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INTRODUCTION

In a field as dynamic as health services in which new discoveries are almost

commonplace, forecasts must be tentative . Nevertheless, planning is an es-
sential element in the effective provision of health services and in the budget-

ing for the capital and operating costs of the vast industry serving health
needs. The administrators and planners need projections . Possible obsoles-
cence has to be reduced to a minimum by basing planning on the latest:

knowledge of existing and likely patterns, as well as by continual review-
and evaluation of the existing programmes. To wait for definitive answers

to all existing problems, however, would mean the loss of the benefits to,
be derived from existing knowledge. Because tuberculosis sanatoria or mental

hospitals are obsolete today, does not mean they should not have been built
in the first place : without them progress could not have been achieved . .

Every new hospital begins to become obsolescent the day it opens its doors .

This is unavoidable and it is part of the price of progress in all fields where~
technological advance plays a role . In some cases obsolescence can be-

forestalled ; for instance, the buildings of a new mental institution can be:
designed in such a way that they can be used for other institutional purposes .

when they become an outmoded means of accommodating patients .

Any assessment of what the future holds for the major elements .
that make up the health services complex-the personnel, the facilities .
the financing, and the manner in which these elements are organized must
take account of four factors which are related to social change in general, .
and changes in the health services complex in particular . These have been.
discussed in Chapters 4 and 11, but they are briefly mentioned here in order
to reiterate their importance in the development of health services .

The first of these is population change in terms of size, age structure„
mobility and rural to urban movement. With an annual net immigrations
inflow of 50,000 we expect the Canadian population to reach 35 .1 million.
by 1991 . By that year we expect that the number of children under fifteem
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years of age will almost double, while the number of people aged sixty and
over will more than double .' The mobility of our population is illustrated
in Chapter 4 where we indicate that between 1948 and 1961 of all families
receiving family allowances there was an increase from over 19 per cent to
more than 26 per cent in families moving from one residence to another .
There is little doubt that this trend will continue . Rural to urban movement
shows significant changes ; in 1901, 37 per cent of Canadians lived in urban
areas, but in 1961 the proportion was 70 per cent .

The second important factor affecting changes in the health services
complex is the rate of technical discovery and development . The technical
application of old and new knowledge requires a skilled labour force . New
skills and professions are based upon technical developments, and as these
developments increase at an accelerating rate there is a proliferation of new
skills and professional specialties .

The third factor promoting change is the increasing demand for
services rather than material goods . Many of the new skills provide services .
With the emergence of these additional services the demand for them grows .
As a society becomes affluent the demand for services increases so that as
incomes rise individuals increase their consumption of services such as
entertainment, travel, education, and health care . This is a reflection of the
demand for a higher and more diversified standard of living .

The role which the government plays in the operation of modem
industrial societies is the fourth factor which must be taken into account
when assessing past and future changes in society. As industrial societies
become more complex citizens turn to their governments for increased activi-
ties in the economic sphere and attempts to provide increased opportunities
for health and happiness for all individuals.

Keeping these four factors in mind we will assess the possibilities of

supplying Canadians with the "best possible health care" by examining the
trends in the supply of personnel and facilities, methods of organizing

health care, and of financing it . This chapter examines the future supply

of physicians, dentists and dental auxiliaries, and nursing personnel . The

analysis of the future supply of pharmacists, and other health personnel will
be undertaken in Volume II of this Report . Chapter 14 deals with certain

developments in health facilities and their future supply. Developments in the
organization of home care and rehabilitation services are analyzed in Chapter

15 . The problems associated with the present and future supply, distribution

cost and prices of drugs are examined in Chapters 16 and 17 . One of the most

significant problems facing the Commission is the problem of prepayment of
health services and this is dealt with in Chapter 18 .

1 See Table 4-4.
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How Many New Physicians ?

We have noted in Chapter 7 that the number of active physicians
at any point in time is determined by the balance between the inflow of
medical personnel consisting of those graduating from medical schools,
immigrant physicians, and those re-entering the profession after a period of
temporary withdrawal from active practice, and the outflow which includes
physicians who emigrate, retire or die . Estimates * of the future supply of
physicians based on the balance among these factors, however, can overlook
certain vital features of future supply . For example, what will be the effect
of technological change? Will it enable physicians to care for more patients?
This can be expected if group practice develops and greater use is made of
paramedical personnel . Some technological developments such as open heart
surgery, may be of the opposite kind or what the economist calls "labour
intensive". These require physicians to undertake procedures which could
not be done before these developments were introduced or which were done
by fewer physicians .

Can we expect the present rate of technological development in
health care to continue? For example, in recent years, advances in drug
therapy have enabled physicians to treat more patients more effectively . Can

we expect a continuation of a trend such as this? Will the continuation of
developments such as these offset the greater demands for health care which
will arise as a consequence of population increase and rising expectations?
Our inability to answer these questions in depth leaves us with the necessity
of using a somewhat crude indicator, namely, the population-physician ratio
(or another criterion which is the reciprocal of it, the number of physicians
per 100,000 population). We realize that this ratio suffers from the inade-
quacies we have mentioned in Chapter 7, but it serves to indicate broad
trends .

Table 13-1 shows the likely number of physicians that will be
available between 1961 and 1991 on the basis of the maximum possible
output of existing Canadian medical schools and 1'universite de Sherbrooke

which plans to enrol its first medical students in the academic year 1967-68 .
The population-physician ratio will probably improve slightly during the

period 1961 to 1971 from 856 .6 to 852.9. After 1971, however, it will
deteriorate unless expansion of educational facilities takes place . This is due

to the fact that the population will continue to increase, the medical schools
will have attained their maximum output with present facilities, and a decline

in the number of immigrant physicians from 400 to 250 annually has been

postulated after 1971 .

74563-35
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TABLE 13-1 ESTIMATED SUPPLY OF PHYSICIANS AND CONSEQUENT
POPULATION-PHYSICIAN RATIOS, CANADA, QUINQUENNIALLY, 1961-199 1

Year

Estimated Number
of Physicians

Assuming Present
Trends in Output*

Population-Physician
Ratio• •

1961 . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .
1966 . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . .
1971 . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . .. . . . . .
1976 . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . .
1981 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . .. . ... . . . . . . . . . . . . . . . .. . .
1986 . . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . .
1991 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . ... . . . . . . . . . . . . . . . . . . .

21,290}
23,708
26,486
28,730
30,702
32,191
33,417

856.6
856 .1
852.9
878 .3
920.0
980 .0

1,050 . 6

*Based on expected output of medical schools without major expansion (except 1'universit6
de Sherbrooke which is included) in terms of resident Canadians admitted to intern year (total
number less 10 per cent) ; 400 immigrant physicians to 1971, 300 to 1981 and 250 to 1991, and a
composite attrition rate of 3 per cent applied annually .

"Population estimates based on a net immigration of 50,000 per year .
tDominion Bureau of Statistics, Census of Canada, 1961, Vol. III, Part 1, Ottawa : Queen's

Printer, 1963, Table 6 .

SouxcE : Judek S ., Medical Manpower in Canada, a study prepared for the Royal Commis-

sion on Health Services, Ottawa : Queen's Printer, 1964, and MacFarlane, J . A . eta!., Medical Edu-

cation in Canada, a study prepared for the Royal Commission on Health Services, Ottawa : Queen's

Printer, 1964.

The relationship between the output of physicians and the main-
tenance or improvement of the population-physician ratio is shown in Table

13-2 . Column (1) gives the number of physicians available if no additional

medical school facilities are built . This column is the same as Column (1) of

Table 13-1 . Column (2) shows the number of physicians required in order
to maintain the 1961 population-physician ratio of 857 . Column (3) shows

a surplus or deficit . Column (4) provides an estimate of the number of
physicians needed to improve the population-physician ratio at the same

rate at which it improved during the previous decade . The estimates suggest

that there will be a shortage in 1991 of 7,547 physicians on the basis of the
assumption in Column (2) and a shortage of 19,375 physicians on the basis

of the assumption in Column (4) .
These two sizeable deficits indicate that the problem of providing

sufficient medical school facilities to supply Canadians with the present or
an improved level of medical services requires immediate attention, but

which of the two assumptions on which these estimated deficits are based is
the more realistic? We believe that the maintenance of the 1961 population-
physician ratio is a more realistic goal than attempting to continue the rate

of improvement in the ratio occurring between 1951 and 1961 . Therefore,

our minimum requirements will be an additional 7,547 physicians by 1991 .
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An important factor in the rate of improvement in that decade was
the continued high level of immigration of physicians, an average of 461

each year . Without these immigrant physicians our population-physician

ratio would have deteriorated . The question before us is : Will other coun-

tries continue to provide a large part of our requirements for physicians in
the future? This is unlikely in the long run, although reports of the

number of immigrant physicians entering Canada since 1961 indicate that
a high level of immigration is continuing . In the short run until 1971,

therefore, there is a strong possibility that the level may continue at about

400 immigrant physicians annually . In subsequent years the number will

probably decline. Assuming that this rate of inflow continues until 1971,
to what extent can our present medical school facilities be expanded, and
how quickly can new medical schools be built to provide the required

number of physicians?
The deans of the twelve existing Canadian medical schools have

indicated, and our evidence supports their assertion that the present student
intake could be increased by about 15 per cent from 1,000 in 1961-62 to

1,147 in 1965-66 .' Allowing for a student attrition rate of ten percent for the

four years of medical school training this should yield 1,032 admissions to

the intern year 1969-70 . A further loss of 10 per cent when non-residents

return to their own countries would leave 929 physicians to be added to the

medical manpower of the country . In order to further expand our supply of

physicians, facilities of existing medical schools must be expanded to enrol 82

additional first-year Canadian students annually, commencing in 1966-67, in

addition to any new places allocated to foreign students . Allowing for the 10

per cent undergraduate attrition rate, this should yield 75 additional physicians

annually commencing in 1970. Subsequent to graduation, the physician-

population would be decreased by an annual attrition rate of 3 per cent due

to emigration, retirement and death .

In order to further increase our supply of physicians we conclude

that four new medical schools must be built by 1971-72, and a fifth

shortly thereafter. The four new schools should each admit 48 students

in their first year of operation, and 64 in their second year . Allowing for the

student attrition rate of 10 per cent and the subsequent 10 per cent loss

for the non-residents, intake of the 48 students would yield 39, and the
intake of 64 students would yield 52 in the respective final year .

To meet later requirements existing schools must be expanded and
new ones constructed to increase enrolment by 32 additional students in
1972-73, 64 students in 1973-74, 96 students in 1974-75 and so on. In

1 MacFarlane, J . A., et al., Medical Education in Canada, a study prepared for the

Royal Commission on Health Services, Ottawa : Queen's Printer, 1964, Chapter 11 .
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other words, there must be an annual increment of 32 students each year
commencing 1972-73 .

The method of increasing our supply of physicians in order to main-
tain the 1961 population-physician ratio is set out in Table 13-3. This
table also provides an estimate of the increase in the numbers of physicians
if new medical facilities are built and existing faci lities expanded as de-
scribed above, while Table 13-4 indicates the manner in which these changes
affect the total number of first-year students . The improvement in the
population-physician ratio as a consequence of the implementation of our
recommendations is evident . With existing trends in output of medical
schools, the population-physician ratio improves until 1971 when it begins
to worsen, whereas with the expansion of educational facilities the ratio
continues to improve until 1986 . If the present ratio is to be maintained
after that date, additional medical schools will have to be built, or existing
schools enlarged further, at the latest by 1982 . 1

Estimates such as the foregoing are approximate and must be
reassessed periodica lly in the light of developing circumst ances, but they
make clear that Canada cannot afford to waste time in laying the foundation
for an increasing supply of domestica lly trained physicians . Since the
planning and building of a new medical school require between eight to

ten years, the planning for the first of four additional medical schools should
be unde rtaken forthwith, and for the fifth within the next two years .2 The
most impo rtant aspect of this planning is the provision of an adequate
number of suitably qualified teaching staff .

Faculty Requirements

Standards for the measurement of faculty requirements of Canadian
medical schools are noticeable by their absence . Averages of the 12 Canadian
medical schools are sometimes used for this purpose, but since the problems
affecting the medical schools in different regions of the country are dis-

similar in some respects, such averages are of limited value . Standards
regarding the staffing policy of medical schools have been published by a
United States' study group as shown in Table 13-5 . 1

Two sizes of medical school are considered consisting of first-year
classes of 64 and 96 students respectively . Since most faculties in the smaller
Canadian medical schools have substantial and increasing teaching responsi-
bilities for non-medical students, the level of 35 full-time basic science
teachers for schools with first-year classes of 64 students is iinadequate for
Canadian medical schools of this size . Further, in the discussion of the

1 For a more detailed discussion of the methods used in these estimates, see MacFarlane,
J . A ., et al ., op . cit., Chapter 11 .

' We suggest locations for these five medical schools in Chapter 2 ; Recommendation 141 .
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estimated future student enrolment required to provide the number of
physicians needed to maintain the population-physician ratio of 857 in
future quinquennia, we indicated that the present 12 Canadian medical
schools would need to increase their enrolment . This would place an addi-

tional strain on the small as well as the large schools . In fact, with the

additional enrolment the smaller schools with an average intake of 68
students would approach half-way towards the 96 average . According to

MacFarlane, therefore, in the small Canadian schools which he designates as
Group A, in Table 13-6, an average of 40 basic science teachers is regarded

as minimal .' Table 13-5 indicates that small schools with first-year classes of
64 students, 60 full-time teachers are required in clinical departments (exclud-

ing Pathology, but including Preventive Medicine) . MacFarlane suggests that

in Canada this figure is higher than necessary .

"We are committed to the principle of a substantial core of either strict
or geographic full-time teachers in the clinical subjects ; at the same time
we would use a larger number of part-time teachers than is the goal in
many American schools. An increase from the 1961/62 average of 28 .1
to 45 clinical full-time teachers is postulated to meet the needs of the
immediate future ." '

Table 13-6 sets out the estimate of full-time teachers required in the
existing and new Canadian medical schools for the period 1964-71 . 3

The larger medical schools Laval, Montreal, McGill and Toronto,

which are designated as Group B in Table 13-6 had an average of 136

students in the first year in 1963-64 .4 MacFarlane suggests that the 50 basic

science teachers for a school of 96 students indicated by United States

authorities and noted in Table 13-5 are inadequate for these larger Canadian
medical schools . Their number should be increased at least to 60 . 5 The 85

full-time clinical teachers suggested as adequate for schools of 96 students by
the United States authorities were considered by MacFarlane to be adequate . e

The new schools required to meet our estimates of the future require-

ments for physicians should be built to accommodate a class of 64 with the

possibility of future expansion . For these schools MacFarlane suggests as a

beginning, 32 basic science teachers and 35 full-time clinical teachers . 7

These new faculty posts total 770 of which 282 are in the basic
sciences and 488 in the clinical division. In other words, each year over the

' MacFarlane, J . A ., et al., op . cit., Chapter 12 .

° Ibid .
"Additional staff will be necessary for the fifth medical school which will be required in

the early nineteen-seventies .
' Ibid .

Ibid.
° Ibid .
7 I bid.
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TABLE 13-5 ASSUMED FACULTY, GRADUATE STUDENTS, AND
POST-DOCTORAL FELLOWS FOR A 4-YEAR MEDICAL SCHOO L

Type of Position and Department

Full-time faculty :
School total . . . . . . . . . . . . .. . . . . . . . .. .. . . . . . . . . . . . . .. .. . . . . . . . . . . . .. . . . . . . . . . . . . . . ..

Basic science departments . . . . . . . ... . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . ..

Anatomy. . . . . . . .. . . . . .. .. . . . . . . . . .. ... . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . ..
Biochemistry . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . . . . . . .. ... . . . . . . . . . . . . . . ..
Physiology . . . . . . . . . . . . . .. . . . . . . . . . . ... . . . . . . . . . . . .. . . . . . . . . . . .. . .. . . . . . . . . . . . . . . ..
Microbiology . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . . . . . ..
Pathology. . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . . . . .. . .. . . . . . . . . . . . ..
Pharmacology. . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . .. . .. . . . . . . . . . . .. . .. . . . . . . . . . . . ..

Clinical science departments . . . . . . . .. . .. . . . . . . . . .. . .. . . . . . . . . . . .. . .. . . . . . . . . . .

Medicine. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . . ... .. . . . . . . . . . . ..... . . . . . . . . . .
Surgery. . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . .. . .. . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . .
Pediatrics . . . .. ... . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . .. . .. . . . . . . . . . . .. . .. . . . . . . . . . .
Obstetrics . . . .. . .. . . . . . . . . . . . .. . . . . . . . . . . ..... . . . . . . . . .. . .. . . . . . . . . . . .. . .. . . . . . . . . . .
Psychiatry. . .. . . . . . . . . . . . . . .. . . . . . . . . . . .. ... . . . . . . . . .. . .. . . . . . . . . . . . . . .. . . . . . . . . . .
Radiology. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . . . .
Preventive medicine . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . . . . ..... . . . . . . .

Graduate students and postdoctoral fellow : School total . .

Basic science departments . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . ... .. . . . . . . . . . . .. ... . . . .

Anatomy. . . . . . . . . . . . .. . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . ... .. . . . . . . . . . . .. ... . . . .
Biochemistry . . . . . . .. . . . . . . . . . .. .. . . . . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . . . . . . .. . .. . . . .
Physiology . . . . . . . . . . .. . . . . . . . . . . . .. . . . . . . . . . . .. ... . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . .
Microbiology . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. ... . . . . . . . . . . . .. .. . . . . . . . . . . . .. . . . .
Pathology . . . . . . . . . . . . . . . . . . . . . . . ... . . . . . . . . . . . . .. . . . . . . . . . . . .... . . . . . . . . . . . ... . . .
Pharmacology. .. . . . . .. . . . . . . . . .... . . . . . . . . . . ... . . . . . . . . . . . .. .. . . . . . . . . . . . ..... .

Clinical science departments . . . . ... . . . . . . . . . ..... . . . . . . . . . . . .. . . . . . . . . . . . .... .

Medicine. . . . . . . . . . . . . . . ... .. . . . . . . . . .. .. . . . . . . . . . .. .. . . . . . . . . . . . .. .. . . . . . . . . . . . .. .
Surgery. . . . . . . .. . . . . . . . . . . .... . . . . . . . . . .. . .. . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . . . . .. .
Pediatrics . . . . . . . . . . . . . . . .. .. . . . . . . . . . .... . . . . . . . . . . . .. . . . . . . . . . . . .... . . . . . . . . . . . .. .
Obstetrics . . . .. . . . . . . . . . . .... . . . . . . . . . .. . .. . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . . . . .. .
Psychiatry. . . . :. . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . .. ... . . . . . . . . . . . .. . . . . . . . . . . .. .
Radiology. . .. . . . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . .. ... . . . . . . . . . . . .. .. . . . . . . . . . . .
Preventive medicine . .. . . . . . . . . . . . . . .. . . . . . . . ... .. . . . . . . . . . . . ... .. . . . . . . . . . .

School A
(ente ri ng class
of 64 students)

95

3 5

60

18
15
5
3
10
5
4

70

40

7
10

6
6
6
5

30•

53 1

School B
(entering class
of 96 students)

13 5

50

10
9
8
7
9
7

8 5

25
2 1

8
4

14
7
6

9 5

5 5

10
14
8
8
8
7

40•

11
7
4
1

10
4
3

'Does not include house staff for hospital .
SovxcE : U .S. Public Health Service, Medical School Facilitles-Planning Considerations.

Publication No. 874, Washington, D.C. : United States Government Printing Office, 1961 . Prepared
by the joint efforts of the U .S . Public Health Service and the Ad Hoc Committee on Medical School
Architecture of the Executive Council of the Association of American Medical Colleges and the
Council on Medical Education and Hospitals of the American Medical Association . (Appendix A .)

next seven years Canadian universities must obtain an average of 40 new
basic science teachers and 70 full-time clinical teachers as well as replace-
ments for the present faculty who may emigrate, retire or die .

74563-38
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TABLE 13-6 ESTIMATE OF ADDITIONAL FULL-TIME TEACHING POSTS
REQUIRED IN TWELVE EXISTING AND IN FIVE NEW MEDICAL SCHOOLS

IN CANADA, 1964-7 1

Present faculty supply and norms for expansion are arranged according to academic division and
class size .

Group A : 8 schools, average class 67 .5, range 48-92 .•
Group B : 4 schools, average class 136, range 119-162.

New schools : in this table Sherbrooke is classified as a new school .
One school to open each year from 1967-68 .

Numbers of Faculty

Academic Divisions and Projection Categories

Basic Medical Sciences
Total faculty posts in 1961-62 . . . . . . ... . . . . . . . . . . . .. . . . . . .

Average per school . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . .
Range. . . . .. . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . . . .. . . . . . . . . . . . . . . .. . . . . . .

PHS-AMA-AAMC proposal. . . . . . . . . . . . . . . . . . . . .. . . . . . .
Norm adopted. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . .. . . . . . .
Deficit per school . . . . .. . . . . . . . . . . . .. . . . . . . . . .. .. . . . . . . . . . . . .. . . . . . .
No . of posts required in group . . . . . . . . . . . . . . . . . . .. . .. . . .

Clinical Division
Total faculty posts in 1961-62 . . . . .. . .. . . . . . . . . . . . . . . .. . .

Average per school . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .. . .
Range. . . . .. . . . . . . . . . . .. . . . . . . . . . . . .. .. . . . . . . . . .. . . . . . . . . . . . .. . .. . .

PHS-AMA-AAMC proposal . . . . . . . . . . . . . . . . . . . . . . . .. . .
Norm adopted . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . .. . . . . . . . . . . . . . . .. . .
Deficit per school . . . . . . . .. . . . . . . . . . . . .. . . . . . . . .. . . . . . . . . . . . . . . .. . .
No . of posts required in group. . . . . . . . . . . . . . . . . . . . . .. . .

Total new posts in basic scien ce and clinical
divisions . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . .. ..

Group A
(8 Schools )

273
34 . 1

26-47
35
40
5 .9

48

225
28 .1
14-53
60
45
16 . 9

135

Group B
(4 Schools)

166
41 . 5
26-60

60
18.5
74

162
40 .5
8-83
_••

85
44 .5
178

New
Schools (5)

35
32

160

60
35t

175

Total New
Faculty

Post s

282

48 8

77 0

*Based on 1963-64 registration . Earlier definitions of Groups A and B used data for 1961 -62,
when average enrolment was 60.4 and 128, respectively .

"The American study committees' proposals were for schools of 64 and 96 student class
size. For the latter, 50 basic science and 85 clinical teachers were suggested . (See Table 13-5 .)

tThis target of 35 is for only the first stage of the new school's evolution . In due course it
should rise to 40 or 45 .

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 .

This is a major task facing us because at the present time we cannot
find sufficient numbers of adequately trained facul ty members in Canada . In
1962-63 we depended for 40 per cent of our basic science posts on graduate
scientists from abroad . The opportunities for obtaining qua li fied clinical
teachers is somewhat more encouraging . In the seven-year pe riod 1954-60,
a total of 997 physicians and surgeons gained fe llowship in the Royal College
of Physici ans and Surgeons of Canada, and 2,707 were certificated by that
body for specialty practice .' It should be possible to find 488 full-tim e

lIbid., Chapter 9.
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teachers in the future .' The chief problem will be that of protecting their
teaching and research responsibilities from excessive demands for clinical

service .

Conditions Necessary for Establishing New Medical School s

Since the expansion of the supply of physicians to meet the increased
demand for medical care requires the building of at least four new medical
schools before 1971 and a fifth one, shortly thereafter, what principles should
guide those responsible for their planning and construction? In Chapter 7 we

referred to the emergence in recent years, at the University of British
Columbia and 1'universite Laval of the health sciences centre in which
adequate teaching and research facilities are available to provide a co-
ordinated educational programme not only for the physician, but for his other

professional and auxiliary colleagues as well . MacFarlane states the goals of

such a centre should be :

1 . to produce its share of the health personnel needed ;

2. to ensure adequate continuing educational opportunities for both
professional and auxiliary personnel ;

3 . to establish models of health care of high standard for its con-
stituent region ;

4. to conduct research of appropriate substance and diversity, not only
to advance knowledge in the fields of science essential to medicine

but also to evaluate (a) its own educational operations, (b) the
health needs of the community, and (c) the quality of the care

being rendered . 2

The decision to establish a new medical centre in a particular region
of the country whether it be a health science centre or the traditional medical
school should be based on a thorough study of the region's require-
ments for the various types of health personnel, and "of standards to be
elevated and of new programmes to be instituted" .3 Having made such a

decision what are the conditions which must prevail to assure that the new
institution attains the above goals? 4

University Auspices-Any new medical centre must be under uni-
versity auspices in the same city, for only in the university can there be
developed the close relationship between teaching and research so vita l

' Chapter 2, Recommendation 149 .
2 Ibid ., Chapter 12 .
"Ibid .
'The following discussion of the conditions necessary for the estab lishment of new

medical schools is described in more detail in ibid, Chapter 12.

74563-363
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to modern medicine . As medicine advances, the co-operative team approach
to health problems, requiring the skills of physicians, dentists, nurses,
pharmacists, clinical psychologists, laboratory and other technologists, and
others, will become increasingly important .

