 14.4 15.4 17.3 14.2
Saturday cccccccee 13.7 13.3 13,7 13.4 11.4 10.3

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

the weekly patient-visit load of the reporting general practitioner in Canada was
home calls. The corresponding percentages for specialists and consultants were
5.2 and 0.7 respectively. About 60.0 per cent of the weekly patient-visit load of
general practitioners was made at doctor’s office. The corresponding percentages
for specialists and consultants were 46.0 and 35.0 respectively. Out-patient
hospital calls amounted to 24.4 per cent of the weekly patient-visit load of
general practitioners and 45.8 and 60.5 per cent for specialists and consultants
respectively. Other activities of physicians accounted for about 3.0 per cent

of the weekly patient-visit loads. In recent decades, there has been a trend
towards the increased utilization of hospitals by private medical practitioners
because of superior facilities,equipementand paramedical personnel in hospitals
and also because family nursing care has decreasingly become available.
‘“‘Moreover, hospitalization of his patients conserves the time of the practising
physician. As demands for physician services have increased, home visits have
dropped off and both office and hospital visits have increased.””’ A somewhat
similar pattern of the distribution of patient-calls prevailed in the United States.
According to the 1957 National Health Survey only 8.0 per cent were home calls,
68.0 per cent were made at doctor’s office, 13.0 per cent out-patient clinic visits
and 11.0 per cent other calls.’?

Appendix 5—1 shows average weekly services of specialists in private
practice, by type of activity, in terms of patient-visit loads and doctor’s working
time, for some major specialties. These data are sepatated for specialists in

LS, Department of Health, Education, and Welfare, Public Health Service, Physicians for a Growing

America, a Report of the Surgeon General’s Consultant Group on Medical Education, 1959, p. 8.

* Somers, H.M., and Somers, A.R., op.cit., p. 48.
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solo and partnership or group practice respectively. In general, a weekly
patient-visit load of specialists in partnership or group practice was higher than
that of solo specialists. Specialists in dermatology, obstetrics and gynaecology,
orthopaedic surgery, general surgery and paediatrics see more patients than
other specialists.

Appendix 5-2 provides statistical information on the average weekly patient-
visit load of reporting general practitioners by type of activity and method
of medical practice organization. The larger weekly patient-visit loads of
general practitioners operating under partnership or group practice arrangement
suggest superior efficiency of these types of practice over a solo practice though
the average working week of a general practitioner in solo practice appears
somewhat lower than that of general practitioners working under these other
arrangements.

d. Years of Practice and Patient-visit Loads

The volume of service performed by a physician in private practice
varies naturally with his age or years of practice. In general, the activity of
an average medical practitioner reaches a peak in the age interval between 30
and 35 and continues on a plateau for the next twenty years. After that a doctor
faces, with advancing years, a continuous decline in patient-visit load which
is closely connected with his capacity to work. Another generalization applies
to the practice of a young doctor, which undergoes an initial process of building
up when he has fewer patients than he could handle, until he has made a
reputation for himself and gained the confidence of his community.

Table 5-3 illustrates the above general observations with respect to
general practitioners, specialists and consultants in private practice in Canada.

The patterns of patient-visit loads, based on years of practice, of general
practitioners, specialists and consultants are very similar to those of their
earnings, also based on the same criterion, as shown in Table 6—9. On the
assumption that a general practitioner begins to practise around the age of 25,
it can be seen from the foregoing table that he will maintain his peak of weakly
patient-visit load of about 170 as well as that of his earnings until the age of
50-55 years, while a specialist begins to practice around the age of 30 and will
maintain his peak of weekly average patient-visit load of 110 and of income until
the age of approximately 50 years.

The differences in the patient-visit loads of physicians of the several age
groups may be of some significance in considering the problem of meeting the
demand for medical services at a local community level since the physicians in
predominantly rural areas are believed to be somewhat older than those located
in urban centres.

There are apparently not only differences with regard to patient-visit loads
but also in weekly working time and in office working time of physicians. In
general, the proportion of the working week of general practitioners spent on
office calls tends to increase slightly with age, while that spent on hospital
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calls tends to decrease with age. The same observations apply to specialists
and consultants in private practice. The younger physicians see greater numbers
of patients and also see more patients in a given unit of time than do the older
doctors. There is definite decline in the length of the working week with

advancing age of all types of doctors.

TABLE 5-4

AVERAGE WEEKLY SERVICES OF GENERAL
PRACTITIONERS IN PRIVATE PRACTICE,

BY SIZE OF CENTRE IN WHICH LOCATED AND

TYPE OF ACTIVITY, CANADA, 1962

Size of centre in which located

Less than 10,000 50,000
10,000 49,999 population
population | population and over
Number of doctors reporting.....ceeeeeeecces 1,499 502 1,835
Office calls
Per cent of total patients.....coceceeeeees 58.0 56.2 61.0
Per cent of total hours .. .cvvveeeeeecnconns 49.8 48,2 50.9
Time per patient .....cceeeeececcccccncns 0:16 0:15 0:17
Hospital calls
Per cent of total patients ....ccceevenccces 28.0 29,6 19.5
Per centof total hours . .. ececveeecvccnnes 23.7 29.2 18.1
Time per patient . ...cceceeeeeessscccncans 0:16 0:17 0:19
Home visits: ,'
Day \
Per cent of total patients........cc0000 10.3 9.0 12,7
Per cent of total hours ... ccevvvececocns 15.7 13.1 19,3
Time per patient ...coeeeeececnccascons 0:29 0:25 0:31 ‘
Night
Per cent of total patients. ....eceeeeencs 2.8 2.6 2.9 g
Per cent of total hours ......... 6.2 5.2 6.1 (
Time per patient ....ceveeeeececoccnee 0:42 0:35 0:42
Teaching and/or research
Per cent of total hourS e e ceveeeeecenscanane 0.6 0.6 0.6
{
Other activities® \l
Per cent of total patients......ccccceeeess 0.9 2.6 3.9
Per cent of total hours . . v vevevecceccnnns 4.0 3.7 5.0
Time per patient .....ccceveeescecccecens 1:22 0:25 0:26 l
Weekly number of patient-visits per doctor.... 160 174 153
Weekly hours perdoctor . .ccceeeeececccennns 51:12 49:53 51:45

1 Includes such activities as work at clinics, preparation of medical papers, attendance at metical

meetings, telephone consultation, work connected with medical insurance, etc.

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.,
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e. Size of Community and Patient-visit,Loads of General Practitioners

Table 5—4 provides information on average weekly services, by type of
activity, supplied by reporting general practitioners in private practice in
various sizes of community in which their practices were located.

Table 5—4 indicates that general practitioners in large urban
centres of 50,000 population and over had lower patient-visit loads than those
practising in urban centres of 10,000 to 49,999 population or in communities of
less than 10,000 population. The latter communities include also predominantly
rural areas. The fact that the weekly patient-visit load of general practitioners
in large urban centres was relatively lower may be explained by a concentration
of specialists in such centres and hence a somewhat smaller demand of the
population in such centres for the services of general practitioners. The highest
patient-visit load of general practitioners practising in urban centres of 10,000
to 49,999 population was probably due to the flow of patients from surrounding
rural areas to those urban centres. General practitioners in communities of less
than 10,000 population experienced relatively high patient-visit loads because
of fewer physicians being located in less densely populated areas and also
because of the absence of specialists in these communities and, therefore, a
stronger demand for services of general practitioners.

f. Nature of Services Performed

The nature of services rendered and particular procedures carried out by
general practitioners, specialists and consultants are of some importance to
medical schools because they must know whether their students are being
taught those procedures which they will subsquently most frequently use in their
practice. It is also important to know whether the nature of medical services
provided is changing under the impact of pharmaceutical and technological
progress. This type of information is of equal value to tariff committees of
medical insurance associations, which are interested in various pattems of
medical services in order to assess the effects of tariff changes, in the fee-for-
service payment of medical services.?

Table 5-5 illustrates the percentage distribution in broad categories of the
nature of work of the reporting general practitioners, specialists and consultants
as measured by weekly laod of patients attended by doctors.

Physical examinations of apparently well people for specific purposes
included medical examinations of patients for insurance, employment purposes,
while preventive routine examinations included annual check-ups, well baby
care, etc.

Table 5—5 suggests that the patterns of broad categories of
services performed by general practitioners, specialists and consultants are
very similar. Naturally, however, the actual contents of these services will

1 leRiche, Harding and Stiver, W.B., **The Work of Specialists and General Practitioners in Ontario’’
Canad. M.A.]J., vol. 81, July 1, 1959, p. 37.
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TABLE 5-5

AVERAGE WEEKLY LOAD OF PATIENTS PER PHYSICIAN IN PRIVATE PRACTICE,
BY TYPE OF MAJOR WORK AND NATURE OF SERVICE, CANADA, 1962

General

Nature of Service o Specialist Consultant
Practitioner

Number of doctors reporting. « ceoeeveeeennn e 4,344 1,289 936
A, Physical examination of apparently well

people:

(1) For specific purposes ..... o el e 8 IbT6 oW 9.3 8.0 10.2

(2) Preventive routine v.cceeeescececsocns 18.7 18.5 18.0
B. Other specific services:

(1) Surgical and Obstetrical procedures . ... 14,7 17,2 17.9

(2) Referred consultations ....cc00n sisle sia 13.3 10.3 11,5

(3) Special diagnostic and treatment

Procedures. . ccoccescscsssssccnssvcse 26.6 25.4 24.5

(4) ImmuniZationB.... . « ss.e eis o 00 0is o aie siere sis 10.7 10.3 7.7

(5) Other services! ......... 6.7 10.3 10.2
Weekly load of patients .....ccvvuennnn oieis oo 56 59 53

! Includes routine treatment of colds, etc.

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

vary greatly according to the type of major work of the physician. There is some
variation in the nature of services performed between different specialists in
the same field depending to some extent on where they practise. It has been
suggested that in a medium-sized town and rural area, surgeons, obstetricians,
and internists tend to do more general practice than the same specialists in
large cities. Then, in large cities, general practitioners will do less surgical
work than their colleagues located in rural areas. Consequently, it is difficult
to draw representative samples of any type of major work.!

Appendix 5-3 provides information on the weekly average load of patients of

specialists in private practice, by specialty practised, method of practice and
nature of service rendered. It is apparent that the specialists working in
partnership or group practice are able to carry out a somewhat larger patient

load than their colleagues practising solo.

A job analysis study of physicians in Ontario was made in 1957. It shows
the estimated number of procedures in a year of 2,000 working hours in the
various specialties and general practice. The basis data for this study were
derived from one month’s experience of Physicians’ Services Incorporated. P.S.I.
procedures are those carried out by physicians for which there is a separate
payment. They also include office, home and hospital visits. In a number of

instances each major procedure is regarded as one service by P.S.l., irrespective

of the number of times the physician may treat or visit the patient for the

! Ibid., p. 37.

au U
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particular condition. For example, a normal delivery counts as one service but,
in fact, a physician will see the patient 6 to 12 times. Consequently, the P.S.Is
““services’” are an underestimate of the patient-visit loads.!

Table 5-6 provides a comparison of the findings of the study on job
analysis in Cntario and the estimated annual patient-visit loads of physicians
and volume of services supplied, in terms of numbers of patients, in the country
as a whole in the spring of 1962.

