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SYNOPSIS 

Thi.s is an exploratory study to investigate the 

influenee uti.lization fees exert on physician behavior. The 

resear.ch hypothesis was "Physicians uniformly charge utili

zation. fees to all patients when the Saskatchewan Medical 

Care Insurance-Program provides them with the opportunity 

ta~make such charges". The study surveyed 34.3 per cent of 

all physicians in private practice in the Swift Current Health 

Region where utilization fees have been in existence since 

19-53. Swift Current Regional physicians recorded certain 

sociodemographic patient and physician characteristics as 

we.ll a-s utilization fee information on each patient visit 

over a one week period. Some of the findings were: 

physicians in the city of Swift Current were charging more 

patients than physicians practicing elsewhere in the Health 

Region·;·... and all patients were not charged, approximately 

one OQt of every three patient visits could have been charged 

a utilization fee but were not. 
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The following consistso£ explanations and definitions 
of special terms aad concepts used in this study. Most of the 
terms have specializ-ed technic,al meanings for the purpose of 
this survey, ·and ,familia-rity with these definitions is necessary 
for the interpretation of the findings presented. These 
explanations and definitions were the ones used by the physicians 
being surveyed. 

EXPLANATION AND DEFINITION OF TERMS ON DATA SHEET 

The only writing required is on the very last column 
(namely, "reasons for no charge of utilization fee"). All 
other columns require only a check marko 

(1) Age--after the 70+ category is a question mark(?). 
This question mark column is to be used when the 
patient's age is unknown. 

(2) Residence of patient --to the best knowledge of you, 
the physician, record whether the patient lives in 
an urban area (city, town, village) or a rural area 
(farm). 

(3) Physician Contact Regarding Specific Illness--me~ns 
"specific health purpose". This category will include 
any illness, sickness, or complaint that causes ~ 
patient to contact you, even prev~entive services 'SJ.l.Ch 
as immunizations would be checked hereo 

(A) 1st Contact--refers to the first time that patient 
contacted you, the physician, for that particular 
health purpose 0 

(B) Repeat Contact--refers to the second or subsequent 
times that the,patient contacted you, the physician, 
for the same particular health purposeo 

(C) Additional family member treated--refers to a 
family member who accompanied the patient and 
was also treated, examined, etcQ for any reason. 
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(4) Physician Contact--means place of contact between you 
the physician and that patient. 

(A) O.P.Da --means out-patient department. 

(B) Hospital--means any other hospital department 
in which the patient is treated and could be 
charged a utilization fee such as the emergency 
department (consequently, in-patients are ignored 
in this entire data sheet). 

(C) Other--means any remaining place such as a 
nursing home, place of work, etc. 

(5) Utilization Fee Charged at the Time of Contact 
Did you record a charge (i.e. bill) this patient in 
any way? This includes such instances as when even 
the recording of a service carries with it the impli
cation that the patient will be charged utilization 
fee for this service at some time in the future. 

(A) Yes Responses occur when: 

-cash changes hands at the time of contact. 
-a bill is presented to the patient at the time 
of contact, 

-the service is recorded for later billing of 
the utilization fee. 

(B) If the answer check-marked is yes, also include 
the dollar value of the utilization fee in the 
next square. 

(C) No responses-occur only when you, the physician, 
do not intend to charge the patient at any time 
for that contact. 

(D) N.A. responses mean "not applicable". Some 
examples of this would be for confinements, 
and patients under Workmen's Compensation or 
~ne Department of Veternas Affairs. 
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(E) Unknown re~ponse--used rarely, only when for 
some reason you, the physician, or your staff 
has no clear recollection of whether or not 
a utilization fee charge was intended against 
that patient for that particular contact. 

(Q) Utilization Fee Collected at Time of Contact 
Was payment or partial payment made at time of contact? 
If the answer check-marked is yes, also include the 
dollar value of the utilization fee collected. 

(A) N.Ao response means "not applicable". See(5) 
(D) for some examples. 

(B) Unknown Response--used rarely, only when for 
some reason you, the physician, or your staff 
has no clear recollection of whether or not 
payment was made by that patient on that 
contact at that time. 