"Academics whose collaboration is now being sought include the new
brands of molecular biologist and geneticist, histochemist, biophysicist and
electronics engineer, the social scientist specializing in health matters, the
systems analyst, the experts in public administration and in community
development and the research worker in education itself . Even teachers in
the humanities have been pressed into service in several American uni-
versities because of new programmes calling for their help in seminars
for medical students and faculty. In short, more than ever before, good
medicine in its broadest sense depends upon the diversified scholarship of
the modern university ." 1

Community Participation in Planning-The co-operation of the com-
munity in which the new centre is to be located is important to its success .
The citizens of the community should understand the need for the centre,
the benefits which its location there will provide, and be ready to participate
as patients in the teaching process . The community leaders should be aware
of the costs of the venture and the other possible difficulties involved .

Government Support-The establishment of a modem medical centre
is such an expensive undertaking that it requires substantial capital and
operating funds. Just as important is government understanding of the
implications of scientific developments for modern medical education. Gov-
ernment financial support should be specified in terms of ten teaching hospital
beds under full university control for each final year student plus service
for out-patients .

Educational Resources-A sufficient number of qualified secondary
school students should be available, of which an appropriate proportion
should come from rural areas . Our studies suggest that since there is a
tendency for medical graduates to return to their home communities, by
providing an appropriate proportion of students from rural areas, these areas
would be assured of an improved supply . 2

An adequate number of qualified and experienced faculty in the
related physical, biological and social sciences would assure the intellectual
climate which promotes an experimental approach to both old and new
problems . While the criteria required to measure the academic strength of
faculty are available in terms of a graduate degree programme in the physical,
biological and social sciences, no such criteria are on hand to indicate the
quality of the experimental viewpoint so necessary for a successful medical

llbid, Chapter 12.
' Judek, S ., op . cit ., Chapter 1 .
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centre. But, if an undergraduate teaching agenda "in a basic science subject
has not changed substantially in 10 years it is unlikely to be suitable for
the preparation of professional workers destined to cope with a changing
scientific base for the rest of their lives" . '

Support of Related Professional Bodies-The university should be
concerned directly with a small segment of the community's medical care .
The family care teaching and research unit of the medical centre provides
a valuable experience for the medical student. This requires the under-
standing and co-operation of the practising physicians in the community .
Co-operation between the medical centre and the related professional bodies
would also serve to further the aims of the continuing medical education
programme of the centre .

Teaching Hospital Facilities-A vital part of any new medical centre
is a teaching hospital which is under strict university control. Today Canada
has several hospitals that could be called integrated teaching hospitals . In
most cases teaching arrangements are made with affiliated and associated
hospitals .

The School of Basic Medical Science

In order to expand our resources rapidly, there is a strong case for
some universities, not now large enough to justify a full four-year medical
school, to consider establishing a two-year basic medical science school .
The most recent experience with this type of school was at the University
of Saskatchewan which between 1925-55 operated its "Two Year Medical
School", establishing the full four-year programme in 1956 . After two years
in the Faculty of Arts and Science the student entered the School of Medical'
Science. Following this two-year programme a further two clinical years
were taken at another university offering the full course . Although there are
arguments against the two-year school, the importance of increasing the
supply of physicians warrants further consideration of this type of pro-

gramme.2 MacFarlane quotes Tenney to support this view . 3

"In recent years the spectre of a serious shortage of physicians has induced
a number of States to consider the two-year school as partial solution .
They have noted that openings in the clinical years exceed the output of
students prepared in the years devoted to basic science . This is due partly
to attrition from failure at examinations, or from change of interest dur-
ing the first two years of the medical course, and partly due to the
comparative abundance of opportunities for clinical teaching . It might b e

' MacFarlane, J . A ., et al ., op . cit., Chapter 12 .
' Chapter 2, Recommendation 174.
' Tenney, S . M., quoted in Medical Education and Research Needs in Ma ryland, Balti-

more, Maryland State Planning Commission, 1962, p . 45, as quoted in ibid .
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corrected by increasing the admission to the pre-clinical years, made pos-
sible by the provision of more facilities for laboratory training . More
important, however, has been a fresh argument advanced on educational
grounds. This has sufficient merit in it to warrant discussion .

"Attention was directed in Chapters 2 and 3 to the efforts of certain
universities to integrate the basic "pre-medical" experience with study in
the specifically medical sciences . To the extent that this could be a con-
tinuum in the learning process, with the student gaining each year an
experience in greater depth in his subject, it would present clear advan-
tages in terms of educational quality. This would be still more the case
if much of the work were at the usual level of graduate studies . The
argument for the distinctive academic opportunities of the two-year
school has been put forward well in the case of Dartmouth . This institu-
tion has enjoyed an enviable reputation for the quality of both students
and instruction . Although linked with an excellent teaching hospital in
which second-year students are introduced to clinical subjects, Dartmouth
has resisted pressure to expand to a full four-year program . Its emphasis
on research has induced an increasing proportion of Dartmouth students
to move, after completing second-year medicine, into a Ph .D. course in
one of the basic sciences . As many as 25 per cent did this recently ; an
admirable pathway to medical science teaching."

In such a two-year programme : '

"'Graduate teaching in human biology . . .would become a living bridge
between the ever-expanding physical, chemical and social sciences and
the phenomenal demands of the medical and health services of the nation
and the world. The newer concepts of health and of medical research
and of professional education embrace philosophy, economics, anthro-
pology and mathematics in varying degrees . The creation of integrated
investigations and instruction in human biology would put added emphasis
on the development of broadly trained leaders for the next generation
of medical teachers and practitioners .""

The Problem of Recruitmen t

We have indicated that in order to make our estimates a reality,
an expansion of medical education facilities is vital . To ensure that these

facilities are fully used, it is equally important to attract a sufficient number

,of students into medicine . There has been a relative decline in medical

-student enrolment in Canada since 1953-54. This is shown in Table 13-7

which compares the enrolment of medical students with total university

-enrolment. While the number of medical students fluctuated around 3,500

.during the decade preceding 1960-61 their number per 100,000 population

,decreased from 25 .4 to 19.6 . In other words the enrolment of medical students

:failed to keep pace with our population increase .

' Rappleye, Willard C ., "Critique of Report on Medical Education", in Medical Educa-

tion and Research Needs in Maryland, Committee on Medical Care, Maryland State Planning

-:Co :nmicci on; Baltimore, January 1962, p. 106 .

'MacFarlane, J . A ., et al., op . cit ., Chapter 12.
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TABLE 13-7. MEDICAL STUDENT ENROLMENT AND TOTAL UNIVERSITY
STUDENT ENROLMENT PER 100,000 POPULATION, CANADA, 1947-4 8

TO 1960-6 1

ear

Medical Studen t
Enrolment*

Total University
Student Enrolment

Total Universit y
Student Enrolment

Minus Medical
Student Enrolment

Population
1
0
00

Number
Per

100,000 Number Per
100,000 Number

Per
100,00 0

1947-48 3,100 24.7 78,205 623 .1 75,105 598.4 12,55 1
1948-49 3,233 25 .2 74,797 583 .3 71,564 558 .1 12,82 3
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 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 3,651 23 .3 68,768 438 .0 65,117 414.8 15,698
1956-57 3,655 22.7 72,624 451 .6 68,969 428.9 16,08 1
1957-58 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

'Excludes pre-medical and post-graduate students .

SOURCE : Medical student enrolment has been computed from the Educational Issues of
the American Medical Association Journal . Total university student enrolment has been com-
puted from the files of Higher Education Section, Education Division, Dominion Bureau of
Statistics .

A significant barrier to the applicant is the high cost of medical
education . Table 13-8 shows that the average expenditure by medical
students in the year 1961-62 was exceeded only by dental students . About
one-half of our medical students have a total annual expenditure of $2,000
or more. Only one-tenth of the students in arts and science incur expendi-
tures of this magnitude . The average medical student spends about one-half
more than the average engineering student and about two-thirds more than
the average arts and science student .

Many of the briefs submitted to this Commission recommend financial
assistance to undergraduate medical students in order to increase the supply
of physicians in Canada . Opinions are divided on the question of whether this
assistance should be in the form of additional loan funds, or bursaries and
scholarships . Some expressed the view that the prospect of incurring sub-
stantial debts in order to study medicine restricts the number of recruits .

The Canadian Association of Medical Students and Interns has recom-
mended that "the Government of Canada make available to a central fund
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TABLE 13-8 MEDICAL AND OTHER STUDENTS' AVERAGE EXPENDITURE,
FOR REGIONS AND CANADA, 1961-1962

Faculty and Regio n

Medicine
East . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. .. . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Quebec . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .
Ontario . . . . .. . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
West. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Canada. . ... . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. .

Arts and Science . . . . . . . . . . ... . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. .

Education . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. .

Engineering . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .. . . .. .

Law. . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. .

Dentistry . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. .

Pharmacy . . . . . . . . . . . . . . . . . . . . . . . . . ... .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .

Average
Expenditure

$

2,606
2,205
2,272
2,162

2,246
1,352
1,415
1,553
2,050
2,465
1,550

SouxcE : Dominion Bureau of Statistics, University Student Expenditure and Income in Canada,
1961-62, Part II-Canadian Undergraduate Students, Ottawa : Queen's Printer, 1963, Table 35.

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".2 The Faculty of

Medicine, University of Alberta, suggested the following financial assistance

measures :

"(i) Freg 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 .

"(iii) 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 ."3

IThe Canadian Association of Medical Students and Interns, brief submitted to the
Royal Commission on Health Services, Ottawa, March 20, 1962, p . 2.

' The College of Medicine, University of Saskatchewan, brief submitted to the Royal
Commission on Health Services, Regina, January 25, 1962, p. 5 .

° The College of Physicians and Surgeons, Province of Alberta; The Canadian Medical
Association, Alberta Division, and The Faculty of Medicine, University of Alberta, Edmonton,
Alberta, brief submitted to the Royal Commission on Health Services, Edmonton, February 13,
1962, p. 60 .
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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 ;
"(c) that students with Grade C standing should be evaluated and sup-

ported in accordance with their individual situations ." '

Some provinces provide financial assistance to medical students .

This takes various forms depending on the province. For example, in New-

foundland an annual bursary is available for residents studying medicine ;

and in Saskatchewan the Medical Care Insurance Commission awards

scholarships and bursaries to medical students . 2
An important factor affecting the supply of recruits for the medical

profession is the length of time required to qualify as a physician. In its

brief to the Commission the Association of Canadian Medical Colleges noted
the suggestion that consideration be given to lengthening the medical school
term from an average of 32 weeks to 45 weeks, permitting the complete
undergraduate curriculum to be completed in three calendar years or that
the fourth year of the course be converted to a year of internship, thus

reducing the total period of graduate training by one year . 3

In the choice of an occupation or profession a major incentive is

income . Besides affecting recruitment into the medical profession, the level
of income has a direct bearing on the rate at which physicians retire from
practice and the rates of immigration and emigration of physicians . We

suggest that the large numbers of physicians immigrating to Canada, a total
of 445 in 1961, in part, was due to the prevailing income levels of

physicians . '
Most indicators show that an increasing financial incentive for Cana-

dian physicians has developed in recent years . A study of physicians'

average incomes, based on published and unpublished data5 reveals that
from 1957 to 1960 physicians' average net fee income (i .e ., gross fee income

less expenses of practice) increased by 19 .1 per cent from $12,708 t o

1 Faculty of Medicine, University of Toronto, brief submitted to the Royal Commission
on Health Services, Toronto, May 14, 1962, p . 6 . See also Judek, S ., Medical Manpower in

Canada, a study prepared for the Royal Commission on Health Services, Ottawa : Queen's

Printer, 1964, Chapter 3 .
'Chapter 2, Recommendation 144.
"The Association of Canadian Medical Colleges, brief submitted to the Royal Commis-

sion on Health Services, Toronto 1962, pp . 5 and 6 .
'See Chapter 7 .
'Estimates based on data supplied by the Taxation Division of the Department of

National Revenue and analysed by the Research and Statistics Division of the Department of
National Health and Welfare . The income data which follow are taken from this source.
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$15,130. The per capita personal income of all Canadians increased by

9 per cent during the same period .' While some technical reservations may
be made in comparing "real income" increases between physicians and all
occupations= such a comparison would indicate that physicians' purchasing
power increased by 13 per cent while that of all occupations increased by
less than 4 per cent .

Physicians' average expenses of practice relative to gross fee income
declined steadily from 38 .6 to 35 .9 per cent of the gross amount received
through fees . Accordingly, net fee income increased at a more rapid rate than
either gross fee income or expenses of practice . Average gross fee income
was reported to have increased from $20,701 in 1957 to $23,616 in 1960 or
by 14.1 per cent . Average expenses of practice grew over this period by 6 .2
per cent from $7,993 to $8,486.

Expenses of practice as a portion of gross professional income were
lower for physicians than for all professions . In 1959, while physicians ex-
penses represented 37 per cent of their gross fee income, the expenses of
all professions were 47 per cent of gross professional income . This differen-
tial existed in every province. The respective percentages that expenses rep-
resented of all professional income in 1960, were 36 per cent for physicians
and 46 for all professions .

Physicians' average net income from all sources led that of other pro-
fessions in 1960 and stood at $16,323 . Engineers and architects earned
$15,670; lawyers and notaries were third with $14,597 ; dentists averaged
$12,238 and stood in fourth place while accountants earned an average of
$11,446. Among these professions the average incomes of physicians and
dentists alone showed regular uninterrupted annual increases since 1953 ; the
other professions mentioned above showed decreases in at least some years .
This suggests that among the leading income earning occupations the incomes
of physicians and dentists are the least vulnerable to cyclical influences .

Physicians in rural areas showed the lowest net fee earnings through-
out the period from 1957 to 1960 ; the levels of earnings for consecutive
years were $11,889, $12,920 and $13,528 . During this period however, rural
physicians' fee incomes moved closer to the national average . In 1958 the
average level of rural net fee earnings stood at 84 per cent of the national
average. By 1960 it had increased to 88.6 per cent of the average earnings in
all areas .

The highest levels of average net fee earnings were consistently re-
corded in cities between 30,000 and 100,000 population . The figures for the
three years were : 1958-$16,439; 1959-$16,906; and 1960-$17,889 .

1 A direct comparison of these rates of change requires that one assume a steady relation-
ship between the average number of dependants of physicians and the average number of
dependants of persons in a ll occupations.

2 That is, current doll ar figures deflated by the consumer p rice index.
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The ratio of net fee to gross fee earnings was remarkably stable over

the three-year period . For each year rural physicians showed the lowest ratio
of net to gross fee income and physicians in cities of from 100,000 to 199,999

population showed the highest ratio . The gap between these ratios narrowed

only slightly. In 1958 rural net fee income was 58.9 per cent of gross fee

income while the corresponding percentage figure for physicians in 100,000
to 199,999 population areas was 69.7 per cent. By 1960, the respective figures

were 59 .3 per cent and 69.8 per cent.

It is generally accepted that medical care insurance coverage en-

courages the utilization of physicians' services . An interesting aspect of this

phenomenon is the relationship between physicians' fee income and the

extent of coverage by medical insurance programmes . In 1959 and 1960, the
only years for which studies were undertaken, for provinces in which the

proportions of the population covered by insurance or other prepaid arrange-
ments were above or below the national average of 52 .2 per cent in 1959 and

54.7 per cent in 1960, the gross professional fee earnings of physicians

tended correspondingly to be above or below the national average of earnings .

This relationship existed in all provinces except Alberta . In other words, as

forms of medical care insurance cover an increasingly larger proportion of

the population in each province, the incomes of physicians tend to increase .

This should provide an incentive to those considering the medical profession

as a possible career. '

Method of Remunerating the Physicia n

In discussing the supply of physicians we have dealt with the income

of the profession as a necessary incentive for qualified young men and

women to enter the profession, to continue to practise in Canada, and to
maintain and improve the standard of care they provide . Although our hear-

ings have produced widely differing views on many aspects of the organiza-

tion of medical care and its financing, there is unanimous agreement on the

point of the amount of remuneration . It must be commensurate with the time
and money spent on education, with the physician's responsibility, his con-

tribution to society, and his needs for continuing study .

As to method of remuneration there is no such unanimity . The pro-

fessional organizations of physicians and dentists advocate the fee-for-service

principle .2 The Canadian Medical Association concedes that the amount o f

3 For estimates of what increases in incomes physicians may expect assuming the intro-
duction of a comprehensive medical care programme in Canada, see Chapter 20 .

' The Canadian Medical Association, brief submited to the Royal Commission on Health
Services, Toronto 1962, pp . 79-81 ; Canadian Dental Association, brief . submitted to the .Royal

Commission on Health Services, Ottawa, 1962, p . 43 .
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remuneration under a medical plan is negotiable, but reserves the right to
determine the method of payment to the physician through their organization .'
Labour groups favour the salary method2 of paying physicians under a medical
care plan.3 The lines between producers and consumers of services are not
clearly drawn, however, in regard to this subject . On the consumer side, for
instance, the Saskatchewan Farmers Union recommends recognition of the
"fee-for-service" principle where practical.4 On the other hand, among the
professions, advocating fee-for-service there are those who are willing to

accept salaried positions,5 those in practices where a fixed salary is guaranteed
as inducement payment," and those in some group practices .'

Other countries have experimented with different systems such as
capitation and reimbursement . Capitation is a form of flat-rate payment

whereby individuals or families register with the physician of choice who
is paid an agreed-upon sum per annum from the fund of every person who

has selected him. These potential patients are his "list"; some of them he
may rarely, if ever, see, and others he will attend frequently .8 Reimbursement
is a form of fee-for-service payment system used in such countries as Sweden,

Australia, and France, in which the patient pays the physician in the first
instance and recovers some predetermined percentage of the fee from the
insurance agency. The fee charged by the physician may or may not have to
conform to an agreed-upon schedule. This method resembles the indemnity
system used in commercial insurance .

Each method has its advantages and disadvantages in a particular
setting . Two very substantial studies of this subject have recently been under-

'The Canadian Medical Association, op . cit ., p . 80 .
' Ease and lower cost of administration is often cited, though not as the chief argument,

in favour of salary payment under a medical care plan . Looking at it purely from the administra-
tive viewpoint, however, it should be remembered that a system of records-for-service would
have to be kept in order to obtain the data necessary to evaluate health conditions and patterns
of service .

8 Canadian Labour Congress, brief submitted to the Royal Commission on Health Serv-
ices, Toronto, 1962, pp . 6 and 18 .

' Saskatchewan Farmers Union, brief submitted to the Royal Commission on Health
Services, Regina, 1962, p . 4.

' Public health, administration, research, teaching, industrial health, the Armed Forces.
"Physicians employed in certain outlying communities in Newfoundland .
' Boan, J . A., Group Practice in Canada, a study prepared for the Royal Commission on

Health Services, Ottawa : Queen's Printer, 1964 .
8 This method has become accepted in Britain, for instance, to such an extent that the

British Medical Association did not even raise the question of the method of paying the family
physician before the Royal Commission on Doctors' and Dentists' Remuneration which reported
in 1960 (see Abel-Smith, B., "Paying the Family Doctor", Medical Care, Jan : March 1963,
Vol. 1, No. 1, p . 31) . In Canada, however, this system has little support nor would it be
applicable here without major modification because of the entirely different relationship between
general practitioner and specialist. The so-called sessional indemnity is in fact a type of part-
time salary for short-term (e.g., day or half-day) sessions a physician may devote to the work
for certain agencies .
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taken . We note that neither author is prepared to recommend changes in the

existing system either as a result of their studies in the United States' or
Britain .2

A similar approach has been taken by the Advisory Planning Com-
mittee on Medical Care to the Government of Saskatchewan, which con-
cluded: "that this is a very involved and difficult subject" and therefore feels

that it is appropriate at this time to confine itself to a recommendation of a
general nature. The Committee recommended that the fee-for-service method
should be the basis of remuneration for the Saskatchewan Medical Service

Insurance Plan and that other methods of remuneration be given continu-
ing study . 3

Having given careful consideration to the various methods advocated

for remunerating the physician we have concluded that the fee-for-service
principle is the basic one which should be used in Canada, while at the same
time recognizing that other methods are applicable in many situations .

However, having accepted the views of the medical professions in
the basic method of payment we cannot agree with the view presented to us
that there must be an intermediary paying agency between the administrative

agency and the professional practitioners . So long as negotiations are con-

ducted on behalf of practitioners by their professional associations, and
medical matters are under the control of professional committees, we are
confident that the independence of professions, the professional freedom of

their members, and the physician- or dentist-patient relationship will be
adequately safeguarded . This will be reinforced If the administering agency

is, as we recommend, an independent non-political commission representing
the professions on the one hand and "consumers" on the other, or if it is
an agency such as Manitoba Medical Services which the Government of

Manitoba suggested might be used as the official carrier augmented, by addi-
tional representation of the public, the health professions, and the Govern-

ment 4

It follows that the use of an intermediary between the physician and
the agency administering the programme is an unnecessary addition to
administrative costs paid by consumers .6

Glasser, W. A., The Compensation of Physicians, New York : Bureau of Applied Social
Research, (unpublished report, 1963) .

' Hogarth, J., The Payment of the General Practitioner, New York : MacMillan, 1963 .

' Advisory Planning Committee on Medical Care to the Government of Saskatchewan,
Interim Report 1961, Final Report 1962, Regina : Queen's Printer, 1962 pp. 72-73.

' The Government of Manitoba, brief submitted by the Honourable Duff Roblin on
behalf of the Government of Manitoba to the Royal Commission on Health Services, Winnipeg,
January 1962. See Recommendation (1)7 .

° On the basis of $5 .00 per contract per year for such an intermediary (as is now done
in Saskatchewan) this would involve an expenditure of about $30 million a year for all
Canada.
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Organization of Practice and the Supply of Physicians

In Chapter 7 we discussed the various forms of medical practice .
The manner in which practice is organized bears a direct relationship to the
ability of the physician to meet the demands for his services. There are
indications that physicians in group practice may be able to care for more

people than their colleagues in solo practice . Physicians in group practice can

employ technicians to relieve them of some technical, non-professional duties
and an office staff to take care of paperwork leaving them time to concentrate

on the practice of medicine. '

There are three factors involved in the provision of what we refer to
as medical services . They are: (1) the physicians, (2) technical and office
personnel, and (3) capital equipment . The division of labour among these
factors is evidently a matter of judgment but to a large extent it will depend
on the size of the producing unit (solo practice or group) . There is, no doubt,

an optimum or minimum size of a clinic group where the use of certain types
of auxiliary personnel or capital equipment becomes economically feasible .

But there are always additional types of these resources which can be added .

Moreover the size of the economically efficient group clinic will be determined

largely also by the population it serves .

Gains in productivity are available in group practice owing to

specialization and division of labour . However, it is not only personnel that

can be substituted for physicians in the provision of medical services : to
some extent increased use of capital may raise the productivity of the

physician . Where capital is complementary to non-medical personnel-for

example, a posting machine in the business office, dictaphones for writing
medical histories, or equipment for sterilizing instruments which the nurse

or nurse's aide will use-there will be substitution of capital for medical

time. In other cases, capital will be complementary to the physician since he

alone will use it . Where this applies one of two results might be expected;

either the physician's time is saved, or he will be enabled to perform services

in the office rather than in the hospital . However, even in the latter case, his

time might be saved if he is able to avoid trips to the hospital.

Group practice and medical clinics have been predominantly an

urban arrangement, but in recent years a number of rural groups have been

established . Spokesmen for the Ontario Association of Medical Clinics claim

this type of practice would raise the quality of care in rural communities .2

The desire to practise medicine with the utmost help from the type of equip-
ment and staff available puts a premium on a hospital-based practice or, i f

1 Boan, J. A., op . cit.
2 Transcript, op . cit., June 1, 1962, Vol. 65, p . 12296 .
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that is not possible, some sort of clinic or group possessing equipment

which a solo practitioner would have difficulty in acquiring . In addition to
the greater ease of establishing a group large enough to make the acquisi-
tion of equipment practical in an urban setting, the desire to be in a large
centre for professional reasons pulls many physicians to the city.

But a rural group also may have something to offer . Better office
facilities than could be afforded on a solo basis is one advantage . To this
must be added the increased likelihood of bringing specialists to the country .
In a group a specialist would find immediate employment, since the members

of the group would refer to him instead of sending patients to the nearest
urban centre . The professional stimulation and satisfaction of having one or
more specialists to consult would bring some of the advantages of the city
practice to the country .

For the patient the general level of care ought to be improved since
referrals would be easier, and the general tone of the practice would tend
to improve due to the influence of the more highly trained members ., For
the physician one advantage, besides many of those mentioned above, is
relief from isolation .

Dr. Clute found that isolation of the general practitioner-whether
located in an urban centre or not-may have serious consequences .