In comparing the data for Ontario with those for the country as a whole
in 1962, it should be borne in mind, that the former figures may be somewhat higher
than the national averages since greater utilization of medical services is
probably made in the province of Ontario than in most other provinces of Canada.

g. Size of Practice and Number of Patients
Under Treatment of Self-employed General Practitioners

Table 5-7 indicates the average size of practice and average number of
patients under active or continuing treatment of the reporting self-employed
general practitioners for provinces and Canada. In addition, for analytical
purposes, general practitioner-population ratios and degree of urbanization of
population for provinces and Canada are included.

The average size of practice ranged from 1,367 in Yukon and Northwest
Territories to 3,166 in Newfoundland. The national average size of practice
amounted to 1,709 persons per general practitioner as compared with the general
practitioner-population ratio of 1:1,800 in 1961. In great Britain, each general
practitioner is allowed a total of 3,000 patients but it must be remembered that
he has no hospital patients to attend and many of the minor investigations
carried out by a general practitioner in Canada are in Britain referred to a
specialist, a clinic or a hospital. The average number of the potential patients,
who were under active or continuing treatment by a reporting general practitioner
in solo private practice, ranged from 61 in Yukon and Northwest Territories to
366 in Newfoundland. The national average was 194 patients under actual
treatment. More sigificant is, however, the percentage of patients to the size of
practice. This varied from 4.5 per cent in Yukon and Northwest Territories to
16.1 in New Brunswick, while the national percentage was 11.3.

In general, the size of practice tended to be larger in those provinces
which had less favourable general practitioner-population ratios and less urbanized

population such as Newfoundland, New Brunswick, Saskatchewan and Nova
Scotia.

Average size of practice and average number of patients under active
treatment varied with the age or years of practice of physicians. This is shown
in Table 5-8.

Once again the above data indicate that a general practitioner reaches the
peak of the size of his practice after an initial building-up period of five years

! Ibid., pp. 37—38.
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TABLE 5-8

AVERAGE SIZE OF PRACTICE AND AVERAGE NUMBER OF PATIENTS
UNDER ACTIVE TREATMENT OF SELF-EMPLOYED GENERAL PRACTITIONERS,
BY DURATION OF PRACTICE, CANADA, 1962

Duration of Number of Average Size Average ?Iumber
Practice Doctors of Practice of Patients

Reporting Under Treatment
Less than 5 years co.oeeeeecesessne 482 1,190 131
5= 194 & wis 51506 wiis 5 wie sjers e sele ele sis s 597 1,497 155
Y0 — 145 5 50t oo wieifs w10 o506 sieis we el o 412 1,388 168
15 =195 55 5516 sioia ais aiais wie sieis als o eie e 260 1,292 159
20 =" 0 P e elelereleletelelale elele e eTalale o ole 193 1,397 179
2851 =129, o1s e taieaeis w1 sieie ote eietie ot sioa s 188 1,254 156
30! —:34. 216 o010 wievs inve areis ste siete e steis @ 155 1,010 103
38 —1395 i1c s mie e 0 sie sieE ale se o 8 306 @ 140 980 114
40 and OVEr o« v ¢ 4 o1 o 56 si0ve oio wi0ie s 178 661 70

Source: Questionnaire on Medical Practice, 1962, Royal Commission on Health Services.

and it remains on a plateau for the next twenty years and thereafter it gradually
declines with the advancing years of a doctor. A somewhat similar pattermn emerges
from the average number of patients attended by physicians.

Table 5—-9 shows the relationship between size of practice and number
of patients under treatment and size of community in which practice was located
for provinces and Canada.

,

It appears that in communities of less than 10,000 population general
practitioners had larger practices than those located in greater urban centres. This
is explained by the fact of a greater concentration of specialists in the latter size
of communities. On the other hand, in smaller communities general practitioners
had a lower number of patients under active treatment. This fact explains the lower
income of general practitioners in rural and smaller communities as compared with
those in larger urban centres. It would also appear that in smaller communities
for economic and other reasons the demand for general practitioners’ services is
somewhat lower.

Appendix 5—4 provides detailed statistical information with respect to the
distribution of general practitioners in solo private practice by size of practice and
size of cummunity in which practice was located for regions and the country as a
whole. Approximately half of the reporting doctors in Canada practising in com-
munities of less than 10,000 population had a practice of 2,000 persons or more as
compared with about one-third proportion of physicians located in larger urban
centres.

Appendix 5-5 gives similar information with respect to the distribution of
general practitioners by number of patients under active treatment. For the country
as a whole, about 30.0 per cent of the reporting general practitioners located in
communities of less than 10,000 population had 200 or more patients under active



*$307AJ9g Y}[BSH UO UOTSSTWWOD [BAOY ‘7961 ‘921398Id JEIIPIN UO aifeuuOoI}sSeN :924NOG

187

8°€T 1241 S9L‘1 998 (A 0zt $99°1 ¥61 v°'8 S91 9S6°1 S9L W@ 34 s e B8 @PEUHD)
- - = = = - - - Sy 19 L9€‘T € sreecccLMCN R UOYNZ
A 01C 7891 121 €'pe (44 0SZ‘1 6 (AL 81C 6S9°1 4] +eeec e s eIqUNIOD YsHLg
9°Z1 82¢C S08°‘T LS vy LY 0S0°1 4 (A 991 €081 (014 € SEs e G s s s HROATY
9°ST €€¢ LET'T ST S°'S €S L96 € '8 S81 €02°C 9S seececcc cuBMIYOIBYSES
v61 06€ T10°C 134 S°CI 0S¢C 000°c 1 6°9 w1 790°C 6€ teesecee e BQOJTUBY
6°ST 192 £¥9‘1 S6€ §°91 S9C L09‘T €01 6°01 891 1€S‘T £€TT Teesecessees et OLIBIUQ
1°01 61 z16°1 ¥1e S8 LST 8€8‘T 8S 9y SOT ¥82°C LET sectessreseseet s 03ga00
9°C 9z 000°tT T S‘9 pel TL0'T 6 161 (324 8Ye‘C 6T seceee e JOTMSUNIY MON
0°61 LYE Sz8°'1 A &' 144 9eL'1 L S*L Sh1 S16°T L9 secececc st BTI00G BAON
- - - - 0°z1 00T SE8 € S°S1 S9C €IL'T 8 *** puB[S] piBMPH 20UTId

@ 0°'11 Sve £p1‘e L ¥'S €11 001‘C A 9°C1 9Ty SLE‘s 11 $eeccc ottt PUBIPUNOIMIN

0

-

W som30BIgd juaw 2013081 g juauw S5TBEd juaw

w j0 az15 03 -jBaiL eofoBig wMM jo az1g 03 -3B8], sonoBig Bur j0 9215 0] =jeal] 0om08Ig 3ut

3 sjusnieg J9pun j0 az1g =j10day sjuanied Japun j0 oz -yoday syuenied 1sapun B -s0day

nAv 3o uudu.ﬁmnm 23elaAy n._ou.ooQ 3o Eoned a3elaAy si0jo0q whu muno.ﬁmnm J8elaay si0300Q

m Juen 39g jo "oN Jo ‘ON Juan 1ad jo *oN Jo ‘oN P Jo "oN jJo *oN aourAolg

@ s3eiaAy 98BIaAyY J8eiaAy

=

po“ 1240 pue uorje[ndod 000°0S uorjerndod 66667 — 000°0T uoryerndod 000‘0T UBYL SS3]

=z

w 2961 DONINJS ‘VAVNVD ANV SEONIAOAL JOJ ‘ALVOOTT HOIHA NI HALNED JO FZIS A€ SYANOLLILOVAL TVAEANED

m QAAOTINF-ITES J0 INANLVINL JAANA ATLNIFAND SLNIFLLVA 40 JFGWNAN FDVIFTAY ANV FDILOVAd JO HZIS HOVATAV

. 6-5 378Vl



188 ROYAL COMMISSION ON HEALTH SERVICES

treatment, while the corresponding percentages for physicians located in com-
munities of 10,000 to 49,999 population and 50,000 population and over were 34.0
and 36.0 respectively.

2. Nature of Demand for Physicians’ Services

The adequacy of medical manpower at any time depends to a large extent upon
the degree of utilization of physicians in private practice by the general public,
and on the demand for physicians’ services on the part of hospitals, public health,
agencies, industry, the armed forces, life insurance companies, medical research
and teaching institutions.

A distinction must be made between ‘‘need’’ and ‘‘effective demand’’ for
medical services. ‘“Medical need is composed of the actual physical and emotional
requirements of a patient for a physician or for other services.””* This need can
only be determined professionnally by a physician through a medical history, a
physicial examination, laboratory test, etc., and the kind, extend and quality of
medical services needed are, of course, determined by the nature of diagnosis and
by the methods of treatment available at the time. A ‘‘need”’ for medical care,
however, does not lead to ‘‘demand’’ for it unless the need is recognized by the
patient, the physicians’ services are accessible and the consumer of these services
is able to purchase them. Hence, areas of relative neglect in meeting medical needs.
This distinction between the demand and the actual need for medical care leads to
much of the differences with respect to the adequacy or shortage of physicians.

There are certain specific characteristics of medical services as compared
with demand for other commodities or most of other services because need for them
is universal, it is not regular, and cost of meeting them are not within the consu-

-an =

mers’ control unless a consumer joins a pre-payment insurance scheme. Buyers’
motivations are also different. In general, people spend all they feel they can
afford on other goods and services, including luxuries, while for medical and
similar services they spend only as much as they feel they must. Medical needs
and costs are not usually known in advance and, therefore, it is difficult to save
for what one does not know or even desire.

There are some inherent difficulties in defining demand for medical services
because ‘¢, .. the more important factors affecting change in demand lack the im-
mediate direct, and easily measurable relationships to it...’”.> Total demand for
medical care and for medical manpower at any given time is the net result of a numb
variables, the more important of which are population growth and its age and sex
structure, economic growth that influences personal disposable income and standard
of living, including demand for medical care, urbanization which reflects the fact
that city people use more medical services than rural people, the level, content

P-)
o

) Clark, Dean A., ‘‘Problems in the Distribution of Medical Care’’ — Symposium on Medical Sociology,
the New England Joumal of Medicine, vol. 234, January 10, 1946, p. 55.

2 National Science Foundation, A Program for National Information on Scientific and Technical
Personnel, U.S.A., August 1958, p, 25,
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and quality of education, which familiarizes a person with good health and tums
existing needs into recognized medical needs as well as increasing social
awareness of the value of healthy and able human resources, and government
policies with respect to health and other welfare measures. Because of the complex
interrelationships between these factors it may be impossible to measure exactly
their impact on the demand for medical services though certain broad conclusions
are possible. For instance, there is a direct relationship between income, age and
place of residence and utilization of physicians’ services. The dimensions of
demand for medical care, on the whole, are rationally related to phychological and
educational characteristics of the people, to availability of physicians, but, princi-
pally, these dimensions are conditioned by economic factors, costs and ability to
pay of patients. Removal of financial barriers to hospitalization revealed a sub-
stantial unsatisfied need for hospital services. A similar removal of financial
barriers with respect to medical care would very likely substantially increase the
effective demand for it, particularly, in use of the financially most vulnerable group
of families in the middle and lower income ranges.

It is necessary to measure the quantity, if not quality, of medical services
actually consumed, in order to understand actual and potential demand for them, to
appraise the extent to which the demand is related to the supply of physicians, to
provide a basis from which to project future requirements for medical manpower, to
identify the population groups, which do not use extensively medical care for one
or another reason and to be able to determine priorities.

There are objective measures of demand for medical services like, for
instance, units of service rendered (i.e., patient-visit loads) and in money terms,
the cost of care for one illness, or family medical expenditure for a year or such
expenditure for the society as a whole, adjusted for price and population growth.