(7) Reasons for No Charge of Utilization Fee 
Please provide a written reason why no utilization 
fee was applied to that patient. 

xii 



GENERAL DEFINITIONS 

Capitation Fee 

A capitation fee is a per person charge made by a 

provider of service for services to be rendered for a specified 

period of time in the future. 

Coinsurance 

Coinsurance is the provision in health insurance policies 

under which the insured pays or shares part of the medical bill, 

usually according to a fixed percentage. For exampl~, the 

insured may be required to pay 25% of charges in excess of 

$100 with the insurance plan paying the remainder. 

Coinsurance principle is also used in other forms of 

in..sur.ance (e.go theft, fire). Because most losses are small 

partial losses, many insureds have a tendency to underinsure 

their property. In order to encourage greater insurance to 

value, insurers reduce rates for those who agree to insure 

their property to a specified percentage of its value. 

Suppose the insured has a fire policy with an 80 per cent 

coinsurance clause on a $10,000 building but he carries only 

$6,000 of insurance. In the event of a $1,000 loss~. the 

insurer is obligated to pay only 6/8 of this or $750. The 

xiii 



insured must pay the other $250 because he failed to carry the 

insurance to value that he agreed to in exchange for a lower 

1
rate. It does this by making the insured a "coinsurer."

Deductibles 

A deductible is the financial obligation of the insured 

before any financial responsibility by the insurer comes into 

effect. In deductible contracts the patient is usually liable 

for the first $25 or $50 of expense inany calendar year before 

the insurer becomes liable. 

Fee for Service 

Fee for service is the term applied to the practice of 

providing reimbursement to the provider of services on the 

basis of a designated fee for each item__,,of service performed. 

Fee Schedule (Official Tariff) 

A fee schedule is a listing of accepted fees or estab~, 

lished allowances for specified medical procedures, and usually 

represents the maximum amounts a medical care insurance program 

will pay for services rendered. 

Health Insurance 

Health insurance is a method of pooling the risks of 

health and medical care expenses based on the fact that total 

1 Athearn, J.L. "Risk and Insurance," Meredith Publishing 
Company, New York, 1962, p. 280 
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risk for a large group, and therefore the extent of financial 

resources necessary to meet the risk, is predictable. It is 

the pooling of funds by a large group from which amounts are 

withdrawn to pay, or assist to pay, unpredictable health and 

medical care expenses of individuals irr· the groupo 

Medical Care 

Medical care refers to all types of personal health 

services, including the range of services from prevention, 

diagnosis and treatment, to rehabilitation, provided by 

physicians, dentists, nurses, and other health personnel. 

Medical Care Program 

A medical care program is an organized arrangement with 

the principal function to organize the delivery of personal 

health services and/or to finance the purchase of these services. 

Utilization 

Utilization refers to the actual use of health facilities 

and services by the consuming public and is usually expressed in 

rates per unit of population at risk for a given time period, 

e.g. number of visits to physicians per capita per year. 
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CHAPTER I 

DEFINITION OF TOPIC 



INTRODUCTION 

There is no single definition of the term "Utilization 

fee"~ In the context of this paper it will refer to that part 

of the cost of specific insured hospital and medical services 

which is the responsibility of the patient for paymento Pay

ment is normally provided when the service is rendered, redu

cing the expenditures of the financing (insuring) agency for 

that service by the amount of the utilization fee" 

"Participation f~es", "co~,insurance fees" and deterrent 

fee" are frequently used as a substitute; however, more defini~ 

tively the first denotes the beneficiary's premium, the second 

denotes more than a single insurer and the third has an emot~ 

ional over-tone and will not be usedo 

OBJECTIVES 

Generally, utilization fees are designed to re-allocate 

costs and/or to reduce the demand for serviceso Cost re

allocation results in nored.1ction of total cost but ~imply 

shifts the costs among the three parties involved (the bene

ficiary, the physician, and the financing agency)o The 



imposition of utilization fees shifts costs £rem the ins;urer 

to the beneficiary assuming c.ost:s remain constanto The 

justification for this action involves philosophical beliefs 

and consequently is qualitative in natureo 

Assuming that the average costs of health services 

and the number of beneficiaries remains constant then a 

decrease in demand will reduce the total costo Careful study 

is needed on this poi.nt since a cost decline for one insurer 

may result in cost increases to otherso For example, in the 

Swift Current Health Region utilization fees have been charged 

since 1953 for medical care but not for hospital care; from 

1935 to 1954 office calls declined, home calls declined while 

hospital vists increasedol It would appear that physicians 

were induced to utilize hospital services more since this was 

less costly for their patients. 