"The man who is isolated, lacking stimulation from his colleagues, must
depend upon his own enthusiasm and conscience to move him to keep up
to date . Furthermore, being isolated, he does not have the oppo rtunity
of comparing his own work with that of other physicians, so that, in
effect, the only standard that he has before him is that gained from read-
ing, if he does read, or from what he remembers of the teaching centres
during his years of training ." 2

One of the doctors in the sample of general practitioners studied by
Dr. Clute wondered "how he could take the time to investigate his patients'
complaints adequately and to do the reading that was necessary if he was
to keep up and yet make an adequate living . . . . At the time of our visit,
he persisted in maintaining the quality of his practice and keeping up his
reading, but his annual income was grossly inadequate-his hourly remun-
eration was considerably less than that demanded of us recently by a
twelve-year-old boy for lawn-cutting-and he had little or no time for his
family" .3

' For an account of how a group improved the quality of medical practice in a rural
area in the United States see Good, W. H., "Birth and Adolescence of a Rural Group",
Bulletin of the American Association of Medical Clinics, Vol . 6, No. 5, September 1957,
pp . 120-123 .

2 Clute, Kenneth F ., The General Practioner, Toronto : University of Toronto Press, 1963,
p. 461 .

' Ibid., p . 468 .
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So long as circumstances such as these depicted above obtain, rural
medicine is unattractive and the quality of care may suffer . However, techno-

logical developments today are such that great improvements in the condi-
tion of rural-based physicians could be made without great expense . For

one thing, the role that modern communications can play requires explora-

tion . By communications is meant much more than all-weather roads, tele-

phones, air travel, electronic devices of all kinds; the term includes also the

human element inherent in the creation of channels of communication
between individuals .

Where all-weather roads exist, the area that can be served by a
centralized complex of medical care has been greatly expanded . It is often
forgotten that if a rural patient is one hour from a medical centre he is
as close (in terms of travelling time) as many urban patients . But this means
that through improved organization of health services facilities, some quite
substantial services could be provided in strategically located centres . This
concept is illustrated in the private development in upstate New York of

the Rip Van Winkle Clinic . This clinic has been experimenting with the

creation of satellite, or area clinics which are integrated with the central

group practice . According to the medical director of the Rip Van Winkle

Clinic, this pattern of organization is growing rapidly, and it is a mecha-
nism which will do much to help solve the problem of a better distribution

of high quality care . '

The practice of establishing specialists in area clinics in small com-

munities, located only 20 to 30 miles from the central complex has been

criticized as being a wasteful use of specialist services . It would be a waste

if the size of the satellite community were so small that it could not make

full use of the specialist . For example, at the average rate of remuneration

for specialists believed to exist in Canada, it would have to cost about $60
a day to get the patients into the medical complex before it would be worth-

while taking the specialist to the small community . Since the cost of the

road has already been paid by the community, and since most people have

cars, the out-of-pocket costs and the loss of time from work would be the

only additional cost involved in taking the patient to the physician. It would

seem that a substantial number could be moved before the cost of bringing

the specialist to the community would be exceeded .

Another example of the manner in which specialist medical care
can be made available to rural areas is evident in the co-operative group
medical practice of the Hamiota Medical Group . This group of four
physicians, one of whom is a surgeon, serves an area with a population o f

1 Esselstyn, C. B., "The Next Ten Years in Medicine", New England Journal of Medicine,
VoI. 266, January 18, 1962, pp . 124-129 .
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about 11,000. They comprise the staff of the hospital in Hamiota but each

practitioner lives in a different town or village where his office is located . '

Where long distances are involved, an adaptation of the obstetrical
team device operative in Nova Scotia could be used. In this instance, a

roster of specialists is available on an emergency basis for any part of the
province to deal with an obstetrical complication which requires special

assistance that is not available locally .2 An imaginative programme of this

nature, by bringing highly qualified practitioners to out-lying communities
on an emergency basis, would greatly increase the number of people having
ready access to specialist services and reduce the fears of many residents of
rural areas that specialist services will not be obtainable when they are really

needed.

Today, with helicopters, hydroplanes, small passenger planes and
motor boats to complement the automobile as a means of transportation,
there would seem to be substantial opportunity to organize facilities for

medical care on a regional basis. Travel by airplane could be used to knit

together the regions, permitting a high degree of integration of health regions
with urban areas where the highly skilled specialists and teaching facilities

are to be found .

There is no question that the telephone and other means of com-
munication could be used more extensively for a great deal of consultation
of the type that occurs in the corridors of clinics .

To take full advantage of this technique, the cost of appropriate
installations, perhaps involving rental of medical direct lines, and similar

time-saving devices needs to be explored with respect to rural medical care .

Two-way radio and closed-circuit T .V. may eventually make possible a

new era in the technique of consultation for diagnosis, therapy and rehabilita-

tion in more remote rural areas .

One of the main advantages of developing and making increasing

use of communication devices would be to link the various communities

and by so doing bring health services to outlying areas which hitherto have

been the prerogative of the larger urban centres .

Whether group practice is the vehicle to bring about the kind of

changes envisaged above depends on how flexible this organizational device

turns out to be . It is self-evident that if group practice were to take up

the challenge, a good many physicians would have to broaden their concept

of the geographic boundaries of the typical clinic and the methods of its

operations .

1 Thorlakson, P . H . T., Provision of Medical Services Through Group Practice, brief
submitted to the Royal Commission on Health Services, Montreal, 1962.

1 Transcript, op . cit., October 30, 1961, Vol . 3, p. 420. Also Clute, op . cit ., p . 507 .
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The problems associated with bringing physician and patient together
in rural areas are greatly accentuated in our isolated and northern regions .
We have referred in Chapter 8 to the logistic problems involved in bringing
patient and health personnel together in these remote areas . These difficulties
can be overcome through the use of transportation and communication

methods similar to those we have suggested above for rural areas . Air
ambulance, by plane or helicopter, such as the Saskatchewan air ambulance
service referred to in Chapter 8, could be extended to carry patients to
physicians or vice versa . Two-way radio communication centres could be
installed in selected hospitals in settled areas to relay medical advice to
those needing it in isolated and northern regions . This would require that

all these nursing stations manned by a public health nurse, to which we
referred in Chapter 8, be equipped with battery generated two-way radio
transmitters which are easy to operate and guaranteed to function at least
eighteen months without change of battery such as those now in operation
in the Australian "outback ." The medicine chests which are now located
in isolated settlements should contain medical supplies properly labelled
which can be used with safety by laymen. The use of these methods would

provide the inhabitants of our isolated and northern regions with "the best
possible health care" in their circumstances .

Quality of Medical Care

The foregoing discussion has been essentially quantitative in that
we have dealt with estimates of the number of physicians required in future
decades, the monetary incentives for entering the profession, . and the

increased productivity of the physician which we believe will result with
an expansion of group practice . Of equal, if not more importance in such
a discussion is the quality of medical services provided by an expanded
supply of physicians . This is related on the one hand to technical advances
in medicine and their application to patient care, and on the other to the
responsibility of the physician to keep abreast of these developments and
apply them where necessary . The constant emphasis on the former tends to

give the impression that it is the most important aspect of medical care,
but unless the physician can assimilate these technical advances without
losing sight of the basic principles he has learned in medical school and
apply both in practice, their benefits will be lost to the patient . It is obvious
that "even if the student could accomplish the impossible and assimilate

the total fund of available knowledge in the four years at medical school he
would be rapidly out of date unless he continued to study and keep abreast

of new developments" .' How can we ensure that the busy physician is mad e

1 MacFarlane, J . A ., et al ., op. cit ., Chapter 9.
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aware of the rapid developments in medical knowledge and that his knowl-
edge of basic principles is maintained so that a high standard of medical
care is assured ?

Attempts to assess the quality of medical care are fraught with
methodological difficulties, but two significant developments have occurred

in this area in recent years . The Canadian Medical Association, the Cana-

dian Hospital Association, and the Royal College of Physicians and Surgeons
of Canada have co-operated in the establishment of the Canadian Council of
Hospital Accreditation . Before issuing a Certificate of Accreditation the
Council studies the quality of care in the hospital . In order that hospitals
may qualify for accreditation the medical staffs attempt to evaluate the

quality of medical care which they provide . To this end they may appoint

a number of committees, such as the following : '

Tissue Committee-which studies the tissues removed by surgeons
and quickly exposes the surgeon who frequently removed normal

tissues .

Medical Audit Committee-which reviews medical records, pre- and
post-operative diagnoses and other measures, and provides a stand-
ard method of evaluation of the medical care provided by physicians .
Medical Records Committee-which studies the quality of the phy-
sician's records of his patient and establishes an acceptable standard .

The Professional Activities Survey-a recent approach to an evalua-

tion of certain aspects of medical records, leading to a more sophisti-
cated appraisal of the quality of care provided in hospital .

Admission and Discharge Committee-which undertakes the respon-
sibility for an admission policy that must indicate admission priorities
for emergency, elective and chronic cases, and may include the peri-

odic review of length of hospital stay .

All of these devices have helped to evaluate the care of the patient in
hospital and have resulted in an improved standard of medical care, but the

quality of care provided by the physician in the home or the office is much
more difficult to assess . However, in the analysis of their operations some
prepaid medical care plans bring to light unusual practices on the part of
participating physicians . A significant step forward in attempts to assess the
quality of medical care provided by the general practitioner was undertaken

by Dr. K. Clute.= In this study which covered a sample of general practi-
tioners in Ontario and in Nova Scotia, he found that :

. . both in Ontario and in Nova Scotia, much excellent work is being
done by general practitioners . Indeed, in some practices, as the very

' Ibid ., Chapter 15 .
2 Clute, K . F., op. cit.
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high scores achieved by some of the physicians indicate, we should be
hard pressed to suggest any improvements . However, the figures and
the clinical examples that we have given make clear that an appreciable
percentage of the practices visited in each of the two provinces were
seriously deficient in quality . We must emphasize that the deficiencies to
which we refer were not lack of knowledge of the details of recently
discovered drugs or lack of familiarity with the abstruse complexities of
rare diseases. The deficiencies were in the fundamentals of clinical
medicine-failure to take an adequate history, i .e. failure to gather, and
to make use of, the information that the patient himself could provide
about his disorder; failure to perform an adequate physical examination,
and, in some cases, inability to distinguish between normal and abnormal
physical findings ; failure, in the investigation and the treatment of cases,
to think in terms of basic principles of biochemistry, physiology, pathol-
ogy, microbiology, and pharmacology . The former group of physicians,
those whom we found doing satisfactory work, may well be the pride of
the medical profession ; the latter group, the 'deficient group, is perhaps
the more important, inasmuch as it is the challenge to the profession."'

We have indicated in Chapter 7 that the maintenance of high stand-
ards of medical care is the responsibility of the medical schools, the pro-
fessional associations, the licensing bodies, and above all, the individual
practitioner. We have referred to attempts being made to maintain high
standards of medical care through programmes of continuing medical edu-
cation organized by the universities and the profession . In view of Clute's
findings it is evident that the present programmes are not reaching a suffi-
cient number of practising physicians . It is possible also, that the present
programmes of continuing medical education require critical appraisal .

Some deficiencies are a reflection of the methods of selecting human
material from which the selection committee of medical schools must choose
future physicians . The problem facing the committees is that they must
choose students without the techniques necessary to assure the best possible
choice. Furthermore, the didactic methods of undergraduate medical educa-
tion and the shortage of clinical teachers does not provide the stimulus for
the student to undertake the responsibility for his own learning which would

motivate him to continue the serious study of his chosen field after graduation .

A significant factor in maintaining high standards of medical care is
the scrutiny and discussion of the individual medical practitioner's day-to-day
work by his professional colleagues . This requires a close day-to-day rela-
tionship, but for the busy solo practitioner this is difficult if not impossible to
achieve except during the time he treats his patients in hospital . In the home
or office the practitioner is on his own . Group practice, on the other hand,
provides the member physicians with the close association with colleagues
which gives them the incentive for a high standard of medical care. The

' Ibid., p. 315 .
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patient is provided with the pooled scientific knowledge and varied skills of
the members of the group . This point is made in one of our studies :

". . . a larger group usually comprises the younger, recently trained
physicians, and the senior, more experienced doctors, making collective
experience and up-to-date training available to the patients ; special diag-
nostic and therapeutic skills, facilities and methods are immediately pro-
vided 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 modem 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 utilization of resources, personnel and material, the
patients very likely benefit from a higher quality of service. . . . In addi-
tion, 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 avail-
ability of services, in particular, of specialists, to the patients in rural and
small urban areas.
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 physicians 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 con-
ferences 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 :°

In concluding this analysis of the future supply of physicians we must
emphasize certain vital issues . If we are to maintain our present population-
physician ratio until 1991 we must increase our output of physicians .
Table 13-9 summarizes our requirements .2

To meet these requirements, in addition to expanding present facilities
we must build four new medical schools before 1971, excluding the medical
school at "1'universit6 de Sherbrooke" the planning for which is already

substantially advanced .3 The four new medical schools will require a minimum
of 780 faculty members of which 282 must be in the basic sciences and 488
in the clinical division . This means that Canadian universities must produce
an average of 40 additional basic science teachers and 70 full-time clinical
teachers each year for seven years .

' Judek, S ., op. cit., Chapter 6.
' MacFarlane, J . A., et al ., op. cit ., Chapter 11, Table 11-13 .
The location of the new medical schools is specified in Chapter 2 .



552 PRESENT PROBLEMS AND FUTURE REQUIREMENTS

TABLE 13-9 SUPPLY OF PHYSICIANS IN CANADA TO MAINTAIN PRESENT
POPULATION-PHYSICIAN RATIO OF 857, 1966-199 1

(1) (2) (3) (4) (5) (6)
Number Output Output of

Year of of New or Total Balance Population-
Physicians Present Expanded (2)-F(3) (4)-(1) Physician
Required Facilities Facilities Ratio

1966 23,683 23,708 - 23,708 25 856 . 1
1971 26,358 26,486 148 26,634 276 848 . 1
1976 29,443 28,730 1,153 29,883 440 844 . 4
1981 32,959 30,702 2,829 33,531 572 842 . 4
1986 36,809 32,191 4,862 37,053 244 851 . 4
1991 40,964 33,417 7,226 40,643 -321 863 . 7

SovxcE : Table 13-3 .

In the provision of medical care in the future we stress the importance
of seeking more effective ways of organizing medical care such as group
practice, especially in rural areas, the provision of adequate communication
and transportation facilities to bring patient and physician together in rural
and remote northern regions, and the maintenance of the quality of medical
care through careful professional control of standards .

FUTURE SUPPLY OF DENTIST S

How Many New Dentists?

We have noted elsewherel that dental disease is probably one of
the most frequent health defects found in the Canadian population . Accord-
ing to the Canadian Dental Association, by 13 years of age 98 per cent of
our children have one or more decayed teeth and on the average they
have a backlog of three teeth needing restoration .2 This unsatisfactory state
of dental health is to an extent related to a deteriorating population-dentist
ratio3 which will continue unless steps are taken to reverse this trend . 4

The present population-dentist ratio, which indicates that 3,108

Canadians are dependent on one dentist, is inadequate to meet present
needs . Moreover, our educational facilities are so limited we cannot main-

1 Chapter 5 .
'Canadian Dental • Association, brief submitted to the Royal Commission on Health

Services, Ottawa, March 1962, p. 11 .
' Chapter 7 .
' See Table 13-10.
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tain even this ratio in the future because of our rapid population growth .
Accordingly, in order to maintain the present ratio we will require a sub-
stantial expansion of dental schools, and if we are to improve the Canadian
ratio we will require a more substantial and rapid expansion of dental edu-
cation facilities .

The estimated number of dentists which will be produced by our
present dental education facilities is indicated in Table 13-10 . Table 13-11
indicates the number of dentists that would be produced if facilities for
dental education are expanded . In view of the extent of the shortage
of dentists we recommend that Projection 3, which is based on a gradual

though rapid growth in dental school facilities, be adopted . Even with this
expansion, Canada's future population-dentist ratio would be below the
current United States ratio of 1,900 and the Swedish ratio of 1,500 . The

553

TABLE 13-10 ESTIMATED SUPPLY OF DENTISTS AND CONSEQUENT
POPULATION-DENTIST RATIO, CANADA, QUINQUENNIALLY ,

1961-199 1

Year

Estimated Number
of Dentist s

Assuming Present
Trends in
Output'

Population-
Dentist
Ratio' •

1961 . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .
1966 . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .
1981 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . .
1986 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . .
1991 . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . .

5,868
6,336
6,988
7,810
8,537
9,179
9,746

3,108
3,203
3,233
3,231
3,309
3,437
3,602

The assumptions are :
(a) No increase in facilities except the school at University of British Columbia which

will graduate 40 dentists in 1969 .
(b) Gradual increase in utilization of present facilities until a total of 304 are graduating

in 1967 .
(c) Attrition at the rate of 3 per cent per year until after 1971, after which it drops to

2 .45 per year .
(d) No specific allowance has been made for immigration which has been slight in the

past, nor for the foreign students who are trained in Canadian dental schools . The
estimates in this column are likely to be too generous .

(e) The figures are at year's end . Hence, if comparing with C .D.A.'s figures, the figure
for 1961 above will be the same as their figure for 1962 .

"Population estimates based on a net immigration of 50,000 per year.

SovxcE : McFarlane, Bruce A ., Dental Manpower in Canada ; Paynter, K . J., Dental Education
in Canada; studies prepared for the Royal Commission on Health Services, Ottawa : Queen's Printer,
1964 ; Canadian Dental Association, brief submitted to the Royal Commission on Health Services,
Ottawa, March 1962 ; The Canadian Dental Association Journal, Vol . 29, No . 5 (May, 1963) ; and
calculations .



554 PRESENT PROBLEMS AND FUTURE REQUIREMENT S

TABLE 13-11 NUMBER OF DENTISTS AND POPULATION-DENTIST
RATIO ON THREE ASSUMED TRENDS, CANADA, QUINQUENNIALLY,

1961-199 1

Projection (1) Projection (2) Projection (3 )
Estimated Number of Estimated Number of Estimated Number o f

Dentists Assuming no New Dentists Required to Dentists Required t o
Capacity is Added Other Maintain Present Improve the Population -

Yeart than the School Population-Dentist Ratio Dentist Ratio by 1991 to
at U . B . C. of 3,108' 2,450* *

Number of Population Number of Population Number of Populatio n
Dentists per Dentist* Dentists per Dentist* Dentists per Dentistt t

1961 5,868 3,108 5,868 3,108 5,868 3,108

1966 6,336 3,203 6,530 3,108 6,386 3,179

1971 6,988 3,233 7,270 3,107 7,158 3,156

1976 7,810 3,231 8,120 3,108 8,771 2,87 7

1981 8,537 3,309 9,090 3,107 10,575 2,67 1

1986 9,179 3,437 10,150 3,108 12,493 2,52 5

1991 9,746 3,602 11,295 3,108 14,329 2,450

*McFarlane, Bruce A., Dental Manpower in Canada, a study prepared for the Royal Commis-

sion on Health Services, Ottawa : Queen's Printer, 1964, Chapter 2, Table 2-3 . It will be noticed that
he gives the ratio of 3,108 for 1962 rather than for 1961 . This depends on whether one uses first-
of-year or end-of-year figures for dentists to divide into the June estimates of population. McFarlane

uses first-of-year figures . We use end-of-year figures, and hence claim the ratio of 3,108 for 1961 .
"The ratio of 2,450 is remarkably similar to the current ratio for British Columbia (2,406),

which is the lowest in Canada. Also, the growth assumed resembles that suggested by Dr . K. J.

Paynter, but is nearly twice as rapid as he suggested . See Paynter, K . J ., Dental Education in Canada,
a study prepared for the Royal Commission on Health Services, Ottawa : Queen's Printer, 1964.

The growth is outlined in Table 13-11 .
tPopulation projection assumes net immigration of 50,000 annually .
ttEnd-of-year figures in each case .

SouacE : McFarlane, Bruce A., Dental Manpower in Canada; Paynter, K . J., Dental Educa-

tion in Canada ; studies prepared for the Royal Commission on Health Services, Ottawa : Queen's

Printer, 1964 ; Canadian Dental Association, brief submitted to the Royal Commission on Hcalth

Services, Ottawa, March 1962 ; The Canadian Dental Association Journal, Vol . 29, No . 5, (May 1963) ;

and calculations.

growth of supply shown in Projection 3 depends on two factors ; the expansion

of facilities and an expanded graduate programme in dental schools to

train the necessary teaching staff. Table 13-12 shows the methods of increas-
ing the supply of dentists that is required in order to arrive at Projection 3 .
Net immigration is here assumed to be negligible and therefore

the supply of dentists is drawn solely from the expansion of present edu-
cational facilities and from those new dental schools which we recommend .

Maximum student intake of the present six dental schools is indicated to be

338 .1 Even with the expansion of these facilities, plus the graduates fro m

' Paynter, K. J., Dental Education in Canada, a study prepared for the Royal Commission
on Health Services, Ottawa : Queen's Printer, 1964, Chapter 5 .
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the University of British Columbia, which should provide 40 dentists by
1969, the supply of dentists will be far from adequate . Thus 2 of 4 new
dental schools must commence adding to the dental supply by 1975 .

In Projection 3 in Table 13-12, we have made allowance for a loss
of 10 per cent for non-residents returning to their own countries, and a
further 10 per cent student attrition rate ." The attrition rate for the dentist
population as a whole is believed to be 2 .45 per cent . 2

TABLE 13-12 METHOD OF INCREASING SUPPLY OF DENTISTS IN CANADA,
PROJECTION 3, QUINQUENNIALLY, 1966-199 1

Item Number of Dentists in Canada at Five-Year Interval s

1966 1971 1976 1981 1986 199 1

Projection 3 . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . .. . . . . . . . . .. . .. . . . 6,386 7,158 8,771 10,575 12,493 14,329
Population-Dentist Ratio . . . . . . . . . . . . . . . . . .. . . . 3,179 3,156 2,877 2,671 2,525 2,45 0

Supply
1 . Present facilities ( includes student

intake of 320 up to 1966 and
capacity intake of 338 after thi s
date) . . . . . .. . .. . . . . . . . . . . .. . .. . . . . . . . . . . . . . . .. . . . . . . . . . 6,386 6,915 7,380 7,790 8,154 8,47 6

2 . New steps and/or facilities
(a) Expansion-with the fo ll ow-

ing number of Canadia n
graduates ; 1969-UBC gradu-
ating 36, 1970-Dalhousie and
University of Montreal grad -
uating 68, 1972-McGill, Al-
berta, Manitoba, graduatin g
66 . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . - 242 1,089 1,934 2,815 3,75 0

(b) New Dental Schools
No . 1-Yielding 36 Canadian
graduates in 1975 ; 54 in 1980 . . - - 70 281 544 808
No . 2-Yielding 27 Canadian
graduates in 1975 ; 45 in 1980. - - 53 219 439 65 8
No . 3-Yielding 36 Canadia n
graduates in 1980 ; 54 in 1985. - - - 70 183 544
No . 4-Yielding 27 Canadian
graduates in 1985 . . . . . . . . . .. . . . . . .. .. - - - - 53 18 4

TOTAL . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . .. . . 6,386 7,157 8,592 10,294 12,188 14,42 0

SouxcE : See Table 13-10.

If present facilities are expanded and 4 new dental schools are built
so that all are graduating students by 1985,3 the population-dentist rati o

1 There may not in fact be a loss of 10 per cent between the first and fourth years,
because of the practice of the dental schools in admitting immigrant dentists into second year .
See Paynter, K . J ., ibid., Chapter 5 .

2 McFarlane, Bruce A ., Dental Manpower in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa : Queen's Printer, 1964, Chapter 2.

3 Chapter 2, Recommendations 155 and 156 .

74563-37
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will improve steadily . But, even with these additional educational facilities,
the supply of dentists will fall short of our Projection 3 during the decade
1976-86 .

Immigration is a possible source of supply of dentists . However, this
source has been discounted because the present annual inflow of immigrant
dentists amounts to a meagre addition to our stock of dentists . Unlike
physicians who have entered Canada in increasing numbers in recent years,
dentists from other countries appear reluctant to immigrate to Canada. This
may be due to a number of factors, among them the high standard of living
they enjoy in their native country, but most important, perhaps, the restrictive
effect of the various provincial licensing regulations . The migrating dentist in
most cases must attend a Canadian dental school for at least two years in

order to obtain a licence to practise.

"This regulation is even extended, with some few exceptions, to graduate
dentists from the United Kingdom and other Commonwealth countries .
Dentists from foreign countries with the exception of the United States
are usually entered in the second year of the four-year dental course
at the dental schools . Those dentists from the United States who migrate
to Canada and are graduates of dental schools approved by the C .D .A .
are accepted for examination by the provincial licensing boards ."'

If the licensing regulations could be made less restrictive without

adversely affecting quality, there is a strong possibility that an increased immi-
grant inflow of dentists would result. This being so, the increases required by

Projection 3 could be attained sooner than indicated . Nevertheless, there
remains the possibility that even with an easing of the licensing regulations

the additional immigrant dentists may not materialize to the extent assumed . 2

As noted in Table 13-13, of the 5,996 dentists practising in Canada
in 1963, only 45 were immigrant dentists (excluding those from the United

States) . Of these 12 had come to Canada before the outbreak of World
War II, and 33 since 1945 . In other words, in the whole post World War II

period, dentists from abroad have contributed less than one per cent of
our total supply of dentists and only after they had obtained the qualifications

stipulated by the licensing bodies . For this reason we consider Projection 3

in Table 13-11 the most realistic of the three projections . However, a

review of the situation should be made after a few years in order to deter-

mine the adequacy of supply, and to ensure a continued improvement in
the population-dentist ratio, for even the projected 1991 population-dentist

ratio falls short of the present British Columbia ratio, and even more so

than that found, for example, in the United States .