3. Utilization of Services of Physicians in Private Practice, Canada, 1961

It is estimated that in 1961 there were 15,450 general practitioners,
specialists and consultants in private practice.* They accounted for neatly three-
quarters of the Canadian civilian medical manpower. The weighted weekly average
patient-visit load per doctor in private practice, irrespective of the type of major
work, was 132, making an annual (48 weeks) patient-visit load of 6,336 per
physician. A physician in private practice, excluding hospital calls, averaged about
4,300 patient-visits a year. A patient-visit is defined here as a consultation with a
physician, either in person, or by telephone, in his office, the hospital, clinics,
and the patient’s home, for examination, diagnosis, treatment, or advice. The
medical service could be provided by the physician himself, or by nurses acting
under a physician’s supervision.

! This figure has been computed by subtracting from 21,265 physicians in Canada (excluding Yukon
and Northwest Territories) as reported by the 1961 Census, 2,470 interns and residents, 1,800 full-
time physicians in hospitals, 775 full-time doctors employed in non-hospital work by all levels of
government, 420 full-time physicians in medical schools, 260 full-time industrial physicians and
90 doctors employed by life insurance companies.
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The total annual volume of medical services supplied by all the physicians in
private practice in Canada in 1961 amounted to 97,891,200 patient-visits. Thus, on
a per capita basis, each person in this country, irrespective of age, sex, income /
and location, received 5.378 physician-visits. The latter figure was composed of
2.9 office calls, 1.8 hospital visits, 0.6 home calls and 0.1 of other types of serv-
ices. The Canadian average physician-visit of 5.4 may be compared with 5.3
physician-visits per person (all ages and both sexes) per year in the United
States (average of July 1957 — June 1958), which figure does not include
visits made to persons while they were in-patients in a hospital.*

4. Hospital Medical Personnel

After the physicians in private practice the second largest group of doctors is
composed of full- and part-time medical personnel in hospitals. Appendix 5-6 indi-
cates numbers of such physicians and interns and residents working in hospitals, by
type of hospital, for regions and Canada, during the years 1950—1961. It also include
the number of operating and reporting hospitals for the country as a whole for the sam
period. Table 5-10 shows these data for the whole country.

The number of doctors employed in hospitals on a full-time or part-time basis
increased from about 1,800 in 1950 to 4,500 in 1960, that is by nearly 150.0 per
cent. There has been a steady increase in full-time medical personnel working in
general hospitals and the number of doctors so employed increased from about 400
to over 900 in the period under review. A similar increase also occured in part~
time physicians associated with general hospitals. The rising incidence of mental dis-
turbances is reflected in a larger number of mental institutions and in the number of
doctors working in these hospitals. The mental hospitals’ full-time medical staff '
increased from 230 in 1950 to 450 in 1961, while part-time doctors associated with
these hospitals increased five times over the same period. In TB hospitals, how-
ever, the employment of full-time medical personnel remained relatively stable until ]
the later part of the 1950’s and it has gradually declined since then. The same l
trend is noticeable with respect to part-time doctors working in TB hospitals.

1
|
i
1
i
|
1
'
¥

Approximately one-half of the full-time hospital medical personnel in 1961 3
was working in general hospitals, including public and allied special hospitals l
such as chronic, convalescent and maternity hospitals. Another quarter of these doctors
were working in mental hospitals, while the remainderpractised in tuberculosis, federal ag
private hospitals. With the hospitalization insurance in operation in Canada one can
reasonably expect that this trend fo rising employment of doctors in hospitals,
particularly in general and mental, will continue in the future. A large proportion of
hospital medical staff consists of radiologists, pathologists, who are certified
specialists in most cases, and medical superintendents.

There has been also a steady increase in the number of intems and residents
being trained in various types of hospitals. This increase is partly related to I

1 U.S. Department of Health, Education, and Welfare, Public Health Service, ‘‘Medical Care,
Financing and Utilization,’’ Health Economic Series, No. 1, Table 175, p. 218.
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192 ROYAL COMMISSION ON HEALTH SERVICES

increasing specialization, as greater amounts of graduate training and experience
are required for specialty certification and because of a tendency to specialization
on the part of larger numbers of doctors. The fi gures of interns and residents in
hospitals as reported by the DBS Institutions Section do not agree with those
quoted by the Canadian Mailings Limited. This is due to the fact that the DBS fig-
ures include medical graduates of Dalhousie, Laval and Montreal universities, who
receive medical degrees only after internship. They are excluded, however, in the
listings of the Canadian Mailings Limited. Moreover, despite efforts to eliminate
duplication of the interns and residents reported by the hospitals there is very
likely some such duplication as some interns rotate in a few hospitals and all of
them report having them on their staff. Then, some intems and residents may be
working on a full-time basis in one hospital and on a part-time basis somewhere
else. Finally, the DBS data contain a number of immigrant-doctors, who work in
hospitals prior to their obtaining Enabling Certificates.

As of June 1963, provincial governments indicated that in provincially
operated hospitals there were 67 unfilled established positions for full-time
physicians and in federally operated hospitals there were 19 unfilled positions.?

5. Non-Hospital Medical Staff Employed by Governments

Governmental health activities in Canada play a fundamental role in supplying
medical and other health services. Public health services are provided at all levels
of government. In most provinces these services, at a local government level, are
to a large extent rendered by part-time medical officers, while the personnel of the
provincial and federal health services consists of full-time medical practitioners.
The federal government assumed responsibility for maritime quarantine, the
medical examination of immigrants and the control of food, drugs and narcotics, as
well as health care services for certain groups like Indians, Eskimos, war veterans
and others, advisory services to the provinces in specialized health fields,
research development, etc. In the main, however, public health activities are consi-
dered as provincial responsibilities under interpretation of the ‘‘property and
civil rights’’ clause of the British North America Act of 1867. These respon-
sibilities include health education, care for chronic diseases such as tuberculosis
and mental illness, medical services to specified indigent groups, regulatory
measures to control the spread of disease, consultative or assistance services, such
as public health laboratories, and other services. Seven provinces have separate de-
partments of health and the remaining three have combined departments of health and
welfare. Local govermnments assumed regulatory health activities and the general
preventive services — diagnosis, education, and personal health supervision through
clinics and home visits. Public health units operate in large municipalities or, in
rural areas, serve counties or groups of municipalities.

I
I
i
1
i
|
|
'
i
!
1
i
i

1 Information obtained directly from the provincial departments of health by the Royal Commission on
Health Services, June 1963, No information was available from the Province of Quebec.
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TABLE 5-11

PHYSICIANS EMPLOYED FULL-TIME BY GOVERNMENTS, FOR
PROVINCES AND CANADA, 1963!

Provincial Governments? Local Governments®
. Total Known Total Known
Province Positions and Positions and
Filled Established Filled Established
Vacancies Vacancies
Newfoundland....oeeeveennnnnns 32 9 —4 -
Prince Edward Island ........... 9 4 -5 -
Nova Scotia v veveeeeeeennnnnnns 25 2 3 1
New BrunSwick’ ..« s s wis sies 38 a6 31 15 6 -
Quebec? s s ws sias 5w 56w s 5 s e 50 n.a. 89 n.a,
ONLATLO = o505 505 o504 555 & 508 Bawue 50el 5506 70 11 86 12
Manitoba ....vevvinennnnnnnnnnn 27 6 2 -
Saskatchewan. .....ceeeeeeeeans 24 9 4 n.a.
AIDerta o cioie oro o 506 616 5 w1 5706 w19 Sois @ 19 9 23 5
British Columbia « s:e s o6 65 6 w6 5506 s 28 3 15 15
Canada s::ssmiaeisesmsees 315 68 219 33
Federal Government
Department of National
Health and Welfare ........... 164 22
Canadian Pension
CommiSSion vvveveenrennnonas 58 7
Department of
Veterans Affairs ..coeceeccees 14 4
Medical Research Council..... 2 -
Atomic Energy of Canada...... 3 —
Totales s sre susisaze o 0is o6 8510 656 5 241 33

! Exclusive of hospital appointments and of Yukon and Northwest Territories.

2 Includes full-time physicians employed by Provincial Departments of Health (Tuberculosis Preven-
tion Branch, Industrial Hygiene Branch, Mental Health Branch, Central Laboratories, etc.) and
other branches of the Provincial Governments (Reform Institutions, Public Welfare, etc.) and Pro-
vincial Government agencies (Cancer Treatment and Research Foundation, Hospital Services Com-
mission, Cancer Institute, Alcoholism and Drug Addiction Research Foundation, etc.).

8 Physicians employed full-time either by municipal health departments or by county health units,

4 Newfoundland employs public health nurses, sanitary inspectors and medical officers in the St.
John’s area, but these are not under the unified direction of a full-time medical health officer.
Elsewhere in the province, only partial public health services are available,

5 Prince Edward Island has a district nursing service and some sanitary inspectors, but these are
under the part-time supervision of a medical health officer,

8 New Brunswick’s medical health officers service a few districts each, and thus each health dis-
trict receives only part-time attention.

7 Estimated figure for full-time physicians employed by the Department of Health and 1956 figure for
full-time physicians employed in local health units (‘‘The Administration of Public Health in Cana-
da’’, Research and Statistics Division, Department of National Health and Welfare, Health Care
Series No. 3, 1958, Table 4, p. 67).

Source: Information obtained directly by the Royal Commission on Health Services from the Provin-
cial Departments of Health and Federal Government Departments, June, 1963,
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The extent of full-time local health services in this country was surveyed in
1938 by the Canadian Public Health Association. At that time, there were 85
communities, urban and rural, which employed a full-time medical officer. The
population of these communities represented approximately half of the total esti~
mated population of Canada. The other half of the population, chiefly in rural areas,
was served by a medical officer on a part-time basis. As of March 1943, the com-~
munities having full-time medical officers of health employed 118 physicians.! By
1948, there were 157 local health units or districts and urban health departments
employing 155 full-time medical health officers and the corresponding figures for
1956 were 191 and 188 respectively.? The 28 urban health departments in 1956
covered 4.9 million persons, and 163 local health units or districts covered 7.1
million persons.*® Thus, approximately two-thirds of Canada’s population were
covered by public local health services. In 1960, a survey of health unit services
in eight provinces, excluding Newfoundland and the Province of Quebec, was made
which covered only health units and city health departments with a full-time
medical officer of health. Twenty of the 116 units in that survey were classified as
city health departments while most of the remainder were regional, country or
township units. The estimated population served by these health units was over
9,000,000, of which about 6,500,000 or 75 per cent lived in urban areas. The 116
health unit services employed 186 full-time physicians as of January 1, 1960.*

Table 5-11 shows the number of full-time physicians, exclusive of
full-time hospital appointments, employed by different levels of government, for
Provinces and Canada, as of June 1963.

As of June 1963, there were 775 doctors employed on a full-time basis in non-
hospital work by the three levels of government in Canada. There were 134 known
unfilled established positions. Presumably, lower salaries of doctors in this type
of employment accounted for this relatively high number of vacancies.

6. Teaching Staff of Canadian Medical Schools

In September 1939, the peacetime medical personnel in the nine medical
faculties included 173 full-time and 890 part-time instructors. By March 1943,
because of the strong demand for doctors in the armed forces, the corresponding
figures decreased to 141 and 796 respectively.® The medical schools were com-
pelled to call back a number of retired physicians to assist them in teaching.

Canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 1945,
pp. 112113,

~

““The Administration of Public Health in Canada’’, Research and Statistics Division, Health Care
Series No, 3, 1958, Tables 2 and 4, pp. 65 and 67.