MISALLOCATION OF RESOURCES 

Medical and hospital care in Saskatchewan no longer 

operates within a free~market system and consequently in

efficiencies may exist in both supply and demando 

Supply inefficiency is commonly called "overservicing 

1964 Annual Report, Swift Current Health Region, Table l5o 1 



by physicians". This may result from rendering excessive treat

ment for a particular illness or from a lack of cost awareness by 

physicianso However, overservicing cannot be readily identified 

since no objective standard or measure exists of what constit

utes optimal care for any one particular patiento 

When a patient demands service without cause this is 

known as overutilization. Frequently overutilization is assoc

iated with the use of numerous serviceso Nevertheless, a patient 

may not have been guilty of overutilization even if he had 

received numerous services in a given time period; whereas a 

patient who had received only a single service could be justly 

accused of overutilization. Most physicians will state that, 

just as important as the physical health of a patient, is his 

feeling of well-being. It is the lack of this mental attitude 

which causes patients to overutilize health ~ervices. Another 

cause is the belief,of some beneficiaries that they must receive 

service at least equal to the premium they have paid. 

2CONTROL OF UTILIZATION

Utilization controls are aimed at controlling costs 

2 
Interim Rep,o·r:c ·o.f.""th~ Advisory Planning Corqmittee on Medical 
Care, Government of". S·askatchewan, September, 1961; p o 92 --98. 



through controlling. the rate of utilization of medical services o 

These controls may be directed at either physicians or the 

populationo 

Controls and statistical mechanisms which are directed 

at the recipients of services are discussed firsto 

There are persen-s or groups who may possess patterns 

of utilizati on ..which deviate from the normo These patterns may 

result from any number of causes, such as income level, occup

ational exposure or appreciation of health needso Whatever 
...... 

the reasons for .this deviation, it can be detected statistically 

and related to the individuals or groups involveda Such corre

lation can separate~ the various groups or individuals that 

differ from..the .. nonn._and may also absolve a physician from un

justified accusations of over-servicingo 

One principal control used on recipients of servtce is 

the utilization fee." They have the advantage of being simple 

in concept and easy to institutea It is not so easy to admini

ster to achieve its full desired effecto If a charge is.· applied 
l 

to all off.ice, home and hospital services, the users are penal

ized for using services, such as repeat office visits.over 

which they have little or no controlo Conversely, if the 

charge is applied only to the first visit, over which the 



patient ~as- control, the deterrent effect may be diminished by 

over-s,ervicing under: other items such as repeat office visits o 

Of the control devices directed at physicians the least 

refined is known as pro-rationo This procedure sets a limit on 

the total expenditure to be made on medical accounts in a given 

time period and then applies a percentage reduction to the 

account.s of_ all. physicians. If this is necessary because 

some doctors within a group of doctors are overservicing, it 

unjustly penalizes those who are not guilty of thiso 

The routine assessing of medical accounts is another 

utilization control directed at physiciansQ While effective, 

it is somewhat haphazard and expensiveo Accounts are inspected 

by medical clerks varying in competence and experience and there

fore have widely varying opinions as to which accounts need to 

be referred to medical officerso Consequently, the most common 

criticism of this control measure is its arbitrarinesso 

There exists another utilization control measure-whic~ 

is more precise and equitable in that consideration is given to 

the majority decisions of a large proportion of doctors who have 

similar professional characteristicso This method compares 

individual doctors, and groups of doctors, rather than judging 

individual accounts, patients or illnesseso The general 



approach taken is to divide the doctors into homogeneous 

groups by a la:rp:e number of characteristics; a few examples 

being~ geograph~c location, specialty, professional age, and 

type of service r~nderedo A range of statistical measures is 

then calculated for each doctor (or group of doctors) such as: 