'McFarlane, Bruce A ., ibid., Chapter 2.
2 Chapter 2, Recommendation 166.
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Faculty Requirements

The second factor determining the future supply of dentists is the

availability of the required dental school staff . Exact standards by which the
adequacy of the supply can be judged are difficult to apply . However, the

World Health Organizationl suggests that the ratio of full-time staff to

students should be 1 :7. This compares with the 1961 Canadian ratio of

1 :12.6 . Secondly, it is recommended that the full-time : part-time staff ratio

should be 40 :602 as compared to the 1961 ratio of 18 .7 : 81 .3 .
The suggested ratio of one full-time faculty member to seven students

has been applied to the projected number of students yielding the full-time

staff requirements in Table 13-13 below. Similarly the ratio of 40 :60 is

applied to the full-time faculty to provide the estimate of the required part-

time faculty .

TABLE 13-14 DENTAL FACULTY AND ESTIMATED FACULTY
REQUIREMENTS, CANADA, 1961-198 6

Yea r

1961 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .

1966 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . .. . .. .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .
1981 . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1986 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Full-time

70

Faculty

Half-time*

80
178
264
329
376
406

20

Part-tim e

298

267
396
493
564
609

Total

39 1

445
660
822
940

1,015

■ Half-time staff has been included in the count of full-time staff between 1966 and 1986
since many persons so employed hold senior positions in the dental schools . For purposes of
calculation it was assumed that two half-time people are the equivalent of one full-time .

SouecE : Based on Table 13-11 .

In order to attain these faculty : student and full-time : part-time

ratios : the deans of the Canadian dental schools are of the opinion that
there is an existing need for 80 additional full-time academic staff ;3 by
1986 about 325 additional staff will be needed, or an average of 18 a year .

If the required full-time staff can be provided it is unlikely that there will
be a comparable shortage of part-time staff. With the currently existing need

'World Health Organization : Dental Education: Report of an Expert Committee on
Dental Health. Technical Report Series 244 . Geneva : 1962, p . 20 .

'Recommendation made by the deans of the United States dental schools . Commission

on the Survey of Dentistry in the United States . Survey of Dentistry, Washington, D .C .
American Council on Education, 1961, p. 309.

'Paynter, K . J., op . cit ., Chapter 4 and Chapter 2, Recommendations 161, 163 and 164 .
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of 80 full-time staff it may prove difficult to obtain the additional 18 staff

members yearly, particularly because of the type of experience required :

"While shortage of staff is not a unique problem for the universities,
the dental school problem does have some unique aspects to it. The
dental staff will serve the school better if they have had experience in the
practice of dentistry prior to entering study to become a teacher, par-
ticularly in a clinical field, but in others as well. In dentistry such experi-
ence can be obtained only in practice . Unless one is fortunate enough to
be able to make arrangements to work with another dentist without
capital outlay, a large debt is usually incurred . Following this the young
man who aspires to a teaching career must sell his equipment, etc ., and
prepare to be supported financially by a modest fellowship if his training
is of a basic research nature, or to support himself if his training is in a
specialty . This together with the comparative unattractiveness of university
salaries makes recruitment of staff difficult, particularly in the clinical
field . At the University of Montreal the problem is complicated by the
fact that staff must be French-speaking, which limits recruitment entirely
to University of Montreal graduates" . '

Problem of Recruitmen t

Our estimate of the most likely future supply of qualified dentists is
based on two assumptions ; a gradual though stepped up rate in the expansion

of educational facilities as noted in Table 13-12, and the recruiting of sub-
stantially more dental students in the future . The latter point is of particular
importance since the number of first-year dental students in recent years has

been less than the actual capacity of dental schools . The capacity for first-
year dental students in Canadian dental schools is indicated in Table 13-15 .
Apparently prospective dental students, like other university students, apply
to more than one university for admission thus inflating the number of
applicants . Furthermore, some who are accepted fail to register . Their number
amounted to 15 per cent of qualified students accepted in 1962 . 2 Dental
schools attempt to meet this situation by sending letters of acceptance to
more students than they can accommodate with their available facilities . Some
of the unfilled places are occupied by students who failed the previous year,
while other unfilled places in the upper years are taken by immigrant dentists

some of whom must attend a Canadian dental school for two years in order to
obtain a licence to practise in Canada .

Like the medical student, the dental student faces a formidable barrier
to his professional training in the high cost of dental education. He faces a
higher financial obstacle than students in other professional schools or in the
Faculty of Arts and Science . According to Table 13-16 in the academic year

'Bissell, C . T ., President's Report, University of Toronto, 1961, as quoted in ibid.
Y Ibid., Chapter 2 .
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TABLE 13-15 CAPACITY FOR FIRST-YEAR STUDENTS IN CANADIAN
DENTAL SCHOOLS, NUMBER OF FIRST-YEAR STUDENTS AND UNFILLE D

PLACES, 1952-1962

Yea r

1952-53 . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .
1953-54. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .
1954-55 . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . .
1955-56. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . .
1956-57.- . . .. . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . .
1957-58. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . .
1958-59. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . .
1959-60. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . .
1960-61 . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . .
1961-62. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . .
1962-63 . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . .

Capacity

202
202

202

202

205

205

263

307

327

338

338

Number of
Students

172

194

211

199

206

194

250

279

268

320

332

Unfilled
Places *

30

8

+ 9
3

-}- 1
11

13

28

59

18

6

*In two instances (1954-55 and 1956-57) there was an "overflow" .

SOURCE : McFarlane, B ., Dental Manpower in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa : Queen's Printer, 1964, Chapter 2, Table 2-12 .

TABLE 13-16 DENTISTRY AND OTHER STUDENTS' AVERAGE
EXPENDITURE FOR REGIONS AND CANADA, 1961-196 2

Faculty and Region

Dentistry
East . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Quebec . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .

Ontario . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

West. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .

Canada. . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .

Arts and Science . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .

Education . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .

Engineering . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Law. . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .

Medicine . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Pharmacy . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .

Average
Expenditure

3,111•

2,540

2,249

2,676

2,465

1,352

1,415

1,553

2,050

2,246

1,550

The size of this average is due to the small sample of 47 students 26 of whom were married .

SouxcE : Dominion Bureau of Statistics, University Student Expenditure and Income in Can-
ada, 1961-62, Part H-Canadian Undergraduate Students, Ottawa : Queen's Printer, 1963, Table 35 .
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1961-62 the average expenditure for dental students in Canada was $2,465,
or $219 more than a similar expenditure for medical students who were the
next highest .

While these expenditures remain high they tend to restrict the entry
into the dental profession of a number of recruits from low income families .
A high proportion of all professions is recruited from higher income families .
Table 13-17 shows that 20 .5 per cent of the parents of dental students in
1961 had an approximate annual income of $10,000 or more compared
with 7 .8 per cent of all non-farm families .

56 1

TABLE 13-17 APPROXIMATE ANNUAL INCOME OF CANADIAN DENTAL
STUDENTS' PARENTS, 1960-6 1

Income

Per Cen t

Non-Farm
Families Parents

$

Under 4,000. . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
4,000 -5,999 . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .
6,000 -7,999 . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
8,000 -9,999. . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10,000-14,999 . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . . . . . . . . .
15,000+ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . .

1960

38 .5
30 .2
16 .3
7 .2
5 .3
2 .5

196 1

22 .7
27.8
16.9
12.1
11 .8
8 . 7

SOURCE : McFarlane, B ., Dental Manpower in Canada, a study prepared for the Royal Com-
mission on Health Services, Ottawa : Queen's Printer, 1964 ; Chapter 5, Table 5-5 ; Dominion Bureau
of Statistics, Summary Family Income Statistics, 1961, Ottawa : Queen's Printer, 1963 .

In briefs submitted to the Commission a number of recommenda-

tions dealt with means to enable dental students to meet the cost of dental
education . There is general agreement that dental students need financial
aid but there is a difference of opinion on the methods of providing assistance .
The Canadian Dental Association calls for a reduction of fees and the

establishment of a loan fund .' The Newfoundland Dental Society recommends
a scholarship fund and a loan fund,2 while the Department of Health of

the Province of New Brunswick proposes a subsidy for dental students

similar to the Regular Officers' Training Plan of the Department of National

Defence on condition that they serve the province after graduation for a

' Canadian Dental Association, brief submitted to the Royal Commission on Health
Services, March 1962, Ottawa, pp . 53-54 .

' Newfoundland Dental Society, brief submitted to the Royal Commission on Health
Services, St. John's, November 2, 1961, p . 6.
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given period.' The idea that students receiving assistance be obligated to
practise in a specified region after graduation is also contained in the brief
of the New Brunswick Dental Society which suggests that scholarships and
grants be given to dental students on condition that they serve the province
after graduation for a specified period of time .2 The College of Dental
Surgeons of Saskatchewan calls for bursaries for pre-dental students with
satisfactory standing sufficient to pay for the complete dental course,3 while
the Alberta Dental Association recommends a review of the existing pro-
gramme of scholarships, awards, grants and low interest loans to high school
and undergraduate dental students .4 The Faculty of Dentistry at the University
of Manitoba proposes a plan of scholarships and bursaries to cover student

costs of dental education .15

There is little doubt that our recommendations designed to help
financially those young people desirous of entering health professions,°
would increase the flow of students from low income families, including
those wishing to take up dentistry . But it would be overlooking the
obvious to assume that lack of income is the only barrier : " . . . financial
ability needed to undertake the lengthy education leading to professional
status in dentistry is not equally distributed throughout the population
(neither, of course, is the familial support and tradition, the personal ambi-

tion and motivation)" . 7
An additional and important incentive to potential dental students

is the level of income they can expect as a qualified dentist . The available

evidence indicates that a substantial proportion of practising dentists con-

sider the profession suffers from "inadequate income" .

"In the recruitment study conducted by the C.D.A. conflicting reports
regarding the adequacy of the dcntists' incomes were received from the
respondents and one-third (34.3 per cent) of those who would encourage
`suitable young people to consider dentistry as a career' would do so on
the basis that there is a 'good income' in dentistry . On the other hand,
41 .5 per cent of those who would not encourage the young to enter
dentistry would not do so because of the `inadequate income' ."'

1 The Department of Health, Province of New Brunswick, brief submitted to the Royal
Commission on Health Services, Fredericton, Nov. 9, 1961, Section I-p. 7 .

= The New Brunswick Dental Society, brief submitted to the Royal Commission on Health
Services, Fredericton, November 1961, p . 3, para . 15 .

' The College of Dental Surgeons of Saskatchewan, brief submitted to the Royal Com-
mission on Health Services, Regina, January 1962, p . 8, paras. 34, 35 and 36.

`The Alberta Dental Association, brief submitted to the Royal Commission on Health
Services, Edmonton, February 1962, p . 19, V (c) .

6 Faculty of Dentistry, University of Manitoba, brief submitted to the Royal Commission
on Health Services, Winnipeg, January 1962, p. 10, para. 45 .

° See Chapter 2, Recommendation 158 .

' McFarlane, B ., op. cit ., Chapter 5 .
8 McFarlane, B ., op . cit., Chapter 5 .
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Nevertheless, dentists in private practice in Canada have maintained
a high income level although not as high as that of physicians and some

other professions. Table 13-18 shows that incomes of dentists have risen

more rapidly than those of other professions in the post-war period .

TABLE 13-18 AVERAGE INCOME OF CANADIAN TAXPAYERS BY
PROFESSION AND RANK OF DENTISTS' INCOME, 1948-195 9

Year
Doctors

an d
Surgeons

Independ -
ent

Engineers
an d

Architects

Lawyers
and

Notaries
Dentists Accoun

tants-

Othe r
Profes -
sionals

entists'
Ran k

$ $ $ $ $ $

1948 8,274 7,455 8,309 5,395 -• 4,171 (4) *
1949 9,009 10,428 9,533 5,748 -* 4,888 (4) *
1950 9,881 10,955 9,641 6,202 -" 4,311 (4) *
1951 9,975 9,628 10,214 6,287 8,171 4,225 5
1952 10,522 12,266 9,222 7,112 8,026 4,197 5
1953 11,258 10,289 9,955 7,485 8,096 4,580 5
1954 11,891 12,059 11,925 7,896 8,672 4,900 5
1955 12,166 14,007 12,243 8,554 9,315 5,411 5
1956 13,053 13,640 12,617 9,230 9,940 5,729 5
1957 13,978 14,581 13,244 10,234 10,879 5,711 5
1958 15,264 14,260 13,163 10,662 10,627 6,281 4
1959 15,737 14,983 14,123 11,605 11,033 6,476 4

'Accountants not separated.

SOURCE : Department of National Revenue, Taxation Division, Taxation Statistics, Ottawa :
1950-1961 .

The earning power of dentists must be weighed against the sub-

stantial initial financial outlay required to begin practice . This expense
covers items such as dental instruments, equipment, supplies and furniture .

The expenditures required are outlined in Table 13-19 . The survey on

which the table is based also indicated that over 86 per cent of recent
graduates borrowed money to finance their new practices . '

In Canada dentistry is a predominantly male occupation . In 1962,

there were only 97 women dentists registered with the Canadian Dental

Association2 representing 1 .6 per cent of its membership . Comparable data

for other countries are available for 1958 ; Table 13-20 shows that the

percentage of women dentists varies from 80 per cent in Finland to less tha n

' Ibid., Table 5-25 .
' Ibid ., Chapter 3 .

74563-38
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TABLE 13-19 AVERAGE COST OF ESTABLISHING A PRACTICE AND
PERCENTAGE OF RECENT GRADUATES REPORTING EXPENDITURES,

BY SPECIFIED ITEM S

PRESENT PROBLEMS AND FUTURE REQUIREMENTS

Per Cent Reporting
Expenditures

Item
Of Those

Reporting Any
Expenditures

Of Total
Respondents

Instruments . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . .
Supplies . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Equipment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Furniture . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .
Business Equipment . . . . . . . . . . . . . . . . . . . . . . . .
Renovations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

ToT a,r. . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . .

94 .0
90 .0
89.7
81 .5
82.3
73.1
27 . 3

100.0

73 .1
70 .1
69 .8
63 .4
64 .0
56 .9
21 . 3

77 .8

Average Cos t

Mean Media n

$
1,298
1,376
6,330

450
377

1,052
866

11,749•

$
500
714

6,500
300
250
600
350

9,214* *

*This is equivalent to an average of $9,822 .
"This is equivalent to an average of $9,500.
SouxcE : McFarlane, B ., Dental Manpower in Canada, a study prepared for the Royal Com-

mission on Health Se rv ices, Ottawa : Queen's Printer, 1964, Chapter 5 .

two percent in Canada and one per cent in the United States .' Of the 132
women graduates in dentistry from Canadian dental schools since 1919-20,
70.4 per cent are still practising ." The evidence supports the possibility that
more women can be recruited as dental students . Some of these women
dentists who marry may have to make certain adjustments so that the dual
roles of housewife and professional may be performed effectively . Our study
of dental practice in Canada shows that some women dentists :

(i) located their dental office in or near their home ;

(ii) restricted their schedule of office hours as well as limited the number
of hours worked per week ;

(iii) carefully planned office work and family routine ; and,

(iv) limited the type of office they open or join . 3

The Commission believes that dentistry provides a promising career
for women and that it is in the national interest to attract an increasing
number to this profession .

I Of the women dentists on the Register of the Canadian Dental Association, 36 per cent
were born in Latvia, Lithuania and Estonia .

2 For a discussion of women in dentistry see Talbot, Nell Snow, "Women in Dentistry",
American Journal of Dental Education, March 1961, p. 17 .

1 McFarlane, B ., op . cit., Chapter 3 .
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TABLE 13-20 PERCENTAGE OF DENTISTS IN VARIOUS COUNTRIES
WHO ARE WOMEN-195 8

Country

Lithuania. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .
Latvia . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .
Finland. . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .
Russia . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Greece . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .
Denmark. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .
Israel . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
France. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .
Sweden . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .
Norway . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Netherlands . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .
West Germany . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Belgium . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Japan . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .
Switzerland . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .
Luxembourg . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . .
Great Britain . . . . . . . . . . . . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . .. . . . . .
Italy . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . .. . . . . .
Australia . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . .. . . . . .
Austria . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .
Mexico . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . .
Canada . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .
South Africa . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . .. . .. . . . . . . . .
New Zealand . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . .
United States . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . .

Per Cen t

SouxcE : Hollingshead, Byron S ., Survey of Dentistry, American Council on Education .
Washington, D.C . : 1961, Appendix C, p . 528 .

Organization of Practice and the Supply of Dentists

We have noted in Chapter 7 that there is not a marked 'trend to forms
of combined practice in dentistry . However, dentists, like physicians, practise
under various institutional auspices although the independent private prac-

titioner remains the predominant form of practice as is evident from Table
13-21. These data show the small proportion of dentists in school and other
organized dental services . Evidently there is a serious shortage of dental
personnel of various types in school dental programmes despite the fact,
which we have noted earlier, that 98 per cent of our children up to 13 years

of age have on the average three teeth needing restoration .' In six provinces,
Prince Edward Island, Nova Scotia, Ontario, Manitoba, Alberta and British
Columbia, mobile clinics have been organized to deal with the problem of
dental health for children and adults in rural and remote areas .

'See page 552 .

74563-383
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TABLE 13-21 PERCENTAGE DISTRIBUTION OF DENTISTS, BY TYPE OF
EMPLOYMENT IN CANADA (1962), UNITED KINGDOM (1962) ,

AND UNITED STATES (1961 )

Type of Employment

Dental Schools Staff. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . .
Armed Forces . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . .
Other Federal Departments . . . . . . . . . . . . . . . . . . . . . .. . . .
School Dental Service . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . .
Hospital Services . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. . . .
Public Health . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . .
Private Practice. . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . .. . . . . . .
General Dental Services . . . . . . . . . . . . . . . . . .. . .. . .. . . . . . . . . .

TOTAL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . .. . . . . . . . . .

Canada,
1962

(5,868)

1 .4'
2.8
1 .0
1 .7*
1 .4"
1 .2 *

91 . 9

]01 .4•'

U.K .,
1962 t

(15,501 )

99.7

U .S .A.,
196 1

(106,000)

0 .9

6 . 1

0 .4t t

92 .4

99 . 8

The half-time personnel have been included here as their full-time equivalent, i .e ., two
half-time dentists have been reckoned as one full-time dentist .

"Adds to more than 100 per cent since some of those in private practice also serve on a
part-time basis in the Dental Schools, the School Dental Service, Public Health and in the Hospital
Service.

The Assistant Secretary of the British Dental Association in a personal communication to
the C.D .A ., stated : "A large number of those working in the Hospital Services are working part-
time and are probably employed in the remainder of their time in the General Dental Services and
about 900 of those in the General Dental Services also give some of their time to sessional work in
the School Dental Services" .

ttIncludes "dental positions such as state and local health departments industry and dental
societies". Moen, B . Duane, Proceedings of the Workshop on the Future Requirements of Dental
Manpower and the Training and Utilization of Auxiliary Personnel, University of Michigan, 1962,
p . 18, hereafter referred to as the Michigan Study .

SooacE : McFarlane, B ., Dental Manpower in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa : Queen's Printer, 1964, Chapter 4.

Unlike the physician the dentist does not usually practise in the
hospital . In 1962, only 14 Canadian hospitals possessed dental facilities

which met the standards set by the Canadian Dental Association . This
represents one per cent of all hospitals in Canada compared with about 33
per cent in the United States . In 1962, there were only 55 full-time and 59
part-time dentists practising in hospitals, or the full-time equivalent of 1 .4
per cent of all dentists . Obviously the amount of dental service provided in
Canadian hospitals is very limited and this is usually restricted to hospital
in-patients. Evidently the growth of dental services in hospitals, whether
for in-patients or out-patients, cannot be expected under prevailing conditions,

but an expansion of these two types of service is an obvious need at a time
when dental defects are so widespread and the required services to treat
them so limited . '

1 See Chapter 2, Recommendation 40 .
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Specialization has important implications for the manner in which a
professional practice is organized. Like the physician, the dental specialist
confines himself to a specific area of dental service, and this, in turn, Emits
the kind of patients he treats . This latter fact means that the dental specialist

must locate his practice in an urban area where there is a relatively high

concentration of population so that he can be assured of a full-time practice .
Only 3.8 per cent of Canadian dentists are qualified specialists although

many general practitioners perform specialist functions . This situation is

similar to that in medicine in which many "non-certified" specialists perform
specialist functions .

There are three recognized dental specialties in Canada : orthodontics,
oral surgery, and periodontics . Table 13-22 shows that orthodontics is by far
the largest specialty, both here and in the United States .

TABLE 13-22 GROWTH IN SPECIALIZATIONS, CANADA (1952-1962)
AND UNITED STATES (1952-1960)

Specialization

Orthodontics . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. .
Oral Surgery . . . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. .
Periodontics . . . . . . . . . . . . . . . .. . .. . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. .
Paedodontics' . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. .
Prosthodontics . . . . . . . . . . . . . . .. . .. . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. .
Oral Pathology . . . . . . . . . . . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. .
Public Health . . . . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . . . . .. . . . . . . . . . . . . . . .

TOTAL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . .. . . . . . . . . . . . .

Canada '

1962
(227)

1952
(126)

%

56
26
10 .5
7 . 5

100

%

48
28
16
8

100

United States

1960
(4,170)

1952
(2,584)

%

50
2 8
7
5
7

99

%a

48
26
14
3
7

9 9

"Although in past years the Canadian Dental Association listed the number of paedodontists
in the annual dental personnel statistics, the Association does not recognize paedodontics as a
specialty .

"Less than 0.5 per cent .

SouncE : McFarlane, B., Dental Manpower in Canada, a study prepared for the Royal
Commission on Health Services, Ottawa : Queen's Printer, 1964, Table 3-27.

Most of the specialists practise in urban areas as shown in Table
13-23 . In each of these specialties more than 75 per cent of the practitioners
are located in cities of over 250,000 population . We have already shown
in Table 7-12 that an urban-rural maldistribution of all dentists, specialists
and non-specialists, exists in Canada. Obviously, more specialists must be
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TABLE 12-23 PERCENTAGE DISTRIBUTION OF QUALIFIED DENTAL
SPECIALISTS BY CITY SIZE, CANADA, 1962

City Siz e

1,000,000 and over . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . .
250,000-999,999 . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .
50,000-249,999. . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .
30,000-49,999 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . .
Less than 30,000. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .
All cities . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .

45
42
13

100

Specialities

Orthodontists

(127)

48
28
21
2
1

100

Periodontists

(24)

60
33
7

100

SOURCE : Directory, Canadian Dental Association, The Association, Toronto : 1962, pp . 95-98 .

trained and inducements offered to attract them to medium sized centres
to provide more reasonable access to such services . l

An important aspect of organized dental practice today is the
increase in volume of service which the practitioner can provide through his
use of auxiliary personnel . We have described the various types of auxiliaries
and the training they receive . This discussion showed that the dental hygien-
ist undergoes a two-year training programme in a university in order to
undertake a limited number of technical tasks under the direct supervision
of the dentist . The Commission on the Survey of Dentistry of the United
States questioned whether the dental hygienist is being given more training
than is required for the tasks he performs .

"Although the Commission is sympathetic with the desire to improve the
educational experience of hygienists, it appears that the two-year curricu-
lum for hygienists may be over-educating them for the se rvices most
hygienists actually perform . The two-year programme should permit
hygienists to acquire a background that would enable them to perform
a number of services under the direct supervision of dentists, comparable
in degree of responsibility to those entrusted to nurses . As mentioned in
the preceding chapter (Dental Health) some nurses practise with a mini-
mum of two years training . Certainly, two years of training are not
needed to prepare for the cleaning and polishing of the exposed surfaces
of the teeth. Dental Corps men in the armed forces are trained within
a few weeks to provide this service'."'

The experience of the New Zealand Dental Nurse and the experi-
mental programme in the United Kingdom designed to evaluate the effec-
tiveness of the dental auxiliary, suggests that we can train a similar type o f

Oral Surgeons

(59 )

'See Chapter 2, Recommendation 51 .
2 Paynter, K . J ., op . cit., Chapter 8 .
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auxiliary in Canada who would undertake a wider range of technical tasks
than the dental hygienist does now, and thus increase the volume of dental
service provided .

New Dental Auxiliaries

The provision of an increased volume of dental service, especially
for children, is a major problem, and its solution, in part, lies in the training
of individuals who can work under the direction of a dentist . A study dealing
with the training and employment of auxiliary personnel in the Royal
Canadian Dental Corps indicates that individuals can be trained outside a
university to perform advanced technical services .

"(b) The clinical technician performed dental treatment equivalent to
nearly four dental officer hours per 6 1 -hour working day, which
means in effect that the dental officer-clinical technician team
achieved 10} dental officer hours in a 61 -hour day, an increase of
61 .5 per cent.