Ibid.,p. 64.

w

Report of the Survey of Health Unit Services in Eight Provinces of Canada, 1960 — Department of
National Health and Welfare, 1961, pp. 5 and 11,

@

Canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 1945,
Table 43, p, 105.
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With the increase in the number of medical schools to 12 and higher enrolment
of students during the post-war years, there has been a gradual expansion of full-
time faculty personnel until in the academic year of 1961—62 it amounted to 763
teachers.

It is convenient to divide faculty members into those in the basic pre-clinical
sciences like anatomy, biochemistry, biophysics, physiology, and others, about

60.0 per cent of whom possess an M.D. degree (this compares with only 35.0 per cent in

the United States), and those in clinical departments® who are physicians. A
characteristic feature of Canadian post-war medical education was the rapid
growth of full-time staff in clinical departments, particularly of so-called ‘‘geo-
graphic full-time’” members who account for about four-fifths of the staff in these
departments. This latter term refers to the clinical teachers receiving a large por-
tion of their income from university salary and over and above this share a limited
earning from consulting practice associated with the medical schools. In some
schools these surplus earnings from private practice are used to support medical
research and teaching. It has been estimated that these medical practitioners give
about half of their time to teaching duties and another half to private practice,
Consequently, approximately two-thirds of them must be considered as being
available in private practice.

During the academic year 1961—62 there were over 400 full-time faculty
members in pre-clinical basic science departments, of whom about 60.0 per cent
or 250 were physicians. In clinical departments there were about 70 full-time
medical personnel and about 300 ‘‘geographic full-time’’ members, of whom 100 may
be considered as being available for teaching purposes.? Thus, approximately 420
physicians may be counted as being employed in the 12 medical schools. As of
that year there were 23 budgeted vacant positions in basic science departments and
15 in clinical departments.® These vacancies evidently existed during the last few
years, particularly, in the basic science fields.

The full-time faculty members are supported in teaching by the selected part-
time medical staff of about 1,500, who, as a rule, receive only a nominal remuner-
ation, One medical school reported that the part-time teachers actually undertake
six to ten hours of undergraduate teaching per week plus a large portion of the
post-graduate education programmes. Many of them spend more time in clinical
research as well as many hours per month in administration. It has been estimated
that the part-time teachers spend 400 to 450 hours per year in the university and
teaching hospital.*

Table 5—12 shows the median salary scale prevailing in basic medical science
departments in the 12 Canadian medical schools as of November 1961.

It has been stated that the current annual income of the professional man in
a department of basic medical science is about two-thirds the income of a man of

X ‘‘Medical Education’’, The Journal of AM.A., vol. 171, November 14, 1959, Table 10, p. 1529,
2 «tMedical Education’’, The Journal of the A.M,A,, vol. 182, November 17, 1962, Table 2, p. 804,
% Ibid

4 A brief from the Faculty of Medicine, University of Toronto, submitted to the Royal Commission on
Health Services, May 14,1962, p, 8.
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TABLE 5-12

SALARIES OF TEACHING STAFF IN BASIC SCIENCES
OF CANADIAN MEDICAL SCHOOLS, 196162

Professor and Head of Department......cceceevececcccscccccns $14,200
PrOfESSOr « o oo vvosssesesssssssssssssssssssssssssssssscscasns $12,700
ASS0Ciate ProfeSSOr. .ceeeeeeccccsocescsesssssssssssssssosnns $10,100
ASSiStant ProfeSSOr.ceeeeeccccssssssssosssscssssssssssassns $ 7,800
L@CtUTEr o o c o oooococososcscscsssssccsosscscssssosossssssccsocssccs $ 6,600

Source: A brief from the Association of Canadian Medical Colleges, submitted to the Royal Commis-
sion on Health Services, May 11, 1962, Exhibit A: Staff and Facilities in the Basic Medical
Sciences in Canadian Medical Schools, p. 3.

similar training and expenrience in medical practice in the same community and that
this fact constitutes a critical barrier in the recruitment of medical personnel in the
Canadian medical schools.?

The income of clinical teachers is considerably higher than that of
basic medical scientists because it depends partly on fees derived from practice.
It has been stated that in a typical Canadian medical school, the income of a clin-
ical teacher may exceed $25,000 per annum.? This income, however, does not apply
to full-time teachers in clinical departments who limit their activities to teaching
only.

Modem scientific developments have resulted in an increased need for
undergraduate teaching of small groups and increased clinical and laboratory
research, which activities impose a requirement for larger teaching staffs in medica
schools. Expected expansion of the medical services will create a stronger demand
for medical personnel, which, in turn, will create an equally strong demand for docto
and medical scientists to train future physicians.

S A Gy T e o e Aw =y
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7. Industrial Physicians’

Occupational health service has been defined by the International Labour
Organization as ‘“... a service organized in or near a place of employment for the
purposes of protecting the workers against any health hazards which may arise out
of their work or the conditions in which it is carried on, of promoting the optimum

1 A brief from the Association of Canadian Medical Colleges, submitted to the Royal Commission on
Health Services, May 11, 1962, Exhibit A: Staff and Facilities in the Basic Medical Sciences in
Canadian Medical Schools, p. 3.

Ibid., p. 6.

References: Charron, K.C., ‘“Health Services for Industry’’, Canadian Joumal of Public Health, vol.
39, August 1948, pp. 320—324; Cruickshank , W.H., ““The Changing Status of Industrial Medicine’’,
Canad. M A.J., vol. 59, December 1948, pp. 536—539; Mallery, O.T., ‘‘The Industrial Physician —
Past, Present, and Future’’, Industrial Medicine and Surgery — The Journal of Medicine in Industry,
vol. 21, June 1952, pp. 296—288; and Robson, R.B., ‘‘Medical Care of the Industrial Worker’’,
Canad. M.A.J., vol. 52, February 1945, pp. 143—147; Occupational Health Services in Industry in
Canada, 1954, Memorandum No. 13, Research and Statistics Division, Department of National Health
and Welfare, June 1956; and Working Conditions in Canadian Industry, 1962, Report No. 6, Economics
and Research Branch, Department of Labour, 1963.
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workers’ physical and mental adjustment, in particular by their assignment to jobs
for which they are suited, and of contributing to the establishment and maintenance
of the highest possible degree of physical and mental well-being of the workers?’’.?
Industrial medicine was stimulated by the development of workmen’s compensation
boards, which became the basis for services to workers injured or contracting
occupational sickness, and with changing social and economic conditions. It has
been steadily expanding in scope to include preventive medicine, treatment service,
promotion of health, services for diagnosis, and rehabilitation services.

Industrial medicine is justified on humanitarian and economic grounds
because its results may be appraised in terms of improved welfare of workers,
better employer-employee relations, reduced rates of accidents and occupational
diseases, lower compensation premiums, more steady production and higher produc-
tivity of labour.

In Canada there is no certified specialty in occupational medicine
recognized as such by the Royal College of Physicians and Surgeons of Canada.
In the United States, however, industrial physicians receive specialist certification,
In practice occupational medicine in Canada has also become a recognized specialty
although many other sections of the mecical profession are concerned with the
health of workers apart from industrial physicians. In addition, an industrial
physician works with paramedical personnel such as occupational health nurses,
industrial hygienists, medical attendants and technicians specialized in occu-
pational mecicine. There is a gradual change in the status of industrial physicians
in relation to organized medicine, management and labour parellel to the growing
scope and objectives of industrial medicine under the modern and complex industrial
structure of our economy. The working population constitutes a large proportion of
our population but only a relatively small proportion of workers, mostly employees
of large establishments, do in fact enjoy occupational health services. Any exten-
sion of such services will require more trained paramedical personnel and, probably,
official recognition of industrial medicine as a specialty.

In general, Canadian industry is composed largely of small establishments
employing less than 500 workers, which probably are too small to require the
services of a full-time industrial physician. Consequently, most of the production
units employ a part-time doctor or one ‘‘on call’’, The part-time industrial
physician is usually a general practitioner,

The organization of supply of industrial medicine services depends on such
factors as type of industry, size of industrial and commercial establishment and
its location, Consequently, there are a variety of methods that may be used to pro-
vide occupational health services. There may be the co-operative arrangement under
which a group of small firms share in financing a full- or part-time physician and
other personnel. More often, however, a small establishment will use a local
medical practitioner who will supply medical services on a part-time basis. In
larger industrial centres, there may be an industrial clinic operated and financed
! International Labour Organization, Forty-Third Session, Geneva, 1959, quoted in the brief from the

Canadian Medical Association, B.C. Division, submitted to the Royal Commission on Health Services,
February 20, 1962, Occupational Health, p. 1,
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by physicians themselves and its services made available to all local industrial
and commercial establishments. These private efforts are supplemented by gov-
ernmental activities in occupational medicine through provincial industrial health
units, and the Division of Industrial Health and an Industrial Health Laboratory in
the Federal Department of National Health and Welfare,

During the war in 1943, there were 112 full-time and 229 part-time physicians
on salary, employed in 220 factories with 200 or more workers, totalling 413,000
workers. An additional 63 physicians were employed on a fee basis, and 110
doctors, engaged in industrial contract practice serving workers in logging, mining
and construction works away from centres of population, for which services the
physician was paid out of wage deductions.! In 1947, there were 200 full-time and
about 750 part-time physicians engaged in occupational health services, Nearly
half of the full-time and two-thirds of the part-time industrial physicians were
employed by manufacturing industries. The largest concentration of full-time
physicians was in the establishments employing 500 or more workers.?

More extensive information on the qualitative and quantitative aspects of the
occupational health services provided to employees by Canadian industrial and
business establishments is available in the 1954 Survey of Occupational Health
Services in Canada,® This survey covered a total of 12,265 establishments
employing 386,177 office and 1,256,051 non-office workers., The railways and tele-
graph companies were omitted. There were 272 full-time and 704 part-time physicians
employed in the establishments reviewed.* About 80.0 per cent of the physicians
were employed in the heavily industrialized provinces of Ontario and Quebec.
Again the largest concentration of these physicians was in manufacturing, followed
by public utilities and mining industries. Establishments employing 100 workers or
more accounted for four-fifths the employment of both full-time and part-time indus-
trial physicians,

More recent information on the number of industrial physicians, the extent of
availability of industrial medical services and medical personnel in selected
Canadian industries is available in the publication on Working Conditions in
Canadian Industry, 1962, of the Department of Labour. The survey covered about
80.0 per cent of establishments having 15 or more employees. Table 5-13
shows the number of establishments that employed doctors and the number of
doctors, by major industries, as of May 1, 1962.

The Canadian labour force has increased from 5.493 million in 1954 to 6.590
million in 1962 but the actual number of physicians employed in industry on a full-
time basis has remained the same between these two years. No importance can be

1 canadian Medical Procurement and Assignment Board, Report of the National Health Survey, 1945,
Table 75, p. 163,

2 Survey of Pension and Welfare Plans in Industry, 1947, DBS, Reference Paper No. 4, 1950, Health
and Welfare Division, p. 97.