the ratio·of r~peljlt office calls to first office calls, the 

number of hospital visits generated by the different kinds of 

office calls~ aq.q average cost per patient treatedo Individual 

doctors, who deviate widely from a profile which holds for 

their colleagues in a similar medical practise, can then be 

identifiedo With a scrutiny of individual accounts, corrective 

action can then be takeno 

This method has the advantage that the control is_on the 

services whi.ch are largely generated by doctorso It cannot 

control first visits which are largely generated by the patiento 

Used in conjunction with utilization fees on first visits, this 

control measure shculd minimize unnecessary supplier and recip

ient utilization of health resourceso 



STATEMENT OF PROBLEM 

The Medical Care Plan in Saskatchewan has been involved 

in controversy from the time of its initiation in 1962 to the 

present dayo The spring of 1968 saw an expansion of this 

controversy with the introduction of utilization feeso 

Odin W .. Anderson,.in an elaboration of varieus control 

measures·· used in the health care industry, states "that no 

systematic study has been made of the effect of 'deductibles' 

or 'coinsurancev on the use of health serviceso 113 

Somers and Somers, in their examination of the subject, 

have noted~ "The issue of cost controls in medical care is 

new - so new that it is not yet clear precisely what is 

4involved o" 

3 Anderson, Odin ·w.~, '"E'l~ments of Health Il)surance Todayo" 
Health Information Foundation. Perspectives number al, 1960o 

4 Somers, H.,MG and Somers, AoR. "Doctors, Patients and Health 
Insurance," Doubleday and Co a Inc Garden City, New York,o , 

1961 P• 366o 
See also: Follmann, J.F. "Medical Care and Health Insuranceo" 
Richard DG Irwin, Inc., Homewood, Illinois, 1963, po397. 
See also: Somers, HoM. and Somers, A.R. "Health Insurance: 
Are Cost and Quality Controls Necessary?" Industrial and 
Labor Relations Review, XIII (1959/60), p. 581-595. 



Utilization fees affect three main groups - the financing 

agency, the beneficia·ry 9 and the physician. The purpose of this 

study is an attempt to investigate and determine the influence 

utilization fees exert on physician behaviouro In particular, 

do they take into consideration and make exceptions for such 

patient factors as age, type of illness, number of visits, etc. 

when the Medical Care Insurance Act does not? 

All programs, particularly public ones, should be subject 

to continuing evaluation to test their effectivenesso The fact 

that little or no knowledge exists of this measure as a cost-

control device or as a utilization-control device was the initial 

factor that prompted this studyo The public demand for knowledge 

and the need for research is further exemplified by the subjective 

0 5_ 
argumen t s, coun t ere1a1ms, and lack of quantitative facts that 

were used by both conflicting sides prior to the implementation 

of utilization feeso 

5 See Saskatoon Star-Phoenix, Wednesday March 20, pg 25 where 
boih sides of.the·dispute claim the support of the Saskat

-chewan. Hospital Association and the College of Physicians and 
Surgeons 0 



RESEARCH HYPOTHESIS 

"Physicians uniformly charge utilization fees to 
all patients when the Saskatchewan Medical Care 
Insurance Program provides them with the 
opportunity to make such chargeso" 



CHAPTER II 

REVIEW OF LITERATURE 



EUROPE 

J" Hog.arth carried out a study of a number of ~uropean 

1countries which used publicly-sponsored systems of medical care. 

With each country studied, he mentions how the system attempts 

to control abuses. 

SWEDEN 

The Background 

The Swedish Sickness Insurance scheme covers its insured 

members against the cost of medical care by reimbursing a pro

portion of the fees paid to the doctor of their choice. The 

maximum amount reimbursed is three-quarters of the fee for 

particular items of service listed in an official Sickness 

Insurance Tariff" Sickness Insurance is administered by 31 

central sickness funds, usually one in each county and in the 

larger towns; and 630 local funds in the counties" It is 

universally compulsory. 