"(c) The increase in productivity during the study period when evaluated
by time points per duty day was 90 .7 per cent over the previous
auarter and 95 .8 per cent over the 14 duty days immediately prior
to the study."'

The work carried out by these technicians is more intensive in some
respects than that undertaken by the civilian dental hygienist, even though
the former are not graduates of a two-year university course . In fact, the
minimum educational requirement required to enlist in the Canadian Army
is Grade 8, although of course many recruits will exceed this minimum .
Nevertheless, the fact remains that highly skilled technicians are trained
outside a university to perform dental treatment . We have outlined in
Chapter 7 the training and technical skills of the New Zealand School Dental

Nurse and the Dental Auxiliary in the United Kingdom neither of which are
university trained. These three attempts to increase the volume of dental
service through the use of skilled auxiliaries show that such personnel can

be selected and trained to undertake, under direction, a number of the
procedures performed by the dentists . At the Dental School of the University
of Alberta the programme of the dental hygienist includes some techniques
not usually included in such courses . Despite these progressive steps the
problem of dental disease remains, and we believe its magnitude to be serious

enough to warrant immediate action .2

'Baird, K. M., D .D .S ., Shillington, G . B ., D .D .S ., B .Sc ., and Protheroe, D . H ., D .D .S .,
M .P.H ., "Pilot Study on the Advanced Training and Employment of Auxiliary Dental Per-
sonnel in the Royal Canadian Dental Corps : Preliminary Report", The Canadian Dental
Association Journal, Vol. 28, No. 10, October 1962, p . 633 .

2 See Chapter 2, Recommendation 39.
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There is an apparent reluctance on the part of the dental profession in
the United States to explore the possibilities of enlarging the technical

responsibilities of the auxiliary . The policy of the Canadian Dental Associa-

tion is more advanced. According to the Association :

"Auxiliaries should be trained to render a far broader scope of duties than
currently feasible, but they should perform these duties under the direct
supervision of a dentist, the only person who can assume responsibility for
the patient's complete dental care".'

We are particularly concerned with the state of dental health among

children .2 This problem becomes more acute when we consider the present

shortage of dentists . In the face of this shortage we must construct a scale of
priorities and we believe that children should be the first beneficiaries of an

expansion in dental services . Hence, the approach to the dental health of

children must be essentially preventive . This becomes particularly evident

when one considers the importance to dental health in adult life of preventive
measures in childhood . On the treatment side, dentists have found it difficult

to establish priorities . Obviously the presence of dental caries, acute infec-
tions, injuries and pathological lesions is a clear indication of treatment need .

"In contrast to the above the diagnosis and priority for treatment of chronic
periodontal disease and especially malocclusion are complicated by consid-

eration of the intensity of the anomaly ."3 The variable and unpredictable

nature of such defects has led to their being neglected except in seriously
handicapping cases : nevertheless it is felt essential when planning a treatment
service "to provide for these services otherwise the overall service would be

severely downgraded" . 4
The relative absence of treatment in this field up to now, handicaps us

in estimating the amount of treatment time needed by children for, while we
have reliable figures for the most frequent features of treatment, we can
make only approximate estimates for the other services needed by these age

groups. The shortage of dentists and the acuteness of the problem of dental
disorders in children demands the training of a sufficiently large number of

technically competent personnel in a reasonably short period of time to pro-
vide most of the dental services required by children. The evidence presented

above concerning the training of auxiliary workers to provide many of the
dental services required by children suggests that a similar arrangement

could be introduced in Canada. The course of training for the new dental

auxiliary could be patterned on that of the dental auxiliary in the Unite d

' Canadian Dental Association, brief submitted to the Royal Commission on Health
Services, Toronto, March 1962, p. 32 .

=This is statistically portrayed in Canadian Dental Association, a brief submitted to the
Royal Commission on Health Services, Ottawa 1962, Appendix II .

' Ibid ., Appendix II, p . 11 .
' Ibid ., Appendix lII, p . 1 .
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Kingdom described in Chapter 7 . The training might have to be altered in
content though not lengthened, and facilities to provide training and a work
base would have to be established . Clearly final responsibility and authority
for all forms of treatment undertaken by the auxiliary must remain with the
dentist .

Information from other dental programmes operating in Europe
indicates that priority for treatment is given to children aged six and over .
Such a procedure is based on the premise that it is more important to con-

centrate on the permanent teeth of children than on the deciduous teeth .
Other schools of thought emphasize the important effect care of the decidu-
ous teeth has on the subsequent oral history of the patient. We share the
latter view and believe that a programme of dental treatment for children
ideally should begin with initial care for children at age three . However, in
examining the magnitude of the problem we have concluded that initially,
the programme must begin with children at age five and six .

In the two succeeding years, two additional age groups could be given
initial care, while those already in the programme are given maintenance
care, i.e ., in the second year of the programme children aged four and five
would be included, while the children treated in the first year (now ages six
and seven) are given maintenance care . In the third year, the three-year olds
are added and the eight-year olds are given maintenance care . In each of the
following years, one additional -age group is brought in, so that by 1980 the
children aged 3-18 will be receiving treatment assuming, of course, that the
necessary staff has been assembled to treat them .' The estimate of personnel
required to implement a children's dental programme is outlined in Table
13-24, and was obtained in the following way :

Based on estimates provided by the Canadian Dental Association 2
the average time required to give initial care to a child would be as follows :

1 . Polishing of teeth followed by application of
topical stannous fluoride . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30 min.

2. Caries control consultation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6 min.

3. Examination for dental caries . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20 min.

4. Treatment of an average 3 .4 cavities per child ,
i .e ., 3 .4 x 52 min . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 176.8 min .

3.88 hrs .

1 This timing pattern is based on the suggestions made to us by the Canadian Dental
Association, op-cit, p . 42.

e Canadian Dental Association, brief to the Royal Commission on Health Services,
Toronto, 1962, Appendix III-3, Table 111-1 . Certain minor adjustments were made to the
figures of the Canadian Dental Association, after discussion with CDA officials, e .g ., it was
calculated that the time needed for caries control consultation is 6 minutes per child .
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The time requirements for maintenance care for children already in

the programme is estimated at 2 .9 hours per child per year .' The dental

personnel requirement is then obtained by dividing the total time (hours)

necessary to give initial and maintenance care to the programme's popula-

tion by 1,500 hours, the chairside hours of dentists .

Since much of this work can be done by trained dental auxiliaries

under the supervision of a qualified dentist, a ratio of four auxiliaries to one

dentist is believed to be the optimum .

Because of the difficulty in getting younger children to clinics and

the lag in learning experience, it is assumed that initially the programme

will not be fully utilized . An estimate of the number of children using the

programme, based on a rising utilization rate is shown in Table 13-24 .

This under-demand will coincide with an under-supply of personnel in the

first few years . We estimate that demand and supply will approach 100

per cent in 1971 . In that year all children who wish to utilize the pro-

gramme will be able to do so .

We believe that 1,000 auxiliaries could be graduated annually during

the first four years and 1,500 thereafter . These young people would be

trained in a special programme which we have outlined in Chapter 2 . The

attrition rate of the auxiliaries was assumed to rise from 2 .5 per cent in

1969 to 5 per cent in 1971 and 10 per cent thereafter .

In the early years of the programme it will not be possible to

achieve a ratio of four auxiliaries to one dentist, but as the supply of aux-

iliaries builds up, this ratio can be reached and thereafter maintained . We

have therefore assumed a lower auxiliary dentist ratio for the period 1968

to 1971 and this we consider to be desirable because of the need for

greater professional supervision in these years . After 1971 the supply of

auxiliaries builds up more rapidly than the programme requirements which

will allow for the higher attrition rates as women marry or withdraw .

Allowing for this, we estimate that the programme will need 1,500 auxil-

iaries annually during the seventies . Should this produce more auxiliaries

than the programme then requires, such auxiliaries should be licensed to

work with dentists in private practice . In addition, we believe, the pro-

gramme like all new programmes, should be reviewed periodically .

Finally, what would be the provincial distribution of the training of

1,000 dental auxiliaries? Table 13-25 shows a breakdown by provinces of

the percentages of children in both the 5-9 and 3-18 age groups .

llbid ., Appendix 111-5, p . III-7.
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TABLE 13-25 PROJECTED DISTRIBUTION OF DENTAL AUXILIARY
GRADUATES BASED ON PERCENTAGE DISTRIBUTION OF CHILD

POPULATION, CANADA AND PROVINCES, 196 1

Province

Newfoundland . . . . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . . . . .. . .. . .. . .. . . . . . .
Prince Edward Island . . . . . . . .. . .. . .. . . . . . . . . . . .. . .. . .. . .. . . . . . .
Nova Scotia . . . . . . . . . .. . . . . . . . . . . . . .. . .. . .. . . . . . . . . . . . . . .. . .. . .. . .. . . .
New Brunswick . . . . . . . . . . . . . . . . . .. . .. . .. . . . . . . . . . . .. . .. . .. . . . . . . . . .
Quebec . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .. . .. . .. . . . . . . . . . . . . . .. . .. . .. . . . . . .
Ontario . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .
Manitoba . . . . . . . . . . . . . .. . . . . . . . . . . . . .. . .. . . . . .. . . . . . . . . . . .. . . . . . . . . . . . .
Saskatchewan . . . . . . . . . . . . . . . . . . . .. . .. . .. . . . . . . . . . . . . . .. . .. . . . . . . . . .
Alberta . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . .. . . . . . . . . . . . .
British Columbia . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .
Yukon and N.W.T .. . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . .
Canada . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Per Cent
Ages 5-9

3 .1
. 6

4 .1
3 .6

30 .0
32 .4
4 .9
5 .1
7.7
8 . 3
.2

100.0

Per Cent
Ages 3-1 8

3 .1
. 6

4 .2
3 .7

30 .8
31 .9
4 .9
5 .1
7 .3
8 . 1
.2

100 .0

Distribution
of Dental
Auxiliaries
Graduated
Each Year

31
6

41
36

300
324
49
51
77
83
2

1,000

SOURCE : Based on Dominion Bureau of Statistics, Census of Canada 1961, Vol . 1, Part 2,
Ottawa : Queen's Printer, 1963, pp . 20-1 to 20-10 .

Assuming that to start the children's programme in 1968 the dis-
tribution of auxiliaries should be of the order indicated above the question
arises : would each province be capable of training the number of auxiliaries
required for its programme? To answer this question we assume that a
dental school could supervise the training of between 100 and 150 auxiliaries
either on the school site or in technical institutes . By applying this yard-
stick to the various provinces and bearing in mind that 1968 is the target
date for initiation of the programme the following results are obtained :

Province Auxiliaries Possible
Needed Output l

Atlantic Provinces . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 138 150
Quebec. . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . .. 300 300
Ontario . . . . . . . . . . . . . . . . .. . .. . .. . .. . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . .. 324 350
Prairie Provinces . . . . . . . . . . . . . . . . . . . . .. . .. . .. . .. . . . . . . . . . . . . . . . . . . . .. 176 200
British Columbia . . . . . . . . . .. . . . . . . . . . .. . .. . .. . .. . . . . . . . . . . . . . . . . . . . .. 83 100
Yukon and N.W .T. . . . . . .. . . . . . . . . . . . . .. . .. . . . . .. . . . . . . . . . . . . . . . . .. 12 0

TorAr,. . . . . . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . . . . . . . . . . 1,033 1,100

' The intent of this training programme would be to enable each region to train the
required number of dental auxiliaries with an allowance for attrition .
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Dental Care Needs and Fluoridation

The efficacy of fluoridated water supplies in the reduction of dental
decay has been well established . Numerous scientific studies have shown that
controlled fluoridation of public water supplies can change the level and
nature of dental care needs more than any other single factor .' This is strik-
ingly portrayed in Winnipeg which was one of our first major cities to add
sodium fluoride to its water supply . In the five years since this step was taken
substantial improvement in child dental health has been noted . In 1959 seven
children out of 50 needed teeth removed prematurely ; in 1963 only one
child in 50 needed such treatment .2 Despite these scientific findings only
about 20 per cent of the Canadian population lives in areas where the public
water supply is fluoridated.3 We do not claim that fluoridated water is a
panacea for all dental defects but the evidence at our disposal indicates that
fluoridation results in a marked reduction in dental caries without any ill
effects being noted .

This conclusion has also been reached by the Department of National
Health and Welfare after extensive research in the subject of the effect of
fluoridation on dental health. We quote :

"It is an established fact, from very extensive research, that the adjustment
of the fluoride content of a water supply, whereby there is a concentration
of one part fluoride to one million parts of water, brings about an average
reduction of 60 per cent in the prevalence of tooth decay to children con-
suming fluoridated water since birth . No ill effects have been noted .

"This improvement in dental health of children, who will later be adults,
ensures an improvement in general health, dental health being an integral
part of total health ." `

We are not suggesting that the introduction of fluoridated water
would lessen the need for dental services, but that there would be a change
in the nature of dental needs. One research teacher expressed this view as
fo llows :

. . it seems probable that fluoridation, like so many discoveries, may in the
process of meeting one need, create new needs of equal or greater magni-
tude . When fewer teeth are lost or damaged by decay, more youngsters wil l

' See Grainger, R M ., Nikiforuk, G. and Paynter, K . J ., Dental Health and Fluorides, a
submission to the Ontario Fluoridation Investigating Committee, 1959, wherein is contained
an extended bibliography, Toronto, 1960.

' Financial Post, Toronto, August 24, 1963 .
8"As of November, 1963, more than 3,800,000 people, or 20 per cent of the population,

in 188 communities were consuming mechanically fluoridated water . In addition to the 20 per
cent of the Canadian population who are consuming water with fluoride content adjusted to
one part per million, many thousands of people have been consuming for a lifetime, and even
for generations, water which has been fluoridated from underground deposits of fluoride . No
ill-effects have been observed ." (Statement by Mr. John Munro, Parliamentary Secretary to
Minister of Health and Welfare, House of Commons Debates, Ottawa, March 23, 1964,
p. 1333 .

' Statement by Mr . John Munro, M .P., op . cit., p . 1333 .
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reach maturity with teeth which warrant periodontal and other maintenance
care (cf. p . 4-6) . Later on when rehabilitation becomes necessary, full
mouth reconstruction will be more frequently indicated, and edentulous-
ness may be postponed for many years, perhaps an entire lifetime ." '

In summary, our analysis of the future supply of dentists has focussed

on certain important features . We estimate that with an orderly growth in

capacity our supply of dentists would rise to 7,157 in 1971, 10,294 in 1981,

and 14,420 in 1991 . This growth would require an expansion of present
dental school facilities to produce 3,750 dental graduates by 1991, plus four

new dental schools producing a further 2,194 dental graduates by 1991 . This

growth in capacity will require 1,015 teachers by 1986 which is 624 more

than the 1961 figure .

Very few immigrant dentists are licensed to practise in Canada. Only
45 are listed in the Directory of the Canadian Dental Association . If licensing

regulations are less restrictive we believe more overseas dentists would seek

to immigrate to Canada .

In any future expansion of dental services we believe that children

should be the first to benefit . The shortage of dentists requires a programme

for the training of auxiliary dental personnel to provide much of the additional

dental care. The final responsibility for this care would remain with the

dentists . We estimate that 1,000 auxiliaries could be trained in each of the
first four years of the programme and 1,500 annually thereafter.

FUTURE SUPPLY OF NURSES

As we have described in Chapter 7, it is very difficult to measure

the supply of nurses at any moment of time and to measure changes in this

supply over a period of time . Available data indicate that there has been a

substantial increase in the number of registered nurses in the population as

well as in the number of registered nurses actually employed, but they are

not sufficiently complete to produce a reliable projection of the future supply

of nurses . Without more comprehensive data on the attrition rate due to

factors such as marriage, emigration, retirement, and death and the number

of married nurses that return to work after their children grow up, projec-
tions can be no more than an indicator, although a useful indicator, of

the future trend in supply .

' Pelton, Walter J., and Bothwell, Ruth D., "The Need and Demand for Dental Care",
Michigan Study, op . cit ., p . 13, as quoted by McFarlane, B., op . cit ., Chapter 4.
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Before we present our projection it is necessary to examine the
recruitment of nurses, future changes in the education of nurses and their
relationship to the quality of nursing care since these will affect the quantity
and quality of nursing skills that will be available to care for the needs of
Canadians .

Recruitment of Nurses

What girls choose nursing as a career? By what processes do girls
choose this profession? What effects do schools of nursing have on the
number and type of girls who fo llow this career? If we can answer these
questions we will have some indication of the ways in which the supply of
nurses can be increased .

According to the findings of a study undertaken for the Commission
those girls who are most likely to choose nursing as a career have been
described in these terms :

"Specifically, the girl who is most apt to choose nursing is one who comes
from a middle class family, in a medium size town, who has average high
school grades, who want a job which is appropriate to her abilities and
which offers security . . ., who sees herself as being somewhat more
competent than most other girls, and who has received parental encourage-
ment for the choice of nursing . The two characteristics which set her apart
from the majority of other girls are: (1) that she places considerably more
emphasis than most other girls on having an occupation which is important
to society and which helps people in need, and (2) that she sees herself as
having the ability to exercise self-control in emotionally upsetting
situations."'

Most girls who eventually become nurses usually make their choice
of a career before reaching the age of thirteen . Their interest in this type
of career is often stimulated by relatives who are nurses and their subsequent
decision to become a nurse receives strong parental approval . 2

Recruitment programmes organized by schools of nursing appear to
have relatively little effect on the number of girls applying for admission
to these schools . Apparently most of the larger schools do not actively seek
applicants because a sufficient number apply to fill the available places .
The recruitment programmes of smaller schools of nursing appear to have
limited effect . Two-thirds of the girls who attend these programmes decide
not to become nurses .3 Although the number of girls who are stimulated
by this means to become nurses is relatively small, there appears to be a

' Robson, R ., Sociological Factors Aflecting Recruitment into the Nursing Profession, a
study prepared for the Royal Commission on Health Services, Ottawa : Queen's Printer, 1964,
Chapter IX .

' Ibid.
3 Ibid.
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significant number who have positive attitudes towards such a career,
but who, nevertheless, do not become nurses .

"First, generally speaking, girls' attitudes towards the nursing profession are
quite favourable ; 9% had chosen nursing as a career and were definite in
this decision, for another 12% nursing was their first choice, although they
were also considering other occupations ; a further 11% of the girls
indicated a different occupation as their first choice, but were considering
nursing as an alternative, and another 25% were not considering nursing
at all but said that they would like to become nurses . Thus a total of about
57% of the girls in our sample had favourable attitudes, while 43% said
they had never considered nursing and would not like this occupation .
Since our sample did not include girls who had already left school in their
junior matriculation year, the 57% with favourable attitudes is somewhat
higher than we would find in a completely representative sample but even
so, we suspect that the true figure would be about 50% or slightly lower,
which still represents a considerably higher proportion than the number
who actually go into nursing ."'

Why do these girls who form this potential reservoir of nurses decide
not to enter the profession? Evidently some feel that the educational period
required is too long and too difficult while others see the unpleasant duties

associated with caring for patients, the irregular hours, and the discipline
associated with nursing as negative features which outweigh the more positive
ones .

Our studies show there is a significant propo rtion of girls who have

the characte ristics which are appropriate to a nursing career ( in the sense
that they have characteristics which are similar to those possessed by girls
who choose a nursing career), but who, nevertheless, choose another occu-
pation . The occupations which these girls choose are as follows : 2

Per cent Choosing
Each Occupation

Therapists . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6

Laboratory and X-ray Technicians . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7

Practical Nursing . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8

Social Work . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9

Missiona ry . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2

School Teacher . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 30

Secretarial Work . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 10

Airline Stewardess . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 3

Sales Clerk . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 1

Typist and Office Clerk . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 4

Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20

100

= Ibid.
2 Ibid.
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The significant feature of this tabulation is that 21 per cent of these
girls choose occupations in the health services field . Evidently these and
similar occupations will compete with nursing for the available recruits .

Education and the Quality of Nursing Care

There is a definite relationship between the education of the nurse
and the quality of nursing care . Nurses are the first to recognize this . In
recent years the Canadian Nurses' Association has turned a critical eye on
the field of nursing education in an effort to ensure that the tradition of
quality which is characteristic of the nursing profession in Canada is main-

tained . These critical appraisals have resulted in an increasing concern on
the part of the professional nursing associations about the present organ-

ization of nursing education .
Today hospitals are constantly pressed to provide service to a

population increasingly aware of the health benefit of hospital care . This has

tended to make the services of the student nurse essential for the continued
operation of the hospital . The teaching function of the hospital school of
nursing has assumed less importance and as a result nursing education pro-
grammes have suffered . Furthermore, since the nursing curriculum has had
to include knowledge of rapid advances in medical technology, and the
student nurse has had to provide service in order to repay the hospital for
the education which its nursing school has provided, the period required
for the student to complete her education has gradually increased to three

years .
Criticism of this system of education is of long standing . We have

already referred to Weir's recommendations stemming from his study of
nursing in 19321 which if implemented would have placed nursing educa-
tion under the control of educational authorities . Such an arrangement may
be feasible, but the past thirty years have tended to strengthen the hospital's
financial and administrative control over nursing education . The debate
continues . National and provincial associations are still pressing for an
improvement in the educational preparation of the nurse .

"`The preparation of the nurse should be an educational experience and
the method by which this can best be achieved is through a school
which plans and controls the complete experience of the student' ."'

Today most hospital schools remain under the administrative con-
trol of the hospital . The main weakness of this arrangement is that in the
student's programme the emphasis is on the service she provides rathe r

1 See Chapter 7 .
2 Canadian Nurses' Association, Policies Regarding Nursing Service and Nursing Educa-

tion, Ottawa : The Association, Revised, 1958 .



580 PRESENT PROBLEMS AND FUTURE REQUIREMENTS

than on the education she should receive . The time lag between classroom
instruction and clinical experience is hardly conducive to effective learning
by the nurse. The situation is further aggravated when some students receive
clinical experience before the classroom instruction. In addition, almost 60
per cent of formal instruction is given in the first year of the student's
programme . '

In many hospital schools there is a lack of supervision of students
during their clinical experience. While this may stimulate the student to learn
quickly, it does not contribute to a high standard of patient care . Both the
patient and the student are affected adversely .

An additional obstacle to a sound educational programme for nurs-
ing students is the inadequate academic standing of the majority of the

hospital school teaching personnel . We have noted in Chapter 7, that over

70 per cent of the instructors in hospital schools do not have a B .Sc., or

higher degree in nursing, or what should be considered as the minimum
qualifications for such positions. Even in the university schools of nursing
58 per cent of the full-time instructors do not hold even the baccalaureate
degree . This situation in the hospital schools is aggravated by the rapid
turn-over of teaching staff. Only 21 per cent have held their present posi-
tions for more than three years . 2

The inadequate academic standing and the rapid turn-over of
teaching staff in hospital schools of nursing is related, in part at least, to
their low salaries which are considerably below those paid to other teachers

at the post high school level . 3

"The salary differential provides little incentive for nurses to prepare for
instructional positions . It would take more than ten years for them to
make sufficient money to attend university, not to mention the loss of
salary. Salaries are too low to permit savings to finance these courses, and
grants through government and other sources are very limited . 64 applica-
tions were received in the CNA National Office for one $1,200 scholarship
from prospective teachers for the coming university year, who appeared
in considerable need of assistance ."'

These weaknesses of the present educational programmes of hospital
schools of nursing can have an adverse effect on the quality of nursing
service . That this is in fact the case has been documented in our studies5
which show that the complexities of modem patient care require a highly
skilled nurse .

i Mussallem, H . K., Nursing Education in Canada, a study prepared for the Royal Com-
mission on Health Services, Ottawa : Queen's Printer, 1964, Chapter VII.

' Ibid.
' Ibid.
' Ibid.

Uprichard, M ., Utilization of Nurses in Canada, a study prepared for the Royal Com-
mission on Health Services, Ottawa : Queen's Printer, 1964 .
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A number of studies already completed or now underway provide
evidence of the concern of nursing leaders in Canada with the role of the
nurse and her educational preparation .

In 1948 the Canadian Nurses' Association with financial assistance
from the Canadian Red Cross initiated an experiment in nursing education at
the Metropolitan School of Nursing in Windsor, Ontario . This experimental
programme known as the Demonstration School had as its objectives :

"(a) to establish nursing schools as educational institutions, separate entities in
their own right .

"(b) to demonstrate, if possible, that a skilled clinical nurse can be prepared
in a period shorter than three years, once the school is given control of the
use of the students' time. The hope is that a period of two years (or slightly
more) would suffice ."'

Dr. A. R. Lord in his evaluation of the Metropolitan Demonstration Training
School of Nursing concluded :

"The average graduate of the Demonstration School compared with the
average graduate of the three-year 'Control' school appears to be :
(a) at least as well-prepared for basic bedside nursing ;
(b) better prepared for Tuberculosis nursing;
(c) better prepared for Psychiatric nursing ; and to use the principles of

Mental Health with all patients . "

Dr. Lord further stated :

"The conclusion is inescapable . When the school has complete control of
students, nurses can be trained at least as satisfactorily in two years as in
three, and under better conditions, but the training must be paid for in
money instead of in services. Few students can afford substantial fees nor
can the hospital pass on such additional costs to the 'paying patient .' Some
new source of revenue is the only solution ." '

Eight years elapsed before an attempt was made to apply the theory
of education used by the Demonstration School . In 1960, the Nightingale
School of Nursing, Toronto, initiated a two-year programme using the prin-
ciples which evolved from the Metropolitan School of Nursing .