3 Research and Statistics Division, Department of National Health and Welfare, June 1956,

4 The number of physicians employed is open to a margin of error since in certain firms, one doctor
may service two or more establishments, Hence some duplication may be inherent in the total
figures,
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TABLE 5-13
DOCTORS EMPLOYED IN INDUSTRY, CANADA, MAY 1, 1962

Number of Buatber of Physicians
Establishments Employees n
Indestey that Employed Establishments Employed | Employed
Doctors that Employed | fuii-time | pert-time On call
Doctors

Manufacturing. ..... 1,489 511,533 88 570 1,318
Mining «..oeeee % s & 113 42,302 30 26 134
Transportation ..... 172 167,054 66 74 1,520
Public utilities..... 40 27,694 6 10 91
Service..vieeseeens 169 36,381 37 52 159
Trade s us ow ewers sis . 516 135,112 18 112 494
Finance...... % §% & @ 48 33,559 16 24 41
All industry........ 2,547 953,635 261 868 3,757

Source:Working Conditions Survey (May 1, 1962), Economics and Research Branch, Department of
Labour, June 12, 1963,

attached to the small increase in part-time industrial physicians because of the du-
plication involved in their numbers as one doctor may service a few establishments
all of which will report having a physician on a part-time basis, The largest con-
centration of full-time industrial physicians was in manufacturing, transportation,
service, and mining industries, in that order,

Appendix 5-7 indicates the extent of availability of industrial medical
services and medical personnel in selected Canadian industries in 1962.

Only 1.0 per cent of the total reporting units of 8,618 in manufacturing had
one or more physicians in attendance full-time as compared with 6.0 and 12.0 per
cent one or more physicians in attendance part-time and ‘‘on call’’ respectively.
Since, in general, only larger establishments employ physicians, the corresponding
percentages indicating a coverage of plant and office employees by industrial
physicians were naturally higher. Approximately one-quarter of the manufacturing
workers had available the services of industrial physicians. This proportion was
somewhat lower in the mining industry but it varied considerably between different
types of mining, A somewhat higher proportion of the available medical personnel
prevailed in the transportation industry, public utilities sector and for life insur-
ance employees,

The costs of occupational health services are borne entirely by the industries
concemed. These costs vary with the nature, size and, location of the industry as
well as the type and extent of such services provided. It has been suggested that
the costs per employee vary from a minimum of $5.00—8.00 per year to a maximum
of $35.00—-40.00.1

1 CMA’s Committee on Occupational Medicine, A Report submitted to the Royal Commission on Health
Services, January 2, 1962, p. 1,
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The Canadian economy is still subject to extensive industrialization and,
therefore, it can be expected that in years to come occupational medicine will pay
an increasingly important role in the provision of medical care to our growing
working population and hence the demarid for industrial physicians is likely to in-
crease in the future,

8. Life Insurance Medical Officers

A small proportion of Canadian physicians serve as advisors to insurance com-
panies, which provide the health insurance coverage at present in force, As of
February 1962, there were 86 doctors of medicine associated with such insurance
companies,! They are organized in the Canadian Life Medical Officers Association,
which is an affiliate of the Canadian Medical Association,

9. Canadian Forces Medical Service?

The provision of medical services to the members of Canada’s armed forces
and, in certain localities, to their dependents is the responsibility of the Canadian
Forces Medical Service, which was formed in January 1959 through the unification
of the medical branches of Navy, Army and Air Force under the direction of the
Surgeon General, Canadian Forces.

At the end of World War II there were 3,387 doctors serving in the Canadian
armed forces as compared with 33 in 1939, After the war and demobilization of the
armed forces the number of military physicians again declined to a peacetime
level of 110 in 1947.% Military medical personnel expanded somewhat with the
Korean War to keep pace with the size of the armed forces. Table 5—-14
indicates the number of physicians in the armed forces during the years 1951
to 1962,

Because of the early retirement age of military personnel, medical officers
fall within low age groups as shown in Table 5-15.

The total of 393 military physicians consisted of 65 certified specialists,
holding specialist certificates of the Royal College of Physicians and Surgeons of
Canada, 18 other specialists, 51 graded specialists, 65 specialist trainees and 194
others, A distribution of certified and non-certified specialists, by specialty, is
shown in Appendix 5-8, which also indicates the extent of vacancies in the various
specialties, Specialties mainly represented were those in General Surgery, Internal
Medicine, Anaesthesia, Phychiatry and Diagnostic Radiology.

1 A brief from the Canadian Life Insurance Medical Officers Association, submitted to the Royal Com-
mission on Health Services, February 10, 1962, p. 1.

2 Statistical data concerning military medical personnel were obtained by the Royal Commission on
Health Services from the Department of National Defence: Surgeon General, Canadian Forces, July 20,
1962, File ref. HQ2—6030—2DSG (PTS).

8 Ibid., Table I,
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TABLE 5-14

201

DISTRIBUTION OF CANADIAN FORCES MEDICAL SERVICE, BY SEX, 1951-1962

(as of March 31)

Year Male Female Total
19514 5 wis 6is 620, ¢ 95 svass wiw wi0vw 001 & o7 siore 185 1 186
1952 : oxs sioie wxe e $107% a5 Bisye wie & o spere 265 1 266
19535 sis wivis sie 65 T T T — 347 2 349
19845 i st wisca soie 5is o W5 BT B BAIE BRE 377 2 379
1955, cccosssccvccccccsvisisasivs 429 2 431
30564 & 556 51506 w50 8 050 05 R . 442 1 443
19574 s oys 6.3 o1 600 8 & o 56 VS B 4196 B 457 1 458
LO58: iise v 556 & 0ve wihs 408 34998 A6 $IH AL 393 1 394
1959..... o o056 v iane wies o wud Sisie Sud B S Sid 8 402 1 403
19605 ¢ wre s:0:0 wz0 s Ceeeeceessassasans 415 1 416
1961 5o s v s wis aioe o5 sais Siee e aieis w1 8 412 2 414
19623 o556 i & ot 3w 376 8 5 S & e 308 W1 6 392 1 393

Source: Department of National Defence, Surgeon General, Canadian Forces, July 20, 1962, File ref.
HQ2—-6030—-2DSG (PTS), Table I.

TABLE 5-15

AGE DISTRIBUTION OF CANADIAN FORCES MEDICAL SERVICE, 1962

Certified
Other

Age group specialists
2534 iu wii s o e 0w 0w s B SimE Wi 8Ee wisi e ols 0w 1 42
B5=<B4 ;i i i viond vieis 970 S B ST & B8 9 8 WIE GiNE §9 8 6 SleE eiele eI 40 241
45-54........ oum: o ust & ione B 8 S8l Bawh WEN & @NE BEE & 99 ST W78 24 45
Total «oeoieeensess 4§ iesie Bans vis wisTe 1w o 65 328

Source: Department of National Defence, Surgeon General, Canadian Forces, July 20, 1962, File ref.
HQ2—-6030—2DSG (PTS), Table II,

It had been pointed out in the evidence to the Royal Commission on Health
Services that the appointment of qualified physicians as medical officers in suf-
ficient numbers, has been a problem since World War II. * This deficiency was
partly overcome through short service commissions of doctors from the United
Kingdom, (in 192 there were 141 immigrant physicians in the Canadian Forces
Medical Service) and the subsidy of Canadian medical students during the final
forty-five months of their medical training by the army aurhorities in return for three
years’ service as medical officers. This particular programme was started in 1959
and accounted for an annual enrolment of 50 in that year, 63 in 1960 and 65 in 1961.
Average cost of subsidization amounted to $16,386 per student over the period of
45 months training,

1 A brief from the Canadian Medical Association, submitted to the Royal Commission on Health Services,
May 15, 1962, p. 41.
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As of March 1962, there were 195 medical officers who entered military
service by various subsidization plans, The World War II Subsidization Scheme
accounted for 14,9 per cent of the above figure: unclassified early post-war scheme
3.1 per cent; Reserve Officers Training Plan — 8.7 per cent; 21 Months Plan —
70.2 per cent; and finally, 45 Months Plan for 3.1 per cent. From the records main-
tained since 1954 it appears that of 361 subsidized entrants under the above plans,
43,4 per cent relinquished their contractual option for release to become regular
officers. Approximately one-third of so subsidized physicians became career med-
ical officers with the armed forces.

It appears that in Canada, as in the United States, the voluntary procurement
of physicians into the armed forces is difficult, partly, because of the routine
nature of the work of medical officers who are dealing with a young and selected
group of healthy men and, partly also, because of lower earnings in the forces than
in private practice,

- s =.m

Arrangements are made to enable medical officers of the CFMS to keep abreast
of medical research and to improve their skills through the post-graduate training
programme which, however, is restricted to regular officers, and through attendance
of professional conventions and refresher training by way of short clinical and
technical courses,

Appendix 5-9 shows the scale of salaries in existence in 1962 for physicians
in the armed services by categories of physicians and duration of service. The
minimum for the unmarried doctor was $7,056 and the married $7,896. The corre-
sponding maxima, after 25—34 years of service, by which time all ranks reach
maximum active service age limits, were $17,160 and $18,000 respectively. These
initial salaries were approximately one-third less than an average earning of
physicians in private practice in 1960. Progressive increase in salaries of medical
officers with duration of service is at a much lower rate than that of general prac-
titioners and specialists in private practice. On the average, the private general

practitioners reach their peak of earnings only after five years in practice and main
tain it for the next twenty-five years and the specialists reach their somewhat
higher peak after ten years and sustain it for the next ten years. It is interesting
to note that there are no separate allowances paid to specialists. The scale of
salaries is based on rank, minimum and maximum scales, and includes medical
officer allowance, marriage and subsistence allowance and progressive pay in rank
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CHAPTER VI

Economics of Medical Practice

This chapter is limited to a brief discussion of a group medical practice and
an analysis of the statistical data obtained from a special survey of the economics
of medical practice in Canada in 1960, carried out by the Royal Commission on
Health Services in the spring of 1962. It includes an examination of earnings of
physicians in 1960 showing incomes of doctors by province, type of major work,
type of practice, size of community in which practice was located, years of expe-
rience and medical specialty practised. It also examines annual operating
expenditures incurred in practice during 1960 by items of expenditure on a national
and regional basis, size of community, type of major work, type of practice and
specialty practised. In addition, this section examines the depreciated value of
capital assets owned by doctors at the end of 1960 and the problem of capital
costs of buildings and/or equipment purchased in the same year. The last part of
this chapter is concerned with the cost of establishing a medical practice since
1956 and with the source and amount of funds used to establish practice initially.

1. Description of Procedure of the Survey

A mailing list of active civilian physicians, compiled mainly from the
Canadian Medical Directory, was supplied by the Department of National Health
and Welfare and a questionnaire was mailed to all doctors in Canada, including
salaried physiciaas, interns and residents. To ensure the confidential nature of
replies, the respondents were asked to mail the completed and unsigned question-
naire to the Royal Commission on Health Services. A sample questionnaire is
reproduced as Appendix 5-1,

From an initial mailing list of over 20,000 doctors the Commission received
about 7,000 usable replies. The survey did not cover those doctors who were in
practice in 1960 but who left the profession by 1962, nor most of those who started
their practice after 1960, Some of the questionnaires were not usable, however,
and of the usable ones not all applied to the different parts of the analysis.
Consequently, the number of respondents in various parts of this survey varied
consideranly, thus reducing the effective response rate for various sections of the
analysis. Yo sampling of non-respondents was carried out and, therefore, it is not
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possible to say with definite certainty that the various averages of income, operatin
expenditures and cost of establishing practice shown in this chapter are typical of
the profession as a whole. However, all the evidence available to the Commis-
sion suggests that the group of doctors from which the averages shown in this
study are drawn is fairly representative of the medical profession in Canada. Thus,
for instance, the per cent distribution of respondents by province is generally in
agreement with the actual per cent distribution of the total medical population in
Canada by province. The same is true of the distribution of physicians between
general practitioners and specialists. The evidence for the representativeness of
the income figures was a general comparison of the returns which were received
from the doctors in the survey with income tax returns for 1960,

2, Group Medical Practice?

a. Definition

G.H. Hunt and M. Goldstein define group practice as ‘‘... a formal associatio
of three or more physicians providing services in more than one medical field or
specialty, with income from medical practice pooled and redistributed to the
members according to some prearranged plan’’.? This definition puts emphasis
on the integration of the work of specialists.