Hogarth, J., "The Payment of the Physician: Some European 
Comparisons," The MacMillan Co., New York, 1963. 
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Control of Abuse 

A specific obligation is laid on the sickness funds 

under the Sickness Insurance Act to take steps toward the 

preventions of abuse of sickness insurance, and this is regarded 

as the principal function of the medical advisers attached to 

central sickness funds. It is probably true to say, however, 

that control of abuse is directed rather towards the cash 

payments than towards the cost of medical care. 

In relation to medical care, the means of control 

undoubtedly exist. The receipt form given to the patient by 

the doctor provides, or ought to provide, a complete record of 

the treatment given, and after payment has been made the forms 

are retained· by the sickness fund and may be classified in 

patient orderc The register of payments to doctors similarly 

provides a complete statement of payments made to each doctor. 

The sickness fund is thus in a position to see whether a parti

cular patient is receiving excessive treatment - indeed the 

sickness fund's :r:"egister may contain a more complete record of 

a patient's medical history than the medical records of any 

single doctor - and also to check whether a particular 

doctor has a tendency to give unusually expensive or unusually 

prolonged treatment to particular patients. 



In actual fact, control of poisible abuse of medical 

treatment is _.a matter of considerably difficulty In the firsto 

place the medical profession resents any apparent interference 

with their..clini..cal discretion, and the means of checking on 

possible cases of abuse -· involving, for example, a direct 

inquiry by the fund to the patient about the treatment received 

by him - are repugnant to themo It is, in any case, usually 

difficult to question the doctor's judgment in an individual 

case, and rarely is the fund able to question the necessity of 

the service specifiedo 

Thus, although the representatives of the profession 

may sometimes complain about control by the bureaucracy and 

the "demoralisation" resulting from the predominance of the 

economic factor in medical treatment, the actual degree of 

control does not seem to be oppressiveo The sickness funds, 

most of which have to deal with a relatively small number of 

doctors, are likely to have a fairly shrewd idea of the black 

sheep among their flock, as well as of the most exigent or 

hypochondriac patients A word by the fund 1 s medical adviser0 

(who informally settles disputes and complaints concerning the 

relationship between a doctor and a fund, or between a doctor 

and ...a ...patient:) ~to an -erring doctor will usually have the effect 



required.. More serious cases can be referred to the local dis

ciplinary committee of the Swedish Medical Association; but 

this extreme measnre is resorted to only rarely - even more 

rarely sin.ce the number of medical advisers to sickness funds 

has increased. 

There is, of course, one obvious reason why the need 

for official control of the medical services performed by 

doctors is less acute under the Swedish system than, for instance, 

under a system offering full reimbursement of medical expenseso 

The patient has always to meet at least a quarter of the doctor's 

fee, frequen.t.l~L.mo.re, and there is therefore a "built-in" check 

on excessive treatmentundertaken by a doctor in his own interests. 

It is understandable that the main emphasis in the control of 

sickness insurance expenditure should be placed on the cash pay

ments whe.ra.lax certifi.cation by the doctor and malingering by 

the patient can combine to place a considerable burden on the 

resources of the sickness fundo 

Against a patient who makes excessive demands on medical 

care a specific sanction is provided that, where an insured 

person in the course of one illness consults more than one 

doctor, or where he consults a doctor more often than necessary, 

reimbursement may be made only for treatment given by the first 



doctor, or for visits and consultations which are reasonably 

necessary. Moreover, where an insured person who could 

reasonably have attended the doctor's consulting room but calls 

for a home visit, the amount reimbursed may be restricted to the 

amount which would have been payable in respect of a consult

ationo In practice, however, these provisions appear to be 

seldom ,applied - no doubt because of the difficulty of 

establishing what visits or consultations are reasonably necessary 

in a particular caseo 

For similar reasons less attention has been paid to the 

control of excessive prescribing~ Since the pharmacists' bills 

are sent direct to the National Insurance Office the sickness 

funds are not in any case. concerned with the control of pre• 

scribing.. Apart from the limited list of essential and life

saving drugs which are provided free, the patient pays more than 

half the cost of all drugs prescribed for him, and in general 

this appears to be regarded as a sufficient check on abuseo The 

National Insurance Office does net:> therefore, maintain any 

systematic comparative statistics of doctors' general prescribing 

costs. They may, however, carry out spot checks of the returns 

from particular pharmacists, following up the prescribing of an 

individual doctor where this seems necessary. In bad cases 



which will normally involve consultation with the Swedish Medical 

Association - the doctor ma:y be required to repay the unnecessary 

expendiure; but this again happens only rarely" 