Another experiment is being undertaken at the Regina Grey Nuns'
Hospital School of Nursing in Saskatchewan. With a grant from the Provin-
cial government, a two-year experimental programme was developed admit-
ting its first class in the fall of 1962 . From the regular class admitted to the
three-year traditional programme, twenty students were channeled into th e

1 Report of Committee of Canadian Red Cross Society, November 4, 1946, as quoted
in Lord, A . R ., Report of the Evaluation of the Metropolitan School of Nursing, Windsor,
Ontario, published by The Canadian Nurses' Association, 1952, p . 7.

' Lord, A . R., op . cit., pp. 53 and 54.
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shortened two-year programme, and a further twenty students were selected
from the remaining members of the class to act as a control group . All
students in the experimental and control groups were selected through the use
of psychological tests . This experimental programme will be evaluated in
1965 .1

The Registered Nurses' Association of Ontario has recently approved
the development of a diploma programme in nursing at the Ryerson Poly-
technical Institute of Toronto . Prior to establishment of this programme, an
exploration was made of the facilities at the Institute . This programme is
planned for post high school students, and is of three academic years'
duration. When established, it will be the first diploma school of nursing
conducted within the general education system of a province . Graduates of
this programme will be eligible to write nurse registration examinations in the
Province of Ontario .

Our studies indicate that two categories of registered nurses are
required: one a graduate of a university school of nursing, and the other a
graduate of a hospital school of nursing or of another post high school type
of school of nursing-a diploma nurse . These would follow the existing
educational patterns, but the control of the educational programme for the
diploma graduate, the time required to complete it, and the content of the pro-
gramme would be changed . 2

As we noted in Chapter 7, the university schools of nursing offer
three types of programmes :

1 . A certificate course to graduates of hospital schools of nursing in :

(a) nursing education

(b) nursing service

(c) public health

(d) special clinical areas

2. A degree course

(a) post-basic

(b) basic

3. A graduate degree cours e

The responsibilities of the university graduate nurse would require
as a minimum the educational programme appropriate to the degree course
offered by a university school of nursing which now requires four years
to complete. Seven university schools of nursing offer this course as an

'"Regina Grey Nuns' selects second 2-year class", Hospital Administration in Canada,
January 1964, p . 13 .

2 Mussallem, H. K ., op . cit., Chapter VII.
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integrated programme . In these schools the faculty plans and assumes
responsibility for the entire course . Theory, clinical experience, and super-
vised practice are planned in co-operation with hospitals and other com-
munity health agencies . '

A number of nurses now complete an educational programme at

a hospital school of nursing and then decide to complete the additional
requirement for the degree course .

A serious problem emerges when one examines the affiliation
arrangements between university schools of nursing and hospital schools .
In eight of the universities in Canada which grant degrees in nursing,

only the first and last years of the degree programme are planned and
controlled by the university granting the degree . In other words, these
universities are awarding degrees to students regardless of the fact that

they may not set the standards which the students must meet for a significant
part of the degree programme .

"The soundness of putting a layer of academic subjects over a technical
orientation to the major field is questioned, as is the credit value granted
for courses obtained in a service-centred agency over which the university
has had no control . True, there are some students who have demonstrated
that this type of educational programme has provided them with a great
breadth of understanding of nursing and the world about them . But the
fundamental issue still remains . Is this sound practice in professional educa-
tion, and should it be perpetuated?"'

Post-graduate degrees in nursing are presently offered by only two

Canadian universities, McGill University, and the University of Western

Ontario . Beginning in September 1964, the universite de Montreal will
offer a programme to college graduates . The slow growth of graduate

programmes in this field is due partly to the lack of faculty-trained nurses
with a graduate degree to provide the necessary teaching and research,

and partly to the lack of sound undergraduate degree programmes from

which post-graduate students could be drawn. The need for graduate train-

ing is obvious when one examines the low academic level of the faculty
in university and hospital schools of nursing referred to in Chapter 7 .
Furthermore, with the expanding administrative responsibilities of a certain

proportion of university-trained nurses, the growing importance of a number
of clinical specialties in nursing, the increasing pressure for research in

the field of nursing, and the emergence of the nurse as a consultant in the

increasingly complex field of health care, the need for a larger number
of nurses with post-graduate degrees seem obvious .

1 Mussallem, H. K ., op . cit ., Chapter N.
2 Ibid.
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The diploma nurse could be trained in an educational programme
similar to that now provided for student nurses in hospital schools of
nursing, but without the weaknesses which affect the quality of nursing
care to which we have already referred . The education of the diploma nurse
would be the responsibility of the Director of Nursing Education who would
be directly responsible to the hospital board or its representatives . The
student nurse would not be required to provide nursing service although
in her clinical training in hospital wards and departments a certain amount
of service would be a secondary result of her clinical experience . Obviously,
if the student nurse is not to provide service to pay for her training, the
hospital would have to be reimbursed for the use of its facilities, and the
cost of the educational programme would have to be met, in part at least,
from student fees . However the length of time required to complete the
educational programme should be shortened from three to two years because
the service element in the programme would be largely eliminated .

There are two other types of nursing personnel to which we have
referred : the psychiatric nurse, and the nursing assistant . As noted in Chap-
ter 7, the psychiatric nurse programmes in the four western provinces were
instituted to meet the demand for qualified attendants to care for the mentally
ill . But, as noted in Chapter 8, the emerging patterns of care for the various
types of psychiatric patients will require the large mental hospital in which
the psychiatric nurse is located to assume much less importance in the future
than it has in the past .

As we shall show in Chapter 14 the future organization of the care of
the psychiatric patient could follow a pattern in which the majority of
patients are cared for in psychiatric units of general hospitals, with a
residue of chronic long-term psychotic patients remaining in small regional
hospitals or other long-term facilities . If a programme such as recommended
in Chapter 2 is implemented,' in time the need for the psychiatric nurse
would disappear in the western provinces . Since the majority of institutional-
ized patients would be cared for in psychiatric units of general hospitals,
they would be cared for by the hospital nursing staff . The present psychiatric
nurses could be absorbed gradually into the ranks of the diploma nurses after
a short training period and a qualifying examination. The present training
programme for psychiatric nurses provides the basis for this additional
training.

Much of the work of the nursing team is today performed by the
nursing assistant who, in most cases, receives a limited formal course that
varies from school to school from 10 to 18 months' duration . We foresee a
continuation of this category of nursing service . We believe that in view of

the reduction of the training of the diploma nurse to two years, the formal

1&!e Chapter 2, Recommendations 13 to 20 .
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training period of the nursing assistant must be shortened . Ultimately,
perhaps, many will be trained on the job .

Our chief objective in this reorganization of nursing personnel is to
reinforce the role of the diploma nurse in her desire to fulfil her historical
role by concentrating on bedside nursing care . Only in this way do we fore-
see an improvement in the quality of patient care . We expect that since
a large proportion of those now entering the nursing assistants programmes
have an educational standard above the required minimum for this pro-
gramme, many of these girls would consider a career as a diploma nurse
as a preferred alternative, particularly when the course is shortened to two
years.

Changes in Nursing Education and the Future Supply of Nurses

The question arises, would there be a sufficient number of nurses
available if the foregoing change in nursing education were adopted? In
the short-run, the reduction in the amount of service rendered by student
nurses would require an increased supply of the services of registered nurses
and nursing assistants . In view of the shortages which exist in some areas
it would be difficult to provide this increased supply. A ll changeovers, how-
ever, imply difficulties in the transitional stages, and in the long run the

supply of diploma nurses would be increased since these nurses would
graduate in two years instead of three, and one-third more nurses could
be trained with the same facilities . For some time to come, a major shortage
of instructional personnel both at the university level and the hospital
school level will limit the adoption of new educational programmes .

It cannot be emphasized too strongly that a major effort must be
made by governments, hospitals, the health professions and the public if
the education of nurses is to be integrated with higher education in general
and the quality of their education improved. Our studies indicate that
graduates of university schools of nursing should make up one-quarter of
the total employed nursing force .' Today the ratio is far below this level
and little progress has been made to achieving it . For example, in 1961,
1,547 university trained nurses should have graduated if a ratio of 1 out
of 4 were being maintained . In fact, only 184 nurses were graduated from
university schools of nursing in that year . The magnitude of the problem is
apparent . Its solution is a matter of time and resolve to do something about
it. In order to encourage young women to become nursing teachers and
administrators, financial assistance and other incentives such as incomes
corresponding to the responsibilities assumed are required .

' Committee for Survey of Hospital Needs, Education and the Provision of Personnel,
Toronto : The Committee, 1963 .
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As we have noted previously in this chapter expected income is a
factor which has significant implications for recruitment to any profession .
Table 13-26 shows that in 1962 the median annual salary of the staff nurse
in hospitals compares unfavourably with the salary of ten other types of

hospital technical occupations having a high proportion of females. In fact,

only .two other occupations, the junior laboratory technician and the junior
radiological technician, have a lower median annual~ salary . Furthermore,

the rate of salary increase of staff nurses, when computed on the basis of
the median annual salary, shows a smaller increase than. five other occupa-

tions . There can be little doubt that comparatively low incomes place the
nursing profession in an unfavourable position in the competition for
recruits . This evidence demonstrates the necessity to offer the nursing profes-
sion salaries commensurate with the responsibilities they carry .' Nor should

it be forgotten that the married non-practising nurse provides a potential
supply of professional service if employment is sufficiently attractive .

How Many Nurses?

On the evidence presented to us there is, at present, a shortage of
nurses in some communities. For example an examination of the adequacy
of the number of practising nurses available in the Metropolitan Toronto
area showed that "there was a shortage of 680 graduate nurses in the short

stay hospitals" . This was equivalent to 19 per cent of the total number of

nurses employed, or 3,595 .2 In addition, as the Canadian population grows,

the existing supply must be expanded to meet its needs .

Our analysis of the present nursing education system, its relationship
to the quality of nursing care, and the possible future changes in the prep-
aration of the nurse, along with the limitations of the historical data and
the time required to implement the recommendations of this Commission
makes any projection of the future supply of nurses a hazardous venture .
We have, however, attempted to estimate the possible need for nurses in
the various areas of service in the near future taking into account at least
two possible future changes, the re-organization of mental health services,
and the decline in the number of patients in tuberculosis sanatoria .3 No data
are available at present which would allow us to estimate the effect of other
changes in health care such as the growth of group practice and home care

'See Chapter 2, Recommendation 128 .
' Committee for the Survey of Hospital Needs, Education and the Provision of Personnel,

Toronto : The Committee, 1963, Part Sixteen, p . 14. Shortages were also noted in the following
reports : Manitoba Hospital Survey Board Report, Hospital Personnel, Winnipeg : 1963, p . 49 .

School of Nursing, University of Manitoba, brief to the Manitoba Hospital Survey Board,
Winnipeg, 1962 . The Registered Nurses' Association of Nova Scotia, brief to the Royal Com-
mission on Health Services, Halifax, 1961 . Registered Nurses' Association of British Columbia,
brief submitted to the Royal Commission on Health Services, Vancouver, April 1962 .

3 These changes are discussed in Chapters 7 and 14.
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programmes. Our projections in this area have been limited to the year 1971
and make no distinction between diploma nurses and university graduates .

As an indicator of the need for nurses in various fields of service in
institutions such as public general and allied special, mental, tuberculosis
and other hospitals, the population-nurse ratio involves a good deal of over-

simplification . Instead we have estimated what the ratio of nursing days to
patient-days was in 1961 in the following areas : public general and allied
special hospitals, mental hospitals, tuberculosis hospitals and other (private

and federal) hospitals . '
Two projections of nursing care were then made, one assuming no

change in the present trend of treatment for the mentally ill and one
assuming a more rapid transfer of patients with mental illness to active treat-

ment hospitals . Table 13-27 indicates the estimated need for nurses under

our first assumption . Multiplying the number of projected days of hospital

care2 as shown in Table 14-2, and assuming that the amount of nursing care
provided is maintained at the level existing in 1961, it is estimated that
the number of nurses in public general and allied special hospitals might
increase from 36,583 in 1961 to 48,081 in 1971 . Nurses in mental institu-

tions would increase from 4,200 to about 5,000 while the number in tuber-
culosis sanatoria would fall from 1,157 to 545 . The number of nurses in

other hospitals is also projected to decline slightly from 3,100 to 2,984 .

The number of nurses required in areas such as public health, private
duty, physicians' offices, nursing administration and industrial health has
been projected on the basis of limited historical data and can only be

considered an approximation. The total number of nurses in this area is

projected to increase from 15,754 in 1961 to 22,252 in 1971 .

From 1961 to 1971 it is projected that the total number of nurses

should increase from 60,854 to 78,868 . This is the equivalent of a net

increase of about 18,000 nurses or an annual rate of increase of about
1,800 by 1966 and 1,940 by 1971 .

If the changes in the mental health survices programme to which
we have briefly referred in this chapter and which are further discussed in
Chapters 8 and 14, are introduced, they will require an increase in the
amount of nursing service provided to a segment of the population of

psychiatric patients . We assume that patients treated in the psychiatric units
of general hospitals will receive the same amount and concentration of
nursing care as is provided for other patients in public general and allie d

1 The estimate was prepared on the assumption that two part-time nurses were the
equivalent of one full-time nurse and that each nurse worked the equivalent of 235 days a

year. Multiplying the number of full-time equivalent nurses by the number of days and dividing
this by the number of patient-days yield the nurse day-patient day ratio .

2 Patient-days relate to adult and child patient-days only . If the projected days of new-
born care were included it would not affect the projection by a significant amount .
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special hospitals . Those patients in mental hospitals will continue to receive
the same kind of nursing treatment as is currently provided . By increasing
the number of patients (number of patient-days) receiving the more inten-
sive care provided in the psychiatric units, the number of nurses required

will rise even though the absolute number of patient-days declines . The

effect on the demand for nurses of these changes is indicated in Table
13-28 . By 1971 an additional 1,724 nurses are required over and above
those necessary to meet the previous projection.

In order to present a range of estimates an additional projection of
need was made based on the assumption that the improvement in the
amount of registered nursing care provided in public general and allied
special hospitals which has characterized the post-war period will continue
in the next decade .' Table 13-28 indicates the number of nurses required
with this assumption . The number of nurses needed now rises to 99,230 by
1971, an increase of almost 40,000 over the decade ; while the annual net
increment needed by 1971 is 4,469, more than double that required by
Projection 1 . With changes in the treatment of the mentally ill, the additional
number of nurses required would be over 42,000 and the annual net
increment would be 5,165 .

In view of the trends in the supply of nurses that have operated in
the post-war period, what is the likelihood of meeting this demand ?

Since we do not know the annual attrition rate due to emigration,
death, retirement or marriage nor the inflow of married nurses back into
the profession, projecting the supply of nurses yields only an approximate
estimate of total supply. On the other hand changes in the nature of nurs-
ing education, particularly changes in the length and requirements of degree
and diploma courses make the projection of existing trends somewhat doubt-
ful . However, if we assume that the current trends in nursing education do
not change drastically down to 1971, and that the profession remains attrac-
tive to a sufficient number of girls 18 years of age to enrol in schools of
nursing or university nursing programmes, we project that the annual
increment of new graduates, as shown in Table 13-28, will rise to 7,342 by

1966 and to 8,586 by 1971. This projection is consistent with the projected

growth of hospitals and nursing education faculties in universities .

The number of nurses gained annually through immigration is pro-

jected at around the 1960 level of about 1,300.2 Adding projected new

graduates and immigrant nurses, it is estimated that the gross addition t o

'The ratio of nurse-day to patient-day can also be expressed as its reciprocal ; that is
the average number of patients per nurse on any one day. In Projection 1 the ratio in public
general and allied special was projected at 3 .56 down to 1971 . In Projection 2 this ratio is

projected to decline to 3 .0 in 1966 and to 2.5 in 1971 . No adjustment has been made to the
ratios in other areas.

' See Table 7-19.



PERSONNEL

~
d\
.-r

°- ~
0 vi~oee vioo

"o 0o v
U c o v, o v

0

N ~[

w c~d M~~ p iV

N

I
~N V Nt -

'~f Vl iry h ~

7 i ..,

O
T 0 v

MN N he0
~

m a ~ V
M O ~

rnrno
1
D ~

a a
EN I

M M co M

Irn 00 rn e

~O M N ~D N ~ D

d ~ owo bc~o
O v ~nooa E oorn

CO
Q o

c ogS°o
0
~ $ 8

M M M M M

z~-
E

o
, E d GCMN~O ,Iy ~DN

p
co^aco co% n9 w 21" 0 t- 00

¢ ~ :s
b
;

~ N

d ~

p a,

~`o

C4

~•DE '- ' N~^ O V
y v~~ M M It M Vl

to
a Ca d
z

d• - U
~ OOh CG ~ O+ N

Ey ~ I ~n0~ ~ N

a Z U ..-~ .- . . . ,-. N

~z b ~ N 0 N~0
O llN ~, ~

N O
O 0 ..

y d V

u
E O =

zx 0 -It 00

_ 4. ~ 00 00 .--~ 00 M Vl

d .L 0 rM Ch eo CI O
W p

0
~O %O 10 [ - %Q00

H

1-i .rM~Or ~p .r
CO
~ Oa 0aarn .°; .°;

591



592 PRESENT PROBLEMS AND FUTURE REQUIREMENTS

the number of nurses from these sources would amount to 8,642 in 1966
and 9,886 in 1971, compared with 7,296 in 1961 .

On the basis of the estimated need for nurses and additions to the
supply, we can now arrive at some estimate of the relationship between
demand and supply. On the basis of Projection 1 and no change in the
trend of mental health care, Table 13-28 indicates that by 1971 projected
supply would exceed projected demand by 7,948 nurses which would then
be available along with nurses who return to the practice of their profession,
to meet the drain of nurses who migrate to the United States or other
countries, marry and temporarily leave the profession, retire or die .' Com-
pared with the projected total number of nurses in 1971, this is the equiv-
alent of an attrition rate of 10 per cent. On the basis of Projection 2, the

excess of supply over demand is 5,437 in 1971 and the estimated attrition
rate is 5 .48 per cent. With changes in the mental health programme, the
projected excess of supply in 1971 varies between 7,644 and 4,721, while

the attrition rate varies between 9 .48 and 4.58 per cent .
On the basis of this evidence it is likely that the supply of nurses

will be sufficient to match the demand on a national basis2-at least up to
1971 . Even with a high projection of the trend rate of growth of demand
for professional nurses, the projected supply still permits nearly a 5 per cent
attrition rate; a slower growth in the net supply of nurses would almost
certainly be associated with a fall in the amount of professional nursing
service rendered each patient thus permitting a higher attrition rate .

CONCLUSION

If the level of health services is to be maintained at that existing in
1961 as well as improved both in quantity and quality over the period 1961-
1991, it is evident that the supply of qualified health personnel must con-
tinue to expand .

The magnitude of the task is evident from the increased number of
all health professionals and other personnel that our projections indicate
will be needed both over the decade 1961-71 and the period 1961-1991 .
The supply of physicians, as indicated in Table 13-29 must increase at a
rapid rate. To produce even the small improvement in the population-
physician ratio that we have projected over the decade 1961-1971, the
number of physicians must increase by 5,344, while the gross increment ,

1 The excess supply of demand would be reduced to the extent that nurses are employed
on a part-time basis as more nurses would be required to match the need projected for full-time
equivalents.

2 This does not preclude the existence of regional shortages as noted in Chapter 7.
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TABLE 13-29 PROJECTED SUPPLY OF PHYSICIANS AND DENTISTS AND
POPULATION PER PHYSICIAN AND DENTIST RATIOS, CANADA,

SELECTED YEARS 1961-1991 .

Year

1961 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .
1966 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .
1976 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .
1981 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .
1986 . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .
1991 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

SovacE : Tables 13-3, 13-12 .

Physicians

Number

21,290
23,708
26,634
29,883
33,531
37,053
40,643

Population-
Physicia n

Rati o

857
856
848
844
842
851
864

Dentists

Number

5,868
6,386
7,157
8,592

10,294
12,188
14,420

Population-
Dentist
Rati o

3,108
3,179
3,156
2,936
2,744
2,589
2,435

that is the number needed to increase the supply as well as to replace those
lost to the profession through emigration, retirement and other causes, is of

the order of 7,100. With the growth of population projected for the decade
of the seventies, the net addition to the supply must be of the order of 6,900
while between 1981 and 1991 the net increment needed is over 7,100 .

In view of the difficulty in expanding the supply of dentists in the
short run, the 1,290 net increase in supply projected for the decade 1961-71
is not even sufficient to maintain the population-dentist ratio at its present

level. Again additional personnel must be found to offset the attrition through
time and emigration, and the gross increment over this decade is projected

at about 2,130. To produce an improvement in the population-dentist ratio,
as indicated in Table 13-11, it will be necessary almost to double the net

increase in supply over the decade 1971-81 to 3,100 dentists while for the
period 1981-1991 the additional number of dentists required amounts to

around 4,100 .
Between 1961 and 1971 alone the supply of qualified nurses must

increase by over 20,000 if present standards are maintained and could amount

to nearly 42,000 if improved standards of patient care are provided . At
the same time the supply of university trained nurses must expand rapidly

from its present low level if the quality of nursing education and nursing care

is to be maintained and improved . To meet even minimum standards it would

be necessary to expand the annual output of university nursing graduates
from the 1961 level of 1,114 to many times this figure by 1971 to approach
what has been presented to us as a desirable ratio of one university trained

nurse to three diploma nurses .
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What is true for physicians, dentists and nurses, is also true for
dental auxiliaries . In order to implement our recommended children's dental
programme by 1968 we must produce at least 1,000 dental auxiliaries by
that year and have available some 10,350 by 1976 .

The achievement of these goals, while maintaining and improving
the quality of professional personnel will require a determined effort by
the professions, the public and governments. To increase the supply of pro-
fessional personnel we have recommended that educational facilities be
expanded and financial aid be provided for the support of higher education
in the health professions . The relevant recommendations are outlined in
Chapter 21 and the reasons for them in Chapter 13 above . The cost of im-
plementing such recommendations appears in Chapter 20 .

I See Chapter 2 . Recommendations 124 to 174 .
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Hospitals

In this chapter we are primarily interested in assessing our past experience
in the utilization and growth of hospital facilities as a basis for estimates

of our future requirements for these facilities . Other health facilities, such
as educational and training institutions, and dental clinics are discussed in

Chapter 13 .

HOSPITAL CARE

How many hospital beds will be needed in the future is a question
which is difficult to answer given the rapid changes that have occurred and
still are occurring in the provision of hospital services . Advances in diagnos-

tic and therapeutic techniques involve new demands for hospital care and
new construction, an array of new and expensive equipment, and an increase

in the quality and quantity of hospital personnel .
In Chapter 8 we have outlined the changes in the utilization of

hospitals and indicated the rise in days of care per 1,000 persons, particu-
larly in general hospitals . In Chapter 11 we have shown that per capita

expenditures on hospital services had risen from $5 .50 in 1926 to $50.65

in 1961 . In constant (1957) dollars, or volume of consumption, this repre-

sents a rise from $17 .95 to $48 .84. Of vital concern to the Commission is
the future rate of growth of hospital utilization both because it influences the

demand for personnel as well as the cost of health services .' In this chapter
we outline the factors that may affect the use of hospitals in the future .
In view of the rapid changes that are at present underway, we have not

extended our projections beyond the year 1971 .
Further, we have not attempted to present a detailed classification

for acute hospital beds, chronic hospital beds, psychiatric beds etc . This is

in accord with our view that hospital care should be provided, where pos-
sible, in hospital centres rather than in isolated or segregated institutions .

But it is also in accord with the present situation where long-stay patients ,

1 See Chapters 11, 13 and 20 .

74563-40
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psychiatric patients and tuberculous patients are found in public general
hospitals . Our classification therefore combines general and allied special

hospitals, which covers public, private and federal hospitals providing active

treatment, and chronic and convalescent hospital care, along with psychiatric

care and tuberculosis care provided in special units attached to general

hospitals, mental hospitals and tuberculosis hospitals .

FUTURE UTILIZATION RATE S

In estimating future utilization rates and hence bed requirements
of hospitals, the various factors and alternative services mentioned in the
foregoing pages should be taken into account . The development and increas-
ing use of alternative services such as out-patient clinics and organized
home care programmes are bound to have some effect on the future demand
for hospital facilities . But these, as well as changing patterns in psychiatric
care, rehabilitation, medical group practice, medical and out-patient care
insurance, have not been sufficiently evaluated to permit the measurement
of their impact on the hospital . Home care is expected to relieve the pressure
on hospital beds to some extent, and rehabilitation may remove some patients
from long-stay beds but bring others to the hospital for active rehabilitation
care. The lack of information on these various programmes is due partly to
their comparatively recent origin, and their still largely experimental state .'
New treatment methods of the future are, of course, unpredictable but they
may work either way. For example, new forms of drug therapy may enable
some patients to be treated at home, but new equipment or treatment methods
may require that the patient be treated in hospital . Thus, we cannot predict
what the future need or demand for hospital beds will be, although we can
make projections for a limited period based on certain assumptions .