Group medical practice refers to a system of practising medicine, and not to
a method of paying for medical care. It entails professional co-operation, rather
than competition, of the physicians within a particular group practice. It includes
three or more doctors representing various specialties as well as general practice,
with joint ownership of buildings, office facilities, and equipment. There is a
pooling of medical skill, knowledge and experience through consultations, and the
collective use of technical, administrative and other auxiliary personnel. Income is
distributed to members of the group according to agreed principles.

S oy == ot us B o B

! References, Bowler, J.P., ‘“Group Practice Is One Answer to the Problem of Distribution’’, Modem
Hospital, vol. 62, May 1944, p, 46—49; Clark, Dean A,, ““Group Medical Practice’’, American
Joumal of Public Health , vol. 39, No. 3, March 1949, p. 321—-328; Clark, Dean A, and Clark,
Katharine G., ‘‘Organization and Administration of Group Medical Practice’’, Joint Committee of the
Twentieth Century Fund and the Good Will Fund and Medical Administration Service, Inc,, October
1941, p, 109; Clark, Dean A. and Hapney, Cozette, ‘‘Group Practice’’, The Annals of the American
Academy of Political and Social Science — ‘“Medical Care for Americans’’, January 1951; Collings,
Joseph S., ““Group Practice, Existing Patterns and Future Policies’’, The Lancet, vol. 265, July 8
1953, p. 31—33; Jordan, Edwin P., ““The Business Side of Group Practice’’, The Joumal of the
A.M.A., vol. 155, August 7, 1954, p, 1371—72; Jordan, Edwin P., ‘“The Physician and Group Practic
The Year Book Publishers, Inc., Chicago, p. 238; Rorem, C. Rufus, ‘“‘Pattern and Problems of Group
Medical Practice’’, Ameri can Joumal of Public Heal th, vol, 40, December 1950, p. 1521—-28; Rorem,
C. Rufus, “Economics of Private Group Practice’’, Canadian M.A.J., vol. 70, April 1954, p, 462—66;
Sanders, J.P. and Nyberg, Charles E., ‘‘Integration of the General Practitioners into Well-Organized
Private Group Practice Clinics’’, General Practitioner, vol. 1, May 1950, p. 71—-75; Thorlakson,
P.H,T., “Group Practice and Medical Education’’, Canadian M.A.]., vol. 63, October 1950, p, 336—
39; Thorlakson, P.H.T., ““Provision of Medical Services Through Group Practice’’, a Report
submitted to the Royal Commission on Health Services, April 16, 1962, and Research and Statistics
Division, Department of National Health and Welfare, A Survey of Medical Groups in Canada, 1954,
Memorandum No. 7, November 1958,

2 Hunt, G.H. and Goldstein, M., The Journal of the A.M. A., vol, 135, 1947, p, 904, quoted by Joseph §

Collins in ““Group Practice, Existing Patterns and Future Policies’’, The Lancet, vol, 265, July 4,
1953,p. 32,
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Because of the voluntary nature of group practice there exists a wide variety
of forms of organization, sizes, methods of proprietorship and distribution of income.
Some groups provide comprehensive medical care involving specialties and general
practice while others are limited to purely diagnostic services and referred cases.
Some groups are limited to special classes of clientele, such as contract patients,
while others are sponsored by industries and non-profit foundations.

b. Reasons for the Development of Group Practice and a Few Historical Comments

Group practice is a natural outgrowth of the evolution in medical techniques
and sciences, which allows a measure of flexibility in medical organization. During
the last 50 years or so there has been a gradual but continuous change in medi-
cine resulting from rapid scientific advances, specialization, development of new
professions and vocations allied to physicians, greater reliance upon capital
investment in expensive equipment, changes in the pattern of illness, composition
of population, and requirement for closer co-operation among physicians in the
provision of diagnostic and therapeutic services. Some of these factors have
contributed to the greatly improved medicine of today but, at the same time, have
resulted in the complexity and higher operating costs of medical practice making a
solo practice somewhat obsolete. A doctor practising independently may not always
be able financially to acquire all the modern equipment necessary for good medicine
or to perform each professional and technical service because of incomplete knowl-
edge, inadequate auxiliary staff, lack of opportunity for consultation with his
colleagues or because of the pressure of time.

The effective utilization of diversified medical manpower, expensive equip-
ment and the economic provision of medical services are, therefore, the principal
reasons for the development of group practice.

The American Medical Association’s Committee on Research in Medical
Economics published the booklet: ‘‘Group Medical Practice’” in 1940 and indicated
the following four main objectives of group practice:!

““1, Increased professional efficiency in health conservation, and in the diagnosis
and treatment of disease, secured through professional association, adequate
equipment, and the co-ordination of the activities of physicians possessing
differentiated skills.

‘2, Satisfaction of patients through continuity of relations with physicians, and
through the convenience of obtaining medical services at a single center.

““3. Realization of economy by means of efficient organization to furnish medical
services and supplies at the lowest cost consistent with high standards of
service.

‘4, Proper compensation for physicians, adequate facilities for their work, and
systematic opportunities for professional education and advancement’’.

Quoted by Clark, Dean A, and Clark, Katharine G., in : ‘“Organization and Administration of Group
Medical Practice’’, p. 18,
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Thus the specific objectives of group practice include personal convenience,
economy, improved medical service to patients and better professional opportunities,
improvement of working conditions and stabilization of income to physicians.
Group practice is not only a method for providing proper distribution of adequate
medical care on an efficient basis, butit is much more than an economic device,
for it provides a means through which diverse skills and achievements of modern
medicine are made available to the general public.

Group practice is a unique medical organization confined to the United States
of America and Canada following a general trend here towards larger enterprises
and mass-production methods. It can be traced back to charitable and teaching
hospitals and clinics. It had its origin in the dispensaries established in
Philadelphia, New York and Boston in the latter part of the eighteenth century,
which provided medical services to the poor. Later hospitals operated out-patient
departments for indigent patients, in which a number of physicians were working
together. "Towever, the basis upon which group practice developed in the early
twentieth century was the development of hospital staffs and the use of the
out-patient departments by medical schools, which showed the advantages of team
work by doctors. The Mayo Clinic, estiblished at the end of the nineteenth century,
played a dominant influence in establishing group practice, but the new groups
that developed began to differ in their professional aims as well as in the eco-
nomic aspects of organized medicine.

Further incentive to the development of group practice was provided by the
experience of doctors in the armed forces during World War II, who worked together
larger medical units and were impressed by the advantages of group medical practic
In the United States the number of medical groups of three or more physicians
increased three-fold between 1946 and 1959.! In Canada there were 127 groups in
1949 as compared with 187 in 1955.2 The greatest increases were in the provinces
of Ontario, Saskatchewan and Manitoba. A survey of medical groups in this country,
conducted by the Department of National Health and Welfare in 1954, revealed that
about a quarter of physicians engaged in private practice in that year were associ-
ated in various types of groups.® There were 877 groups which have been classified
as follows: ‘“Clinic groups’’ (109), ‘“Specialist groups’’ (197), ‘‘General practitioner
groups’’ (345) and ““Other groups’’ (226).* There were 518 groups or over half of all
877 sroups which had two doctors, and they comprised over a 1,000 physicians
or just over a third of all doctors practising in groups. Approximately three-quarters
of all groups had less than five members, and the physicians in these groups
numbered under two-thirds of all physicians practising in groups. They were mainly
general practitioners while the larger groups comprised mainly specialists.® A

2 Thorlakson, P.H,T., a Report on ‘“‘Provision of Medical Services Through Group Practice’’,
submitted to the Royal Commission on Health Services, April 16, 1962, p, 13,

2 Ibid

3 Department of National Health and Welfare, Research and Statistics Division, A Survey of Medical

Groups in Canada, 1954, Memorandum No. 7, November 1958, p. 2,

Ibid.,p. 5.

Ibid., p. 6.
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large proportion of all groups were located in urban centres and the actual number
of physicians in groups tended to increase with the size of locality. These findings
are confirmed in Appendix 6-2, which shows geographic distribution of group
medical practice, by size of group and size of community, for regions and Canada
in 1960, These limited data were obtained from a survey of the Economics of
Medical Practice conducted by the Royal Commission on Health Services in 1962,

Small communities of less than 10,000 population in general can support

only small groups of three to four doctors. Different sizes of group practice fit,
however, into rural and urban communities and when strategically located may im-
prove the supply of medical services, on a regional basis, because the group
practice having specialists can serve patients from far away places.

c. Types of Group Practice and Methods of Distributing Income

Group medical practices may be classified according to the type of principal

activity and scope of medical services provided, the ownership of buildings,
facilities and equipment used and the categories of patients served.

With the principal activity as a criterion, medical groups can be classified

as follows:

1

Complete service groups, or clinic groups which provide complete medical

care encompassing the services of both general practitioners and specialists

in the home, the office, and the hospital, to a continuing clientele. This form

of group practice tends to be established in densely populated centres with
good transport facilities. The number of specialties within a group is influenced
by such factors as the size of community and the degree to which the group
utilizes auxiliary personnel for routine diagnostic and treatment procedures.

. Reference groups, which mainly deal with referred cases by outside physicians,

usually for a single illness. They are usually multiple specialty groups or
clinics and ordinarily they do not provide complete medical care to a conti-
nuing clientele and limit their scope to the provision of diagnostic and
consultant services.

. Diagnostic groups, which consist of specialists and give little or no treatment

service. Thus the physicians in such groups do not follow the progress of
their patients. The public in general does not distinguish between functions
of diagnosis and treatment and, as a rule, desires to receive complete medical
care from the same medical organization.

. Single specialty groups, which consist of three or more full-time specialists

of the same category, or related fields such as internists, radiologists, ortho-
paedic surgeons, paediatricians, etc. For economic reasons these groups tend
to locate in larger cities.

. General practice groups, which consist of general practitioners only.
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From the viewpoint of the categories of patients served medical groups may
be classified as follows:

1. Private group clinics, including physicians of several specialties, which are
opened to the general public but also accept referrals from other doctors. They
depend mainly on prepayment programmes.

2. Full-time hospital staff groups, which combine the out-patient and in-patient
services at the hospitals owned by the groups, and render services to the gene
public as well as to patients having prepayment insurance.

3. Medical groups, which provide medical care to the employees and their
dependents of a particular enterprise or to organized consumers’ co-operative
groups, and the capital assets are owned by the employer or consumer.

From the point of view of ownership of capital assets, groups may be classi-
fied into three major categories:

1. Legal partnership with some physicians accepting the role of partners while
others accept employee status. The provisions of the partnership include
sharing of income, obligations of partners, vacations, sick leave etc. There ar
also departmentalized partnerhsips, where each department of a clinic operates
as a team of two or more members, using the same facilities and sharing the
net income.

2. Sole proprietorship where one doctor owns all the assets and controls the
practice while other physicians are employees and remunerated generally on a
salary or percentage basis.

3. Corporation — an association of physicians under which a corporation owns
the buildings and equipment while a medical group conducts and controls the
medical practice of the clinic. The principal reason for this arrangement is
a legal restriction against medicine organized along the lines of a corporation.
Usually, the members who found the group are the main shareholders of such
a corporation. The medical group leases the building and equipment from the
corporation, which is governed by its by-laws and selects its management.
In some cases, a medical foundation or institute may own all the capital
assets. This corporation-medical group association ensures the continuity of
the group in case of death, resignation, dismissal or retirement of member-
doctors.