Generally speaking, we assume that any reorganization of health
services (e .g., development of home care programmes, new patterns of
psychiatric care, new treatment methods) will proceed gradually so that
their full effect will not be felt in the period covered by most of our projec-
tions . We consider this to be a realistic compromise between what one
might like to see achieved on the one hand, and what is likely to be imple-
mented on the other.

The many factors noted above affecting the planning as well as the
operation of hospitals render projections more subject to error the more
detail one attempts to incorporate . It is for this reason we have avoided
regional or provincial projections . Estimating the hospital requirements for

1 Home care programmes and rehabilitation care are discussed in more detail in
Chapter 15 .
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a particular area is a far more complex task . Differences between provinces
exist and will continue to exist although the continuing effort to promote
more uniform standards of care will have a levelling effect . For much the
same reasons we have avoided a detailed projection of types of hospital .
Although we apply our assumptions to the basic traditional types of institu-

tions (i .e ., general, mental, and tuberculosis hospitals) the emphasis is on
the total future hospital beds . As we have indicated the trend towards inte-

gration of mental and tuberculosis care into the general health services
is strongly reflected in the hospital field . Other changing patterns in hos-
pitalization have, in some instances, opposite tendencies . An example is the
separation of chronic patients in chronic hospitals and nursing homes on the
one hand, and the provision to some of these patients of active rehabilitation

services on the other. The future effect of such trends is difficult to foresee

in quantitative terms, but here again the over-all impact on the total supply
of hospital beds will be minimized.

The projections are outlined below but they must be periodically
reviewed in order to ensure that the supply of hospital beds is in accord
with population growth and changes in medical care .

General and Allied Special Hospitals

From Table 14-1 it can be seen that between 1948 and 1961 the
average length of stay in general and allied special hospitalsl remained
fairly constant at around 10 days for Canada, but that the days of care
per thousand population increased by 360 days, or just over 27 per cent,

during the same period . This table indicates that the utilization rate of

general and allied special hospitals,2 expressed as the number of admissions
per 1,000 population, rose from 111 in 1948 to 149 in 1961 or by 34

per cent. With the introduction of hospital insurance programmes in the

provinces in 1959 and 1960 we might have expected the admission rate
to increase rapidly . The Canadian rate had risen substantially between
1948 and 1956, but between 1957 and 1958 it levelled off . When the

Hospital Insurance Programme was introduced, admission rates rose but
slowly, with the increase being most marked in the Atlantic Provinces and

Quebec . In addition, there was a slight increase in the average length of
stay of patients in hospital although again this differed between provinces .

We are basing our projections on the expected utilization of hospitals
in the period from 1963 to 1971, commencing with the estimated numbe r

' Excludes mental institutions and tuberculosis sanatoria but includes public, private, and
federal acute treatment, chronic, and convalescent and other special hospitals .

' That is, general, chronic, convalescent, maternity and other (including orthopaedic,
children's and isolation) hospitals ; excluding mental and tuberculosis institutions and those
providing custodial or domiciliary care only . See Dominion Bureau of Statistics, Hospital
Statistics, Vol . I-Hospital Beds, 1959, Ottawa : Queen's Printer, 1961, p . 11 .

74563-403
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TABLE 14-1 HOSPITAL UTILIZATION RATES PER GENERAL AND ALLIED
SPECIAL HOSPITALS, CANADA AND PROVINCES, SELECTE D

YEARS, 1948-1961 *

Province

Canada . .. . .. .. . . .. . .. .. .. . . .. . .. . . .. . .. .

Newfoundland . .. . . . .. . . . . . . .. . .. .
Prince Edward Island. . . . . . . .
Nova Scotia . .. . . . .. . . . .. . . . . . .. . .. .
New Brunswick . . . . . .. . . . . . . . .. .
Quebec. . . . .. .. . . .. . .. .. .. . . .. . .. . . .. . .. .
Ontario . . . . . .. . . . . . .. . .. . . .. . .. . . .. . .. .
Manitoba. . . .. . .. . .. .. .. . . .. . .. . . .. . .. .
Saskatchewan . . .. . . . . . .. . .. . . .. . .. .
Alberta. . . . .. . .. . .. . .. .. .. . . .. . .. . . .. . .. .
British Columbia .. . . . . . .. . . . . .. .
Yukon and NWT. . . .. . .. . . .. . .. .

Canada . .. . .. . .. . .. . .. .. .. . . .. . .. . . .. . .. .

Newfoundland . .. . . . . .. . . . . . .. . .. .
Prince Edward Island. . . . .. . .. .
Nova Scotia, .. . . . . .. . . . . . .. . . .. . .. .
New Brunswick . . . . . .. . . . . . . . . ..
Quebec. . . . . .. .. . .. . .. . .. .. . .. . .. . . .. . .. .
Ontario. . . . . .. . . . . . .. . . .. . .. . .. . . .. . .. .
Manitoba. . . .. . .. . .. .. . .. . .. . .. . . .. . .. .
Saskatchewan . . . . .. . . . .. . .. . . .. . .. .
Alberta .. . . .. . .. . .. . .. .. . .. . .. . .. . . .. . .. .
B ritish Columbia .. . . . . . . . . .. . .. .
Yukon and NWT. . . .. . .. . . .. . .. .

Canada . .. . .. . .. . .. . .. .. .. . . .. . .. . . .. . .. .

Newfoundland . .. . . . .. . . . . . . .. . .. .
Prince Edward Island. . . . .. . .. .
Nova Scotia . .. . . . . .. . . . . . .. . . .. . .. .
New Brunswick . .. . . . .. . . . . . . . .. .
Quebec. . . . .. . .. . .. . .. . .. .. . .. . .. . . .. . .. .
Ontario. . . . . . .. . . . . .. . . .. . .. . .. . . .. . .. .
Manitoba. . . .. . .. . .. .. . .. . .. . .. . . .. . .. .
Saskatchewan . . . .. . . . . .. . .. . . .. . .. .
Alberta .. . . .. . .. . .. . .. .. . .. . .. . .. . . .. . .. .
British Columbia .. . . . . . . . . .. . .. .
Yukon and NWT. . . .. . .. . . .. . .. .

1948

1,31 8

1,370
1,093
1,259
1,122
1,282
1,425
1,820
1,632
1,548
3,31 4

11 1

128
103
121
75

109
126
172
169
145
12 5

10 . 0

10 .4
10 .0
9 .9
11 .5
9 .8
9 .4
10 .2
9 .2
9 .9
15 .8

195 0

1,41 1

I,205
1,106
1,234
1,270
1,362
1,394
2,163
1,516
1,682
3,896

11 9

115
109
13 1
83

114
133
200
173
152
86

9 . 9

11 .0
9 .8
9 .0

11 .1
10 .0
8 .8

10 .0
8 .6

10 .2
10 .1

1952

1,48 1

1,317
1,233
1,190
1,351
1,417
1,517
2,115
1,660
1,774
5,41 4

128

126
120
129
93
124
145
204
187
164

62

1954 1956 1957 195 8

Patient-Days per 1,000 Populatio n

1,53 3

1,245
1,330
1,198
1,231
1,406
1,504
1,524
2,010
1,803
1,801
8,088

1,56 8

1,259
1,438
1,228
1,289
1,438
1,569
1,404
2,120
1,914
1,773
4,850

1,57 7

1,226
1,498
1,265
1,292
1,463
1,576
1,447
2,322
1,838
1,673
4,602

1,57 8

1,279
1,554
1,242
1,274
1,457
1,566
1,574
2,308
1,887
1,640
4,30 1

Admissions per 1,000 Populatio n

13 2

81
134
125
141
95
134
142
202
191
160
74

1959

1,624

1,276
1,586
1,394
1,441
1,489
1,622
1,630
2,277
1,992
1,630

3,39 0

14 3

102
149
143
156
115
140
166
210
197
157
12 1

Average Length of Stay of Separations

10 . 0

10 .5
10 .3
9 .0
11 .2
9 .8
8 .5
10 .3
8 .9
10 .8
77 .8

10 . 1

13 .4
9 .6
9 .6
8 .3

11 .0
9 .9
8 .4

10 .1
8 .8

10 . 6
137 .0

140

91
144
132
145
108
140
146
205
203
163
140

10 . 0

13 .9
9 .5
9 .4
8 .3

11 .0
9 .8
8 .6

10 .4
8 .7

10 .0

140

97
143
135
148
109
140
156
215
195
155
19 8

9 . 8

12 .5
10 .1

9 .5
8 .1

10 .7
9 .8
8 .3

10 .0
8 .5

9 .9

142

101
148
135
149
113
140
164
212
199
154
187

9 . 8

11 .9
10 .0
9 .3
7 .8

10 .8

9 .7
8 .6

9 .9
8 .5
9 .8

9 . 8

11 .4
9 .8
9 .4
8 .4
10 .4

9 .9
8 .9
9 .9
9 .1
9 .7

1960

1,656

1,284
1,562
1,421
1,658
1,491
1,677
1,719
2,281
1,971
1,647
3,028

145

105
155
145
169
114
142
168
214
196
163
144

9 . 9

11 .1
9 .1
9 .6
9 .6

10 .0
10 .2
8 .8
9 .8
9 .0
9 .8

196 1

1,67 8

1,262
1,599
1,429
1,675
1,536
1,717
1,767
2,249
1,922
1,661
1,059

149

109
155
143
168
127
148
166
212
190
167

10 . 0

11 .1
9 .9
9 .8
9 .4

10 .4
10 .4
9 .0
9 .2
9 .0
9 . 7

• Excludes new-born admissions and all admissions to federal hospitals . From 1948 to 1958 includes
public hospitals with data adapted from Dominion Bureau of Statistics, Annual Reports of Hospitals, 1948 to 1952,
and Hospital Statistics, 1954 to 1958, Vol . 1 . From 1959 to 1960 includes budget review hospitals (plus contract
hospitals in the case of Newfoundland, Northwest Territories, and Yukon), using lists of such hospitals at time
of entry into hospital insurance programme, for provinces and territories not participating during one or both
yea rs in question. In the case of British Columbia includes 5 public hospitals ( 1959) not covered by hospital insurance
programme, but which report ed to Dominion Bureau of Statistics the previous years. Based on data compiled
by Research and Statistics Division from Annual Returns of Hospitals. From 1952 to 1960 includes some adjust-
ments for estimated admissions to non-reporting hospitals based on the ratio of admissions to beds in repor ting
hospital in each province.

Sotrnce : Department of National Health and Welfare, Hospital Care In Canada, and 1961 data supplied
by the Department .
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of days of hospital care . We assume that by and large the trend rate of
growth of demand for hospital services in the period 1958-61 will continue,
allowing for some provinces with low utilization rates and bed ratios in
general hospitals to approach more closely the national level . On the whole,
however, we anticipate that the factors which tend to increase the demand
on hospital facilities, and those which tend to decrease it, will remain in
balance during the coming few years . It is too early to assess fully the
impact of the Hospital Insurance and Diagnostic Services Act because it
has not been in operation long enough in all provinces . The experience
of the hospital insurance plans in Saskatchewan and British Columbia indi-
cates that it takes several years for the initial growing demand to level off .
Nor do these two provinces provide a clear and uniform picture of the

effects of hospital insurance even over the fairly long period since their
inception .

Both Saskatchewan and British Columbia have experienced a levelling
off in the rate of hospital days provided . In both provinces this has taken
place since the mid-fifties, after the insurance plans had been in operation
in these provinces for about a decade . Whether the recent slight rise in
British Columbia and perhaps a further decline in Saskatchewan will result
in the two rates coming closer remains to be seen . Also subject to future
analysis are the effects in either province of social and geographic conditions
as well as the practice of co-insurance in British Columbia . We have
assumed, therefore, that the rate of patient-days per 1,000 population for
Canada as a whole will continue to rise slowly and by 1971 settle somewhere

between the rates of these two provinces as shown in Table 14-2 .1 Thus
from 1961 to 1971 it is projected that days of care per 1,000 persons will
rise from 1,959 to 1,995 ; an increase of about 40 days over the decade .
This compares with an increase of 63 days in the four-year period 1957-61 .
The downward trend in care provided in private and federal hospitals which
characterized the period 1957-61 is projected to 1971 but is offset by an

increase in public hospitals from 1,678 to 1,780 days per 1,000 persons .
Including new-born hospital days we project that by 1971 total days of
hospital care in general and allied special hospitals will rise from 38.65
million to 48 .84 million and that days of care per 1,000 persons will rise
from 2,123 to 2,162. Of the increase in days of hospital care almost 91
per cent is attributable to increased population and only 9 per cent to
more hospital care per 1,000 persons .

' The figures for new-born hospital care shown in Table 14-2 are based on the projected
fertility rates assuming the present average length of stay for the new-born to continue . See
Stukel, A ., "Population Projections 1966-1991", Appendix E, in Brown, T . M ., Canadian
Economic Growth, a study prepared for the Royal Commission on Health Services, Ottawa :
Queen's Printer, 1964.
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Although we project a further slowing down in the rate of growth
of hospitalization, is it necessarily the case that we must expect it to continue

to climb slowly as it has in the period since 1957, but climb nevertheless ?

To answer this question would require data which show the
relationship between hospital utilization and the factors described in other
sections of this Report such as the types of conditions treated in hospital,
changes in attitude towards hospitalization leading to increased use of the
hospital for childbirth, the age and sex composition of the population, rural
and urban residence, income status and hospital prepayment, the quantity
and types of hospital or alternative facilities available, advances in the

general level of education and the increasing ability and propensity of the
physician to treat his patients in the hospital . There is little doubt that
each of these factors affects the rate of hospitalization, but with the data
at our disposal we cannot determine their precise effect .

Apparently, to some extent in this area supply often creates its
own demand. As new beds become available they are rapidly filled with
patients, even where the decision to build has been affected by considera-
tions other than actual needs : philanthropy, local pride, or even politics .
The extent to which this demand is kept unnecessarily high due to lack
of alternative community services is difficult to judge, but an increase in
the number and use of home care programmes and in hospital out-
patient departments will have an undoubted influence in lowering the
demand for hospital care . With the present lack of home care programmes,
and the fact that out-patient care is not covered as a benefit in the hospital
insurance programmes of some provinces, a significant number of patients

are admitted to hospital who could be treated at home or in the out-
patient department . The lack of coverage of out-patient services under the
provisions of the provincial hospital insurance programmes is obvious from
the following list . Only in Nova Scotia, Prince Edward Island and New-
foundland are laboratory and radiological procedures included which could
lessen the demand for in-patient care .

We would, however, not accept the mere fact that hospital beds have

been filled as fast as they could be built as conclusive proof that we are
faced with some kind of inescapable law which will hold indefinitely. One

could argue of course, that the growing use of hospital beds with their grow-
ing supply is proof that there remains a backlog of unmet need, and that the

higher bed-population ratio in some areas is the result of varying social and
geographic circumstances or patterns of health services . We know little of

the extent to which the actual use of in-patient hospital care exceeds the

actual need or falls behind it . In other words, are patients needlessly admitted
or staying longer than necessary despite the attending physician's respon-
sibility for his patient's hospital stay, the work of admission-discharge
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OUT-PATIENT PROVISIONS OF PROVINCIAL HOSPITAL INSURANCE
PROGRAMMES, APRIL, 1962

Province Services
Authorized

Charge s

British Columbia. . . . . . . . . . . . . .. . . . . . . . . . . . . . .. (i) Emergency (24 hours)* $2

(ii) Minor surgical procedure.

Alberta . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .. . . . Nil Nil

Saskatchewan . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. (i) Emergency (24 hours) and follow-up Nil
in accident cases .

(ii) Pathological examination of tissu e
and cancer services .

(iii) Clinical and diagnostic specimens
provided by provincial laboratories .

Manitoba . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . (i) Emergency (24 hours) . Nil
(ii) Minor surgical procedures, including

blood transfusions, as designated .
(iii) Electro-shock therapy.
(iv) Rehabilitation services.

Ontario . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (i) Emergency (24 hours) and follow-up Nil
in fracture cases .

(ii) Certain medical and surgical thera -
peutic procedures .

Quebec . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . Nil Nil

New Brunswick. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (i) Emergency and follow-up in accident Ni l
cases .

(ii) Rehabilitation services in conjunctio n
with physiotherapy where available.

(iii) Diagnostic and treatment procedures ,
as authorized .

(iv) Provincial laboratory services, as
specified .

Nova Scotia . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. ... (i) Emergency (48 hours). Nil
(ii) Medically necessary diagnostic radio-

logical examinations with necessary
interpretations .

(iii) Specified laboratory examinations.
(iv) Radiotherapy for malignancy, and

Tumour Clinic Services.
(v) Blood, including fractions .

(vi) Minor medical and surgical proce -
dures, including electro-convulsiv e
therapy.
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Province Services
Authorized

Charge s

Prince Edward Island . . . . . . . . . . . . . . . . . . . . . . (i) Laboratory procedures, as specified . Nil
(ii) Radiological procedures, as specified,

including use of radioactive isotopes .
(iii) Drugs, biologicals and related prep -

arations for emergency diagnosis
and treatment .

(iv) All other services specified as in -
patient services .

Newfoundland . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . (i) Laboratory and radiological proce- Nil
dures .

(ii) Radiotherapy and physiotherapy,
where available.

(iii) Staff clinical services other tha n
physicians .

Yukon Territory . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . Emergency. N il

Northwest Territories . . . . . . . . . . . . . . . . . . . .. . (i) Emergency . Nil
(ii) Certain diagnostic procedures, an d

necessary interpretations .

* Under provincial programme only.

committees, and the various control measures available to the hospital in-
surance plans? Are there, on the other hand, patients who do not get the
in-patient hospital care they need? In order to determine over-utilization or
under-utilization we would have to relate the effective demand to the actual
need for hospitalization . Over-utilization may be due to two factors, namely,
misuse or lack of alternative facilities . It has become clear that the existence
of alternative facilities and arrangements can reduce the pressure for hospital
accommodation . '

Another factor which could tend to decrease the rate of hospitalization
is greater care on the part of the physician in admitting patients to hospital
and wherever possible discharging patients at the earliest possible time con-
sistent with his responsibilities as a physician . There are two factors besides
the lack of home care facilities and out-patient benefits which influence the
physician to admit patients who could be cared for elsewhere . The first of
these is that the hospital has become the physician's "work shop" in whic h

11 See Chapter 8 .
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he finds the equipment and personnel required to treat his patients . The
physician's preference for the hospital is based on its obvious technical ad-
vantages, but he may also be influenced by the greater convenience and
saving of time which it affords him. Because he has confidence in modern
medicine and the modern hospital the patient seldom resists this trend . As

part of a recent study undertaken in Michigan by the Governor's Study Com-
mission on Prepaid Hospital and Medical Care Plans an investigation was
made of the appropriateness of admission and length of stay .' Eighteen diag-

noses were selected from a list of the 60 most common diagnoses represented
in total discharges from 22 Michigan Hospitals in 19572 with the following

results :

"For the 18 diagnoses combined, projections for the state indicated that
there were approximately 206,472 days of overstay (6 .8 per cent of the
actual days consumed) and 70,913 days of understay (2 .3 per cent of
days of care consumed) during 1958 . This means, in total, 277,385 days
of ineffective use (9 .1 per cent of the estimated number of days of care
actually consumed) . Again, it should be remembered that this estimate
pertains only to cases in the 18 selected diagnoses, which represented 46
per cent of cases and 39 per cent of patient days in Michigan general hos-
pitals during 1958 . "

"Summarizing the exploration of effectiveness, the overuse found was large
enough in volume to represent a major burden to insurance and prepay-
ment . Underuse, while posing a definite threat to adequacy of patient care,
did not counterbalance the financial impact of overuse, for in number of
days involved it is only one-third as great . The true measure of ineffec-
tiveness is overuse and underuse combined. In these terms 16.5 per cent
of the cases studied represented ineffective use of the hospital ."*

An important aspect of this study is that it provides a method for

identifying and measuring overuse and under-use of hospital beds . With the
present very large and increasing investment in hospital insurance pro-
grammes in Canada there is more than sufficient reason for this method to be
used in studying the extent of overuse and underuse in Canadian hospitals .
This is not to suggest that the findings of the Michigan study would be
duplicated in this country. There may well be significant differences in the
manner in which physicians in Canada and the United States use hospital
facilities, but when this nation of just over 18 million peopleg is spending
nearly $1 billion a yeare on hospital services, and this amount has been
steadily increasing, an examination such as that undertaken in the Michigan
-study is obviously required .

1 McNerney, Walter J . et al., Hospital and Medical Economics, Vol . 1, Chicago : Hospital
Research and Educational Trust, 1962, Chap . 26, p . 473 .

' Ibid ., Chapter 25, p . 457 .
° Ibid ., Chapter 26, p. 476.
' Ibid ., Chapter 27, p. 499 .
6In 1961 .
° See Table 11-1 .
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The other factor influencing the physician to admit patients who could
be cared for elsewhere is the lack of a universal, comprehensive prepayment
programme for medical services and other services outside the hospital to
augment the present hospital insurance programme . The physician and the
patient both realize that at least part of the costs of cases which could be
treated in the home or at the physician's office will be paid under the hospital

insurance programme provided the patient is admitted to hospital . Needless

to say, the extent to which this factor influences the hospitalization rate is
unknown, but if a comprehensive universal prepaid medical care programme
were introduced, there is a strong possibility that it would tend to decrease

the rate .
The problem of the large volume of what appears to be, and what

we were informed is, unnecessary hospitalization being provided is not new,
but it has became a focus of interest since the introduction of the Hospital

Insurance and Diagnostic Services Act . As we have noted, in many areas,

it arises from a variety of factors, including over-construction of facilities,
inadequacy of alternative accommodation, failure to introduce out-
patient services as a'benefit under the programme, and lack of home care
programmes .

From the operation of the Hospital Insurance and Diagnostic Services
Act, two other problem areas emerge . The first is the loss of autonomy in the
management of their affairs by some hospitals in some provinces . In some
cases, the loss is obviously more apparent than real and represents simply the
rejection by the hospital insurance agency of unwarranted demands of
perhaps an over-ambitious hospital board or administrator . But in other places
the loss is real and reflects adversely upon staff performance, patient care,

and community support . It is claimed, however, that sometimes decisions

are arbitrarily made ; there appears to be little consistency in the treatment
accorded different hospitals ; and recognized standards for staffing and equip-

ping hospitals are either ignored or not up-dated .

The second problem area is the lack of participation by sufficient
non-governmental personnel in the formulation of policies, particularly

with respect to planning of hospital and other health facilities . The near-
absence of representative health planning councils at local, regional, pro-

vincial and national levels has led, on the one hand, to duplication and
unnecessary expansion, and on the other, to important gaps in facilities

and services . It has left, in a sense, a vacuum, which has been filled in the
main by government agencies. We believe this to be wrong in principle

and unworkable in practice . We believe that with strong local health plan-

ning councils, for example, hospitals in some urban centres would cease
competing and duplicating, and begin planning a balanced, efficient total

community service . The same advantages would begin to emerge at regional
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and provincial levels, as indeed, in some instances, they have already
done . We believe, also, that such councils could effectively bring hospital

associations and the hospital insurance authorities together in the establish-
ment of standard criteria for equipping and staffing hospitals of varying
size and differing functions .' There should now be sufficient experience
for us to remove the element of subjective opinion between a hospital
administrator and the hospital insurance authority ; for example, whether
a given additional nurse or technician is necessary . If there are no
objective criteria, then an appeals procedure is clearly necessary .

Despite these problems, which we believe can be resolved, the
programme has provided much that is good, and is one of which Canadians
can be proud .

The policy in regard to future hospital construction will have
to be guided by two basic considerations . The first one is to ensure that
sufficient beds are available to meet the need for hospitalization . This has
been the guiding principle under the National Health Programme since
1948 when the hospital construction grant was instituted to remedy what
was generally agreed to be a shortage of hospital beds . As a result, some
100,000 hospital beds were built in Canada under this programme . There
are now some 200,000 hospital beds available in Canada . Under the hos-
pital insurance programme there are few financial barriers to their use by
patients, but the same governments largely responsible for the construction
of the hospitals must finance their operation, and this has resulted in a

growing feeling that we are approaching an optimum supply of beds .' The
main problem now is to ensure that it is the need for hospital care, not the
availability of hospital beds, that determines the volume of hospital care

provided .

The planner is thus faced with the necessity of considering two
viewpoints which somehow run counter to each other . Before attempting to
reconcile the two, we will indicate how the effective demand for hos-
pitalization is formed . Apart from the exceptional cases of legal com-
mitment to an institution, a patient can be admitted to a hospital only
by his attending physician who also determines the date of the discharge .