Physicians do not usually have equal status within a private medical group
from the standpoint of administration, ownership and income. Thus, senior members
who originate a group, make decisions on administrative and personal matters,
promotions, etc., while junior partners participate to a limited extent in the deter-
mination of business and professional policies. Employee-physicians are usually
excluded from management and receive straight salaries only.

Some groups operate on the basis of fee-for-service only, while others receive
mainly regular payments for services rendered to patients who have medical insuran
under voluntary prepayment programmes or an industrial labour contract. However, a
combination of the two sources of income is common. Since medical groups can, in
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many cases, provide complete medical care for a substantial number of people, pre-
payment plans which are based on a broad population foundation, are a natural
concomitant of group practice.

It is generally accepted that group practice is less remunerative than a successful
solo practice, general or specialist, though income of physicians in group practices
tends to be more stable. In addition they have other benefits such as financial security
in case of illness, paid vacations and access to modern and expensive equipment.

Incomes of individual physicians in group practice are influenced by such factors
as type of specialty,doctor’s experience, length of service with a group, volume of
services performed as measured by total consultations, examinations or treatments,
popularity with patients and ability to attract new patients, degree of administrative
responsibility, contribution to quality of service through research and additional
education and mere skills, etc. Any financial arrangement within a medical group must
aim at rewarding ability and effort, avoiding financial competition within the group and
stimulating co-operation.

The following are the main methods of income distribution:

1. Sharing net income among members of a group based either on the equality
principle or according to a point rating system. The latter takes into consid-
eration some of the factors mentioned above in determining the size of income
of a particular physician. The latter system also provides the necessary incentive,
but it is difficult to set up and may cause dissatisfaction among the members of
the group.

N

Salary system, under which a salary is paid to new members of a group until they
become partners or full members. It may fail to provide the required incentive for
the more enterprising and well qualified junior partners unless advancement is
given readily by the senior members.

3. Fee-forservice method, under which each member of the group receives his own
earnings less his share of the operating expenditures. This method tends to
introduce an element of competition within a particular group.

In practice, the above three main methods may be combined in various ways.

It has been reported that in Canada in 1954 over one-half of reporting
physicians (74 per cent was the response rate of all physicians in group practices)
in any one type of group pooled their income; on the average, for all reporting group
physicians, 20 per cent were on salaried basis, and another 5 per cent partly on
salaried basis, and 20 per cent received ‘‘receipts from own practice’.*

d. Advantages and Disadvantages of Group Practice

Group medical practice, as a relatively recent development in the distribution
of medical services, must be critically assessed from the viewpoint of both patients
and doctors. More complete empirical studies of group practice in Canada are needed
to provide a proper basis of evaluation as to its efficiency, professional desirability,

! Ibid., p. 74.



210 ROYAL COMMISSION ON HEALTH SERVICES

and its role in any reorganization of medical manpower to meet a future increase in
demand for medical care in this country. The following comments are made with
reference to group practice in general.

Group practice offers some benefits to the patients that are professional,
economic and sociological in nature. Complete treatment of a patient requires
cognizance of his personal problems and social environment. It is claimed that
‘.. the medical group can provide the most favorable environment for the consid-
eration of health service in its entirety. Comprehensive health examinations, health
education, solution of social and emotional problems, vocational advice, and special
types of therapy call for resources and personnel which cannot be readily provided
by the busy solo practitioner in his private office. Group practice of medicine can
assume total responsibility for the individual patient and fulfil its complete obliga-
tion’’.* Improved medical service is made available to a patient because he gets the
pooled scientific knowledge and varied skills of all the members in a medical group;
a larger group usually comprises the younger, recently trained physicians, and the
senior, more experienced doctors, making collective experience and up-to-date traini
available to the patients; special diagnostic and therapeutic skills, facilities and
methods are immediately provided when required; physicians are stimulated to follow
modern medical achievements being subjected to the informal appraisal of their
colleagues. Team-work is required because of the complexities of modern medicine.
Fees charged to patients tend to be in line with fees charged by other physicians in
the same community, but since group practice appears to be more efficient in the
atilization of resources, personnel and material, the patients very likely benefit from
a higher quality of service. In addition, patients save time and perhaps money, if
they have to consult a few specialists. Group practice yields itself to various forms
of prepayment plans and it may be located in smaller centres, thus increasing the
availability of services, in particular, of specialists, to the patients in rural and
small urban areas.

These potential advantages are, to some extent, offset by certain drawbacks
of group practice. The patient’s freedom of choice in the selection of his own
doctor is somewhat impaired since he is limited to physicians wihtin a given med-
ical group. On the other hand, it may be argued that, in fact, the patient is rather
helped in making a rational choice of a doctor because under group practice he
will be diverted to the physician who is best qualified to take care of his particular
ailment. It is alleged that group practice implies ‘‘mechanized’” and “‘assembly-line’’
medicine where every patient is exposed to long and expensive referrals, consulta-
tions, laboratory and technical procedures that may not always be required. This
would imply misuse of science resources. Being treated by a team of physicians,
the patient is exposed to a scattered approach of each individual doctor for whom
he is just a “‘case’” while in fact, the patient’s personality is not really divisible.
On the other hand, it is said, that a group usually assigns one of the doctors as
the patient’s ‘‘personal physician’’ and the fact that several doctors are able to
discuss the patient’s case with one another or with the family doctor ensures
continuity and uniformity of medical care.

! Ciark, Dean A, and Hapney, Cozette, ‘‘Group Practice’’, p. 2.
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Physicians in group practice gain professional, educational, economic and
practical benefits. A group can more easily afford to employ auxiliary personnel
such as nurses, secretaries, managers, technicians and others, who relieve physi-
cians of routine, time-consuming and ‘‘unproductive’’ work. Thus they can spend
more time on their professional functions. They improve professionally by contact
with each other and by sharing experience. They limit their work to those medical
procedures for which they are most qualified.

Group physicians having regular working hours can enjoy more time for leisure
undertake post-graduate studies, conduct research, attend conferences and plan
vacations, without any loss of income. A group physician is under less economic
pressure to take more patients than he can handle satisfactorily since, in most
cases, his income does not depend directly on the number of patients he attends.

’

Operating expenditures per group doctor tend to be relatively less than per
individual specialist in the same community although group practice tends to have
higher capital expenditures. Expensive equipment is used to its full capacity and
duplication of facilities is avoided. A young doctor in solo practice cannot be ex-
pected to purchase initially all the modern equipment required, to the disadvantage
of his patients, while a group practice offers an opportunity to enter modern practice
without a heavy professional capital investment and delay in establishing practice.
It has been suggested that: ““The usual spread between the individual practitioner’s
gross intake and his net income is 40 per cent. Group practice can lower this spread
to 30 per cent, sometimes more’’.?

The economic incentives of a group doctor tend to merge with those of the group
as a whole and hence he has no direct financial concern with the amount and quality
of services he gives to patients. His professional incentives are relatively more free
from financial considerations. Moreover, he is assured of a relatively stable income
throughout his professional life unlike a solo practitioner who usually experiences
wide variations in professional income during his active medical career. In addition,
group physicians usually have retirement provision, security for disability due to
illness and group insurance plans.

There are also some disadvantages to doctors engaged in group practice.
Group practice may lead to a narrow over-specialization; it may attract physicians
seeking professional and economic security rather than excellence of independent
practice, and it tends to restrict the individuality of the physician. He must abide
by the decisions of the majority because team work requires conformity to group
rules. These factors may adversely affect the independence of professional judge-
ment and discourage professional progress.

The salary method or sharing net earnings may not attract superior doctors
who will probably do better financially in solo practice.

The list of potential drawbacks of group practice both to patients and
physicians suggests that this method is by no means a panacea for all problems
involved in modern medicine. Despite this reservation, however, group practice
may be considered as an alternative to a solo practice particularly in larger areas.

! Davis, Michael M., ‘““Medical Care for Tomorrow’’, Harper & Bros., New York, 1955,
p. 14647,
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e. Canadian Doctors’ Views on Group Practice

The Royal Commission on Health Services in its questionnaire on Medical
Practice, asked the doctors to indicate ‘‘yes’’ or ““no’’ to three questions on
group practice, whether it tends to:

(a) Improve the quality of medical services?
(b) Improve the availability of medical services?

(c) Improve the working conditions of doctors?

A statistical analysis of opinions on group practice expressed by the
reporting physicians is shown in Table 6—1.

This table suggests that Canadian physicians have firmly established views
on group practice, as only a small proportion of the reporting physicians were
undecided in their assessment of the various aspects of group practice.

Sixty-five point five per cent of over 10,000 doctors replying to the first
question have indicated that group practice improves the quality of medical
services. It is of interest to note, however, that only approximately half of the
physicians in solo private practice gave a positive answer to this question. Over
90.0 per cent of physicians working in group practice were affirmative in their
opinions on this aspect of group practice.

Four-fifths of the respondents believed that group practice improves the avail-
ability of medical services and even almost three-quarters of the physicians in solo
private practice were of the same view. It is interesting to observe that over 90.0
per cent of the reporting doctors thought that group practice improves the working
conditions of doctors. This high proportion would suggest probably that group
practice will further develop in this country.

The views of doctors on group practice were also related to their age or years
of practice. In general, the views of older doctors did not differ much from those of
the younger ones though the older doctors seemed to be a little doubtful whether
group practice improves the quality and availability of medical services and the
working conditions of doctors.

Finally, it appears from the table that a location of practice, by size of com-
munity, had really no bearing on the opinions of the doctors with respect to these
three aspects of group practice.

f. Conclusions

The patterns of medical practice develop with the evolution of medical science
and techniques as well as with the changes in the scope and type of medical needs.
It is, therefore, difficult to predict the future development of group practice. Its
success will be determined by the attainment of a high standard of service, satis-
factory doctor-patient relationship, efficient administration, research and educationa
achievements and a socially acceptable policy with regard to ownership of capital
assets and physicians’ income.
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The co-ordination of a medical insurance plan with a group medical practice
would offer financial security to physicians, overcome the economic barriers that
exist to the demand for medical services, increase availability of medical care in
all geographical areas, and ensure efficient use of medical manpower and allied
resources.

Group practice may prove to be an important method in planning the supply and
distribution of medical care on a local and regional basis. General practice groups
located in geographically strategic communities would ensure more equal distribution
of medical manpower between rural and urban areas, and meet a major part of the
medical needs of the average patient. More complex groups, including specialists,
could be planned on a regional basis. The size of any group would depend on such
factors as population density, transportation and communication facilities, hospital
facilities and others. Local planning and regional integration of medical markets
would involve some adjustment in training of medical manpower and paramedical
personnel, in order to equalize supply and demand for various categories of
physicians and other auxiliary personnel.