The physician's responsibility is to some extent shared, but not

abrogated, by committees of his peers reviewing admission and discharge

practices . These committees, therefore, function as controlling devices where

they exist . In determining the need for a patient's admission to hospital and
the duration of his stay, the physician is guided by the medical considera-

tions, and also by the adequacy of alternative facilities at the patient' s

'We deal further with the subject of health planning in Volume II of our Report .
'Possibly even above the optimum in some areas while others are still lagging behind .
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disposal for treatment or recovery. We must recognize, therefore, that social
factors should be taken into account when determining the admission and
length of stay of hospital patients . The patient's own conception of his
illness, and his assessment of his home conditions and financial problems

will sometimes, no doubt, enter into the physician's decision regarding
hospitalization .

In view of the physician's key position in determining the effective
demand for hospitalization, and in view of his responsibility to limit the
demand to what he conceives to be the need, has the administrator any
choice in regard to how many hospital beds there should be?

If the hospital and its use could be looked upon in isolation, inde-
pendently of alternative facilities and changing social patterns, the answer
would be simple : the supply of hospital beds would be adequate when existing
beds at an acceptable occupancy rate suffice to take care of the demand
without unreasonably long waiting lists . If, on the other hand, there is evidence
that the demand for hospital beds will not level off no matter how many

beds are built, or it will level off at an excessive level only, then one has
to seek other means of ensuring an adequate supply of beds without
inviting or permitting an excessive usage .

The most obvious and simplest measure of limiting the demand for
hospital care is to establish a maximum bed-population ratio beyond which
federal or provincial construction grants, or both, would be cut off. The
ratio would be based on experience in Canada, and on observations in
countries such as the United States or Britain. The difficulty in such an
approach is that there is no magic ratio which could be applied to all prov-
inces, territories, or areas within their boundaries . We cannot say that
a ratio found to be satisfactory in Ontario, for example, should equally
apply in Newfoundland or the Northwest Territories . If one accepted as
the norm the highest ratio now found in any of the provinces, it would
encourage the construction of unnecessary beds in some areas . If, on the
other hand, one chose a lower ratio, areas with greater need would be
penalized, or one would have to permit exceptions which would defeat the
purpose of a general norm and lead back to the need for intensive studies
of hospital requirements in specific areas . Such studies will in any case
remain an unescapable requirement .

In addition, the hospital and its use can no longer be evaluated
without considering the other community services . Nor can the administra-
tion of the Hospital Construction Grant Programme and of the Hospital
Insurance and Diagnostic Services Act ignore developments outside these
programmes .

Limiting the bed ratio to some acceptable value may, therefore, be
an expedient and effective means of curbing excessive hospital construction
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and operating expenditures, but it remains a stop-gap measure only . By

itself, it will not ensure the adequacy of hospital facilities on the one hand,
nor guard effectively against excessive use on the other . In order to achieve

an adequate level of hospital care, the limitation of new construction to a
given ratio must be accompanied by other measures of determining bed

requirements.
Such measures include planning, based on systematic surveys, which

would subordinate local interest, and perhaps pressure, to regional or pro-
vincial plans, thereby ensuring the greatest possible effectiveness of service

combined with efficient use of facilities and personnel .' Prepayment coverage

of services outside the hospital will have to be considered together with a
strengthening of these services, particularly in the form of organized home

care schemes . Home care plans will not only provide some of the medical,
nursing, and paramedical services outside the hospital, but they will also

affect the patient's social environment which we have identified as a frequent
reason for stay in hospital in preference to treatment and recovery at home .

The provision of nursing homes will serve a similar purpose in many cases

once the question of their financing has been solved in the context of health

services in general . The strengthening of hospital out-patient departments

will be another factor in relieving the pressure .

The attending physician has been identified as the decisive factor in

determining the demand for in-hospital care, and he will remain largely

instrumental for the future pattern of hospital utilization . Group practice

may have some effect in decreasing hospital utilization, but the physician

must have at his disposal an effective home care programme and an out-

patient programme . The various forms of admission-discharge committees

must be used to a greater extent in the future, and they too must be fully

aware of social indications leading to hospitalization and the alternative

services available .

Tuberculosis Sanatoria

As we have described earlier in Chapter 5 and as is evident from

Table 14-2 the utilization of tuberculosis hospitals has been declining

steadily . Between 1957 and 1961, days of care per 1,000 persons provided

in these hospitals fell by over 40 per cent from 234 to 127, this in a

'Regional and province-wide planning will mean that hospitals will become institutions
designed to serve a region or entire province rather than merely the local community . While
this will increase efficiency and quality of care, it will lift individual institutions out of the
local context on which their financing has traditionally been based . One can no longer expect
municipalities or voluntary agencies to raise as much as three-quarters of the construction costs
if the -hospital becomes part of a provincial master plan instead of being the result of local
initiative .
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four-year period . We have projected that this decline will continue, partly
through a reduction in the length of stay and partly through a transfer of
tuberculosis treatment from sanatoria to public general hospitals .' Our
projection assumes a slowing down in the rate of decline of patients in
sanatoria, but it assumes that days of care in these hospitals will fall from
127 per 1,000 persons in 1961 to 55 days per 1,000 persons in 1971 .

It should be emphasized that despite the projected decline in this
type of hospitalization, tuberculosis still remains a major health problem .z
Nearly one and a quarter million days of hospital care are estimated for
1971, and this excludes hospital care given in tuberculosis units .

Mental Hospitals

We have presented two estimates of mental hospital care ; one
assuming continuation of the changes now taking place in the care of

the mentally in and a second assuming a more rapid change based on
the implementation of the recommendations we have made .

The projection based on the continuation of existing trends is shown in
Table 14-2. Between 1957 and 1961, days of care per 1,000 persons pro-
vided in mental hospitals and homes for the mentally retarded declined from
1,417 to 1,356 or 61 days in a four-year period . We have projected that this
decrease will continue and that by 1971, ten years later, the figure will be
1,315, a further drop of about 50 days. These figures do not include psy-
chiatric care provided in general hospitals which has been included in the
projection of general hospital care . It is based, however, on the assumption
that the development of this type of care will not proceed any faster than it
did in the decade 1951-1961 . Total days of care are projected to grow
between 1961 and 1971 from 24 .74 million to 29 .71 million-an increase
generated solely by population growth .

Carrying further our review of possible new developments in the field
of hospital care for psychiatric disorders, we have compiled Table 14-3 . It is
based on estimated changes in the treatment pattern stemming from our
recommendations, should a decisive step be taken during the period 1961-
1971 towards the re-orientation of mental health services .3 In this table the
figures for the base year 1961 reflect the actual situation in that year . The
combined figure of days of care per 1,000 persons in mental hospitals, 1,105,
and institutions for the mentally retarded, 251, is the same, 1,356, as shown
for mental hospital care in 1961 in Table 14-2 .

2 The mean hospital stay of tuberculous discharges in 1961 was 241 days compared with
362 days in 1955 . Dominion Bureau of Statistics, Tuberculosis Statistics 1961, Ottawa : Queen's
Printer, 1963, p . 49.

2 See Chapter 5.
8 This re-orientation is further discussed in Chapter 8 .
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In the years 1966 and 1971 the days of care per 1,000 persons in

mental hospitals and institutions for the mentally retarded would be :

With Existing With Expanded
Programmel Programme2

1961 . . . . . . . . . . . . . . . . . . . . . . 1,356 1,356

1966 . . . . . . . . . . . . . . . . . . . . . . 1,340 1,105

1971 . . . . . . . . . . . . . . . . . . . . . . 1,315 917

The result of the programme would thus be a substantial reduction

in the patient-day rate despite a projected 48 per cent increase in the rate

for the mentally retarded . While the total volume of all days in mental hos-

pitals would decrease from 1961 to 1971 by 7 .84 million days, that in insti-

tutions for the retarded would grow by 3 .82 million during the same period .3

The most rapid increase in the patient-day rate is foreseen for the psychiatric

units in general hospitals : a fivefold increase in the rate, resulting in 2 .9

million more patient-days in these units .

All these projections imply, of course, assumptions regarding the

speed and extent of implementation of the new programme within the period
under consideration, but as we have emphasized earlier, the care of the men-

tally ill is one of the major health problems of our time and, we believe our

.appraisal of the need is a realistic one . Table 14-3 summarizes the results of

the envisaged psychiatric care programme in terms of the demand for days

,of hospital care of the three broad types4 as well as the total for all hospitals .

The difference between a continuation of the mental care programme as it
is now and an expanded programme is as follows :

DAYS OF CARE

Yea r

4 961 . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . .
1966. . . . . . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . .
1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

*See Table 14-2.

' * See Table 14-4.

Existing Programme'

Total Days
Days per

1,000 Person s

(millions)

24 .74
27 .20
29 .71

1,356
1,340
1,315

Expanded Programme "

Total Days
Days per

1,000 Persons

(millions)

24.74
23.38
23 .62

1,356
1,151
1,045

'See Table 14-2 .
2 See Table 14-3 .
'Institutions for the menta lly retarded include residential schools for training and reha-

bi li tation as well as institutions for custodial care .
` Note that the extra days in psychiatric units due to such a programme are included in

Table 14-4 under "Hospital Care for the Mentally Ill" .
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If the intensive care programmes produce the results that they appear

to be able to, the population of the large custodial mental institutions could

well be eliminated in the decade of the nineteen seventies .

All Hospital Care

Our projections of total hospital care with and without an expande d
mental health care programme is as fo llows :

DAYS OF ALL HOSPITAL CAR E

Year

1961 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . .

1966 . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . .

1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . .

'See Table 14-2 .

"See Table 14-4.

Existing Programme'

Total Days Days per
1,000 Persons

(millions)

65 .71

72 .31

79.79

3,606

3,562

3,532

Expanded Programme"

Total Days
Days per

1,000 Persons

(millions)

65 .71

68 .49

73.70

3,606

3,373

3,262

Assuming existing programmes, we project that total days of care

will rise to 80 million from 65 .7 million in 1961 . This increase is all due to,

population increase as we project days of care per 1,000 persons will decline

to 3,532. Thus over the decade, the decrease is 75 days compared with a
decrease of 100 days in the four-year period 1957-61 .

With the introduction of an expanded mental health care programme
total days of care are projected to decline to 3,262 days per 1,000 . It would,

therefore, result in the following estimated reduction in hospital-days per year :

Total Days Days per
1,000 Persons

(millions)

1961 . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . .. - -

1966. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . . . . . . . .. 3.82 189

1971 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . .. . . . . . . . . .. 6.09 270
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BED NEEDS

We are equally concerned with the outlook regarding the expected

need for the physical facilities to provide the required care, and also the

capital cost involved in providing these facilities . It will, in fact, be the

existence and availability of beds which will ultimately determine the extent

of utilization of hospitals . We, therefore, discuss the implications of the above

projection of hospital utilization for the supply of beds to 1971 .

The number of hospital beds required will depend upon two factors,

the number of days of hospital care and the average occupancy rates of

such beds . With respect to occupancy rates in mental institutions, institutions

for the mentally retarded and tuberculosis sanatoria we have assumed an
occupancy rate of beds set up of 100 per cent which is likely to be closely

approached when the cases responding to treatment in a general hospital or

other community facility have been separated . We have assumed a slight

increase in the occupancy rate in general and allied special hospitals, from

80.0 per cent in 1961 to 81 .6 per cent in 1971, an increase which in our

opinion can be achieved and should be aimed at . We assume little over-all

changes in the occupancy rate of bassinets .

The number of beds for the treatment of all classes of hospital

patients in 1961 as shown in Table 14-5 has been estimated at 196,812 or

10 .79 beds per 1,000 persons of which 68,602 were in mental institutions

caring for the mentally ill or retarded and 5,972 in tuberculosis hospitals
providing hospital care for those ill with -tuberculosis . The remaining 122,238

beds were in public general, private and federal hospitals or in chronic and

psychiatric units in tuberculosis hospitals where care was provided for a

wide variety of short-stay and long-stay patients . About 1,800 beds were

available in psychiatric units of general hospitals and these are included with

beds in public general hospitals .

In view of the decline projected for treatment in tuberculosis hospi-

tals no additional beds or replacement beds are projected for this area. The

same is true for large-scale institutions for the care of the mentally ill since the

existing trend in patient care in such institutions is declining . We have, there-

fore, projected no net additions to the stock of this capital and no replace-

ment of beds in older institutions . Given the age and condition of many

patients in mental hospitals, even by the end of the decade, there still will

be a sizeable number of patients in such institutions . This number should

fall gradually through the nineteen seventies as intensive treatment and

rehabilitation programmes are developed .



HOSPITALS 61 5

Corresponding to the decline in long-stay beds in mental institutions
is the expansion of the number of beds in, or associated with, general hos-
pitals . No attempt has been made to classify these beds according to whether
they would be in units in a general hospital or in small psychiatric hospitals

associated with general hospitals, but in the case of the former the projec-
tion is consistent with the growth of the number of hospitals capable of
operating a psychiatric unit. Indeed the problems associated with the
staffing of such units and the availability of hospitals of the appropriate size
has led us to project an increase of 1,000 beds a year in 1965 and 1966, and

1,300 beds a year thereafter, which would yield 4,100 beds by 1966 and
10,600 beds by 1971 . This would increase the number of beds per 1,000

persons from .10 to .47 over the decade, a ratio somewhat below that thought
desirable,' but realistic in the perspective of the general hospital construc-
tion programme and the difficulties associated with any speeded-up pro-

gramme .
The number of beds needed in institutions for the mentally retarded

is estimated to increase from 13,370 to 23,000 between 1961 and 1971 .
This increase is partly due to the transfer of mentally retarded patients
from mental institutions, but is also based on our recommendation concern-
ing the institutional care of these patients.2 We have, therefore, projected
that the number of beds in institutions for the mentally retarded will rise

from 13,370 in 1961 to 23,000 in 1971, an increase in the ratio of beds
per 1,000 persons from 0 .73 to 1 .02 . Whether this will be sufficient to meet
the needs of the population is uncertain and the ratio may well increase in
the nineteen seventies . 3

The total number of beds for the treatment of the mentally ill and
retarded is, therefore, projected to decline from 70,402 in 1961 to 67,350 in
1971, a decline in the bed-population ratio from 3 .86 to 2 .99 beds per 1,000
persons. The fall in the number of beds in large mental institutions is offset

to some extent by the increased number of beds in active treatment institu-
tions but the expansion of the latter ultimately will lead to a decline in the
total number of patients permanently hospitalized .

The rest of our projection of hospital beds assumes that the transition
from segregated hospital care in mental or tuberculosis hospitals will tak e

1 Richman, A., Psychiatric Care in Canada: Extent and Results, a study prepared for the
Royal Commission on Health Services, Ottawa : Queen's Printer, 1964 . There, a ratio of 0.7 beds
per 1,000 population is quoted as required accommodation for intensive treatment, based
on the experience in Saskatchewan. In the Moose Jaw area, ratio of beds in the psychiatric
unit was less than 0 .4 beds per 1,000 population, but it is emphasized that "the above-mentioned
ratios can be markedly affected by the development and expansion of community alternatives
to in-patient care", a proviso which we have applied generally to our projections .

2 See Chapter 2, Recommendations 9-12.
s The corresponding requirement for England and Wales has been estimated at 1 .8 beds

per 1,000 population, a figure which by some is considered to be too high. See Richman, A .,
Psychiatric Care in Canada : Extent and Results, op . cit., Chapter 5 .
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place gradually over the near future and Table 14-5 is based on this as-

sumption. In consequence, what we are projecting is the supply of beds as-
suming the expansion of public programmes to care for the mentally ill and

retarded .
Leaving aside for the moment the need for psychiatric beds in general

hospitals, we have projected that the number of beds in general and allied
special hospitals will have to rise from 120,438 in 1961 to 151,350 in 1971
in order to meet the need for hospital care projected above . '

The number of beds required as a consequence of a more rapid
integration of mental hospital care with general hospital care is shown in

Table 14-3. The general decline in beds set-up in mental hospitals we have

already referred to . 2
In Table 14-5 the projection of the total number of beds is set out .

In 1961 there were 196,812 beds, a ratio of 10 .79 beds per 1,000 persons .

By 1971 the total number of beds is projected to rise to 222,097 but the

ratio to fall to 9 .84 beds per 1,000 persons . The composition of hospital
care is changed however, since the number of beds in general and allied
special hospitals, including beds in psychiatric units or hospitals, grows more
rapidly than the population, while the supply of beds in tuberculosis sanatoria

declines . But even in general and allied special hospitals, the bed-population

ratio does not increase significantly since in 1961 it amounted to 6 .7 beds

per 1,000; in 1966 to 6 .87 ; and in 1971 to 7 .17-an increase almost entirely

due to the expansion of psychiatric hospital care .

Estimated New Hospital Construction, 1966 and 197 1

As a basis for our projections regarding the expected capital costs of

hospital construction we have in Table 14-6 prepared estimates of the addi-
tional beds and bassinets, and the replacement of obsolete beds and bassinets
that will be required based on the assumptions in the foregoing tables .

In an industry where the life of the capital stock is, on the average,
at least fifty years and where competitive activity is not of the type to eliminate
technologically obsolete capital equipment, the projection of obsolescence

rates over a period as short as a decade is particularly difficult . This is all

the more so in that a very high proportion of hospital facilities has been
built in recent years, particularly since the inception of the National Health

Grants Programme . The large stock of new capital would indicate a ver y

3 Some of these beds may still remain in tuberculosis sanatoria that have been converted
but they are included in general hospitals for the purpose of projection .

2 In view of the difficulty of projecting the supply of beds in psychiatric units and mental
hospitals if our recommendations were not carried out, and considering the need for psychiatric
units, we have assumed that these units will be built and in consequence, we have not prepared
an estimate of bed needs on the basis of a continuation of existing trends. The projection of
hospital beds assuming existing programmes and an expanded programme are the same .



HOSPITALS

a, 'r
t- I 00

0 Q\

N~ G G

~o I ~ n

M Y1 V1M 1 N .-

a~i N N '~Y I~

Eo rn I o~
R1 ~n v~ M0

000 0
N M ~ N
h h h h

U

[d N

V

0

oo_,l~00-:-00 0G0C 00

OOt '- t -
b ,6 v; r

cogo o
M ~ I/1
N

00
M O~

N 00 O\ •--~
NNM ~ O

M 10 nz

rnrnrnrn

617



6 18 PRESENT PROBLEMS AND FUTURE REQUIREMENTS

cG

M

O v

U
"o

'C7

O N

5 5

N N



HOSPITALS 619

low actual rate of replacement although scientific and technical change in
the practice of medicine, along with population shifts, indicate a closing down
of some small rural hospitals that have been built in recent years . Our
projection therefore is based on a rate of obsolescence of 1 .5 per cent a year
in the case of beds and cribs and 1 .0 per cent a year in the case of bassinets
in general and allied special hospitals . To the extent that this obsolescence
takes place in lightly populated areas, it permits the growth of the number of

hospital beds in areas where the population is growing more rapidly to ex-
pand at a faster rate than the national average . Finally, we have not projected
any replacement beds in mental or tuberculosis hospitals so obsolescence rates
are irrelevant.

Given that the changes we recommend take place over the decade
1961-1971 the additional beds needed each year to meet the growth of
hospital care in general and allied special hospitals should rise to 6,625 in

1966 and 6,870 in 1971, while the annual increment of bassinets should rise
to 570 in 1966 and 800 in 1971 . The annual increment of beds in residential
institutions and training schools for the mentally retarded should rise to
1,000 in 1966 and to 1,500 in 1971 .

CONCLUSION

In conclusion, we must emphasize again that the numerical pro-
jections, subject as they are to numerous - assumptions, can serve only to
indicate the general order of magnitude of the need for physical facilities
for the period to which they apply . The validity of these assumptions should
be reviewed periodically in order to adjust the projections in the light of new
developments . -

Regional planning will assume an increasing role in the years to
come but regionalization as such will not affect the supply or demand
situation in regard to hospital beds in a large area. It will make for better
and more effective care, . . and also bring about a shift with regard to the
type and location of beds. The Saskatchewan Hospital Survey' recom-
mends the gradual closure over a ten-year period of 18 "limited function"
hospitals .2 This is an .inevitable evolution, in Saskatchewan as well as else-
where, and one which indicates the need for local participation in the
aforementioned councils if hospitals are to retain some of their autonomy.
There is no suggestion that the hospitals to be closed should not have bee n

1 Summary of Saskatchewan Hospital Survey and Master Plan 1961, Part I, A Report
of the Hospital Survey Committee, Health Services Planning Commission, Saskatchewan Depart-
ment of Public Health, Regina : February 1963 .

' Ibid., p . 49 .

74563-41
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built in the first place. The small community hospital at one time was a

very desirable and necessary part of our health services and no doubt con-
tributed much to the settlement of certain rural areas . It is becoming

obsolete, however, with the "development and improvement of the highway

and grid road systems ; the rural-urban population movement ; the develop-

ment of larger, more centralized, trading centres ; the economic factors

influencing farming practices ; and the changing pattern of medical practice" .'

In the years under review the stock of hospital facilities will con-
tinue to grow. This appears unavoidable in the face of an increasing
population. Some construction is also needed, of course, to counteract the
ever present obsolescence of existing institutions . We assume, however, that
the increase in hospital facilities will occur at a considerably reduced rate
from what it has been in recent years and for the nation as a whole, the
provision of hospital beds can be expected to approach a fairly stable
situation, after fifteen years of operation of the National Health Grants
Programme and five years of national hospital insurance, whereby the
supply of beds grows at the same trend rate as population growth .

Within this over-all stability of the supply of beds, significant

changes in the provision of hospital care can be expected . Changes will

result from the anticipated greater integration of tuberculosis and mental
health care into the general health services : both tuberculosis and mental

institutions will decline in significance, with a substantial part of their
remaining functions being shifted to the general hospital . There will be a

growing pressure for re-appraising the organization within the general hos-
pital in the light of new principles such as progressive patient care, and
the division between acute treatment and institutions providing chronic
and convalescent care, including the nursing home . The increasing

emphasis on rehabilitation will also bring about changes within the general
hospital as well as in its relationship to the community .

The Commission has recognized these latter changes and has
recommended the development of communi ty facilities and services out-
side the hospital as a supplement to and a quality substitute for a proportion

of hospital care .2 Thus the slowing down in the rate of growth of hospital
construction will be offset, to some extent, by the expansion of community

health facilities.

The removal of certain types of care from the hospital by the
envisaged mental health programme, home care, and rehabilitation services
outside the hospital, will call for the provision of alternative facilities
in the community. This will in part require a certain amount of capital
expenditure for new buildings but use may be made, to some extent at

' Ibid ., p . 48 .
2 See Chapter 15 .
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least, of some of the facilities vacated by the reduced demand for tubercu-
losis and mental hospital beds in existing institutions . To a large extent,
any shift away from the hospital as a result of the programmes mentioned
will mean additional demands for personnel to staff these newly emerging
services in the community. The improved quality of care carries with it
a cost in the provision of more specialist personnel and facilities which
offsets the reduced need for more traditional forms of hospital capital .

A summary of the projected increases in hospital beds appears
below:

196 1

Ite m

1 . Stocks of Beds and Bassinets*
All hospitals ( beds) . . . . . . . . . . . . . . . . . . . .
General and allied special

hospital beds . . . . . . . . . . . . . . . . . . . . . . . . . . . .
( bassinets). . . . . . . . . . . . . . . . .. . . . . . . . . . .

Tuberculosis hospitals . . . . .. . . . . . . . . . .
Mental hospitals and institu-

tions for the mentally retarded

2. New Construction Required
Annually"

General and allied special
hospitals . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. .

Beds for mentally retarded. . . . . . . .
B as sinets . . . . . . . . . . . . . . . . . .. . .. . . . . . . . . . . . . . . . .

'Source : Table 14-5.

"Source : Table 14-6 .

Number
of

Beds

196,812

122,238
(15, 500)
5,972

68,602

Beds
per

1,000
Popu-
lation

10.79

6 .70

.3 3

3 .76

1966

Number
of

Beds

Beds
per

1,000
Popu-
lation

205,804

139,350
(16, 800)
5,014

61,440

6,625
1,000

570

10 .13

6 .8 7

.2 5

3 .01

197 1

Number
o f

Beds

Beds
per

1,000
Popu-
lation

222,097

161,950
(19, 90'0)
3,397

56,750

6,870
1,500

800

9.84

7 .17

.15:

2 .52.

Over the period 1961-1971, the net addition to the stock of hospital
beds, because of the projected substantial reduction of beds now located in

mental and tuberculosis institutions, is less than one-third of the percentage
increase in the number of beds in the previous decade. It is still projected
to increase by 25,300 in the case of beds and cribs and 4,400 in the case
of bassinets . If the projected increase in beds in institutions for the mentally

retarded are included, the total addition in beds and bassinets projected
between 1961 and 1971 amounts to about 39,000 or almost 20 per cent
of the stock existing in 1961 .

74563-41]
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If the beds projected to replace obsolescent beds in public general
and active treatment hospitals are included in this amount, between 1961
and 1971 the total gross increment of beds and cribs and bassinets is
estimated to approach 61,000. Population growth and adjustment to the
redistribution of population, along with improved quality in health care
carry with them a continuing high level of construction of hospital facilities .
The cost of such facilities are projected in Chapter 20 .