It has been suggested that a medium-sized clinic comprising approximately
30 physicians could serve a centre of 25,000 to 30,000 population on the assumption
that there should be one physician for 750 to 1,000 people and that a physician
averages 300 working days a year.! The following distribution of physicians accord-
ing to type of practice has been recommended:?
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Obstetrics and gynaecology ........ 0500000 00000000 S 00C00AT000C 2
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Dermatology ....... OO0 5000 0,00 50 000000 300 00 KO0 AT .
CardiolOgy: s « sinie sss ope i aiese o8 et sl alfe! o e (eisT e o afs ko) e w3 s kst ol lel o in }3
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PAtBOlOgY v ere eysie sivsisieats w8 s shu s 6 %) slie 8 6 e 68 s oiu v ais s evnd 1
Total «as s Orr 75 i ) aie o 6 e 3 1 B0 A 16 SR 1 b ¢ 4 aa T s 33

= Sanders, J.P. and Nyberg, Charles E,, ‘‘Integration of the General Practitioners into Well-organized
Private Group Practice Clinics’’, p. 74,

2 Ibid.
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3. Earnings of Physicians in Canada

a. Some Economic Aspects to be Considered

The adequate remuneration of physicians is a necessary condition for a suf-
ficient supply of medical manpower and for the maintenance of high standards of
medical care. Physicians, like other professional groups, are motivated not only
by professional, but also by financial incentives in their activities.

In a comparative analysis of professional incomes of physicians and those

of other professional groups, it is perhaps necessary to stress certain specific features

of the medical profession. The long and intensive training of physicians involves
not only direct personal investment in education but also an inevitable postpone-
ment of earnings. It is difficult, however, to estimate exactly to what extent the
higher earnings of physicians are due to these ‘‘extra costs’’. In addition, the me-
dical profession requires persons of relatively rare personal and intellectual abili-
ties and it demands a development of special skills and long experience before a
peak in earnings is achieved. The practice of medicine involves numerous occupa-
tional hardships, hazards and specific mode of living. For ‘‘Medicine, indeed, in-
volves less regular and longer hours, less personal freedom, the inconvenience of
‘home’ calls at any hour of the day or night, and, consequently, greater physical
and mental strain.”’* Physicians, generally, are obliged to postpone marriage and
the attainment of financial independence. It is perhaps impossible to assess quan-
titatively the importance of the above factors and their impact on physicians’ ear-
nings.

Medical practice provides no economies of scale though some economic ad-
vantages are offered through a group medical practice. The medical market is of a
local nature and characterized by imperfect competition. There are real economic
barriers and institutional factors governing entry into the medical profession, which
may account for the slow adjustment of supply of medical manpower to a rapidly
growing demand for medical services. Restriction of entry into medicine is open to
different interpretations. ‘‘It may reflect, first, a public policy of raising the stan-
dards of medical practice to levels that create a shortage in the relative supply of
‘innate abilities’ needed for the medical profession; ... second, a related public
policy of raising the standards of medical training to levels that are difficult for
medical schools to meet and that make it impossible for the accredited schools to
handle large numbers of students; or, third, a deliberate policy of limiting the num-
ber of entrants in order to keep down the total number of physicians, that is, to
prevent ‘overcrowding’ of the profession.”’* Thus, the length of medical training
required, financial barriers in the case of some potential doctors, a licensing policy
which implicitly aims at limiting the number of practitioners, and inadequate know-
ledge of the real conditions of the medical market, may account for its imperfec-
tions of competition and maladjustment of supply and demand for medical manpower.

i Friedman, Milton, and Kuznets, Simon, Income from Independent Professional Practice, National
Bureau of Economic Research, New York, 1945, p, 130,

2 Ibid., p. 395.



216 ROYAL COMMISSION ON HEALTH SERVICES

The medical market differs from other markets because of the unique value of
medical services to the individual and the community. These services are greatly
‘“‘/differentiated’’ because of the heterogeneous nature of the medical profession and
also because medical services are highly ‘‘personalized’’. Hence the considerable
differences in the prices of medical services and the variability of incomes amongst
physicians.

Differences in earnings within the medical profession reflect a number of fac-
tors. The more important factors are: location of practice, type of major work, type
of practice, length of experience, doctor’s reputation, personality, ability, social
connections and the organization of practice. Adequate statistical analysis is pos-
sible for only a few of these factors. Differences in earnings caused by location,
type and organization of practice tend to persist and they account for the stability
of relative income status amongst particular groups of physicians. On the other
hand, length of experience causes variability of annual income over the physicians
working lifetime.

’

The relative increase in physicians’ income during the last decade or so is
probably due to the general economic improvement of our society that resulted in
greater demand for medical services, population growth, the higher productivity of
physicians resulting from increased use of auxiliary personnel, modern equipment an
improved transportation that enables physicians to see a higher proportion of patient:
in the office.

i o WD om A AR A am
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Economic analysis of medical practice involves two basic problems, namely,
the methods of payment for services rendered by physicians and setting of fees,
and the level of income as affected by the various factors mentioned above.

b. Factors Affecting Medical Fees and Methods of Earning

In general, the effective range of medical fees is determined at the lower
level by the operating costs of medical practice, and at the upper limit by the ability
to pay plus the unique value of medical service to an individual. In exceptional
cases a doctor may give free service.

Medical fees, like most of other professional fees, tend to remain stable for
a considerable period of time irrespective of changes in the cost of living, the
general state of the economy and actual changes in the medical services market.
The Canadian Medical Association publishes a schedule of fees as a guide to the
profession. The latest one became effective as of January 1962 and, for the first
time, fees were established not only for general practitioners but also for specia-
lists. The schedule is used by practitioners as well as by the organizations which
insure the cost of medical services.

J. Backman, after having made a survey of the various professions, sugges-
ted that the fee charged usually is determined by some combination of the follow-
ing main factors: cost of service rendered (i.e., expenses incurred and time in-
volved), ability to pay, value of service rendered (i.e., amount of money involved,
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savings to client, convenience to client and success or failure of producer’s per-
formance, establishment of precedent), customary or fixed nature of fee, casual or
established relationship with client and, finally, legal limitations.!

The precise combination of these factors will vary amongst physicians and
with the same doctor it will vary over time as well as with respect to his particu-
lar patients. The fee charged the average patient must be adequate to cover the
pro rata share of operating expenditures that will include the cost of medical sup-
plies, office rental, wages paid to auxiliary personnel, amortization of equipment
and other capital assets and an adequate compensation for the time spent by a
doctor. Moreover, a physician may use a sliding scale of fees, depending on the
patient’s ability to pay as measured by size of family income and by size of com-
munity. The criterion of value of service rendered to a patient is closely related
to ability to pay. Convenience to the patient (i.e., doctor’s visit at home) also
determines the size of fee. In general, the customary fee or fees suggested by the
association within geographic areas and specialties practised may provide a list
of minimum fees with the actual level determined by the various factors mentioned
above.

In evaluating and comparing the financial arrangements between physicians
and patients, attention must be given not only to the fee schedules, but also to
the method of payment which may affect the type, quality and quantity of medical
services as well as the professional income of the physician. In practice, it may
be difficult to assess the connection between the method of payment and the
doctor-patient relationship because the quality of medical care depends upon the
doctor’s training, ability and experience. Nevertheless, he is susceptible to the
conditions or auspices under which he works, or at least, his energy and interest
are influenced by economic incentives.

Basically, there are three methods of payment: fee-for-service, which is the
principal method of remuneration of physicians in Canada, salary or salary plus
fee-for-service, and the capitation or panel system under a national health scheme
where the doctor is paid a fixed rate per annum for each patient on his panel whe-
ther he is required to render service or not. This latter method is used in Great
Britain. Some three-quarters of physicians in Canada obtain their earnings by fee-
for-service method.

It is argued that the fee-for-service system fosters a higher standard of ser-
vice provided by physicians since it ensures a financial return in proportion to
ability, training and the experience of the doctor. Moreover, it ‘. .. allows the
evaluations of the market place as expressed by the actions of patients, the widest
scope...’’ because the popular doctor will have many patients and a larger income
and ‘‘...if the judgment of patients reflects a true evaluation of the relative pro-
fessional skill...’’ then the fee-for-service method operates
and promotes high standards.’’? In other words, it is claimed, that the pricing of

! Backman, Jack, ‘‘Professional Fees: Factors Affecting Fee Setting in the Several Professions,”’
The Joumal of Accountancy, vol. 95, May 1953, p, 555,

2 Davis, Michael M,, op.cit., p. 332,

... to reward efficiency
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medical services under the fee-for-service system, is determined by the forces of
supply and demand mitigated but not removed by the occasional charity of physi-
cians and the sliding scale of fees. In addition, the proponents of this payment
system argue that this method is an important factor in the preservation of the
personal relationship between patient and doctor, that it protects professional
independence, and ensures freedom of choice to the patients.

These probable advantages of the fee-for-service method are offset some-
what by a number of disadvantages. Thus, for instance, it may be argued that this
system places a premium on quantity rather than quality of medical services because
the financial incentive ‘“...meets the counteracting force of the doctor’s profes-
sional standards which define what services the patient’s best interests would
require; but there are cases where professional judgment about required services
is evenly balanced and where the economic motive may enter unconsciously’’.!

It may be difficult to identify the price and value of medical services because
some people believe that the best services always cost more and, therefore, are
prepared to pay more for them. The sliding scale of fees, based on the ability to
pay, implies an indirect form of taxation and, in fact, there is no public participa-
tion in the determination of the equitable distribution of the financial burden of
illness. One writer has observed that ‘‘the sliding scale has the basic limitation
that it can distribute costs only among sick persons of different economic groups,
not among both the well and the sick. Furthermore, it places upon the physician
the responsibility for deciding the patient’s ability to pay — a task frequently dif-
ficult and often invidious for the physician’’.2 It is also said that the fee-for-ser-
vice method constitutes a barrier to preventive medicine because in the absence
of a real physical distress there is no compelling reason to seek the doctor’s ser-
vices. For many individuals and families, under the fee-for-service method, the
cost of medical care raises two major problems; namely, the high cost of illness
and the lack of care or delay in obtaining needed medical services. Needless to
say, this adversely affects their efficiency. In some cases, physicians stand
ready to offer free services, but charity can only mitigate the burden of sickness
costs; it provides no real remedy. ‘“The spirit of charity is not disparaged by ask-
ing to what extent the principle of charity is sufficient to deal with the problem of
sickness costs, which affects not only the destitute and those on the borderline of
poverty, but also families of all income groups except the well-to-do.””*

It is estimated that 20 to 25 per cent of all active physicians in Canada are
mainly remunerated on a salary basis although in addition to salary they may have
also an opportunity to provide medical services on a fee-for-service basis. These
salaried physicians are engaged in public health and preventive medicine at all
levels of government service, in the armed forces, in industrial medicine, in hos-
pitals as pathologists, bacteriologists, biochemists, radiologists or administrative
posts, in research and teaching, in sanatoria, in rehabilitation centres or in medical

L Ibid
2 Ibid., p. 26.

3 Ibid, p. 25.
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group practice. The salary is fixed on the basis of qualification, experience, age
and ability. As a rule the salaries of physicians are lower than the professional
incomes of independent practitioners because of the latter’s large capital invest-
ment in building and equipment and the expenses of building up a practice. On the
other hand, salaried physicians have certain advantages which are not reflected

in their salaries, such as paid vacations, sick leave, insurance and pension bene-
fits and periodic educational leave. The salary system of remunerating doctors may
be said to promote high standards of medical care because by ensuring a predic-
table income the physician concentrates on the continuity of high quality medical
care.

c. Average Total Net Income of Active Civilian Physicians

The effective response rate of active civilian physicians to the Question-
naire on the Economics of Medical Practice with respect to their earnings is shown
in Table 6-2.

A breakdown of reporting physicians between those in group medical prac-
tice and those not in group medical practice is made because the major part of the
subsequent analysis of doctors’ earnings is confined to those not in group prac-
tice. The survey data may be considered as fairly representative since the percen-
tage distribution of respondents, by province, for both the total number of physi-
cians and for those not in group practice is within a narrow percentage matgin in
agreement with the actual distribution of medical manpower in Canada by pro-
vince. The res<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>