It is true that the patients in the country areas of 

Sweden do not appear to be unduly demanding" They appreciate 

the difficulty of providing medical services in remote areas, 

and the time involved in travelling long distances in bad con

ditions<> The average number of services provided per patient 

at risk is very low indeed;~ probably of the order of only about 

one or two services per patient per year" There appears, there~ 

fore, to be little room for abuse of medical treatment; though 

how far this.is due to geographic difficulties in the greater 

part of Sweden~ to the shortage of doctors, to a natural sense 

of restraint, and how far to the financial disincentive involved 

in a reimbursement system;j it is difficult to sayo 

GERMANY 

The Background 

Sickness insurance is compulsory for the following groups 

of the population: 

(a) wage earners :J and salaried emp leyees up to a 

certain income limit; 



(b) certain types of self=employed persons; 

(c) certain groups of pensionerso 

Public employees for whom other provisions exist are exempt from 

compulsory insurance" There are provisions under which members 

who pass out of compulsory insurance (because their income level 

has risen), the widows of members and certain other categories 

of persons, may -.be·C'Dllle voluntary n1em:bers 0 Benefits are provided 

free of charge for insured persons and their dependentso The 

total number of protected persons is about 85 per cent of the 

population; in addition to this 7 per cent are voluntary 

members. 

The remuneration of doctors is a tWCJ~stage process o 

Individual doctors have no contract with, and no responsibility 

to, the separate sickness funds to which their patients belong~ 

the various funds pay an agreed total, amount of remuneration to 

a pro·fessional body formed for the purpose in each province, the 

Insurance Doctors' Associati.ono This total amount is usually 

related to the number ~if insured persons (i oe 0 excluding dependents) 

and the average annual demands made by insured persons on the 

medical services of doctorso The second step consists of pay

ment by the Association to individual doctars according to the 

amount of medical work they have done on the basis of an official 



tariff of fees. It must not, for instance, be based on a flat 

rate of payment for each treatment form submitted, since the 

amount of treatment given varies widely between one patient and 

another, and one form may thus represent a great deal more medical 

work than anothero 

Control of Abuse 

The claims submitted by doctors to the Association are 

first submitted to careful checking on the basis of statistical 

analysis, backed by a scrutiny of individual claims where 

necessary. After preliminary checking and suitable tabulation 

each doctor's claims are considered by a "scrutinizing doctor" 

on the Association's staff and submitted by him to the Scrutiny 

Committee with a recommendationo 

It is the function of the Scrutiny Committee, which 

normally consists of three practising doctors appointed by 

the Association, and an additional one representing the sickness 

funds, to consider the claims submitted by each doctor and deter

mine whether he has met the statutory requirement that the treat

ment he gives should not exceed what is necessaryo If the 

Committee finds that he has gone beyond this requirement they 

may reduce his claim accordinglyo For this purpose use is 
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made of a serie·s of "guide figures" varying for different 

specialities and different types of practise, which experience 

has shown to represent a reasonable average cost for parti

cular categories of treatment. 

The patient is not concerned in limiting abuse, since 

he has no financial stake in the matter; the sickness funds 

are not concerned, since they pay over an agreed sum to the 

Insurance Doctors' Association in respect of all treatment 

given to their members; and the responsibility of control there

fore rests exclusively on the doctors considered in total, who 

are of course aware that excessive claims by some of their 

number are bound to reduce the payment to the resto The German 

system, in fact, gives individual dcctors an incentive towards 

excessive treatment, since this is financially profitable to 

them, but corrects this by giving the total body of doctors an 

incentive to control abuse by individual memberso The evidence 

is that this control is exercised strictly, but at a consider

able expense of medical time. 

In January 1960 the Sickness Insurance Amendment Bill 

was submitted by the Federal Governmento In order to counter

balance extra costs due to additional benefits, and to correct 



what was thought to be a prevalent distortion of the purpose of 

sickness i.nsurance, the Bill introduced the new and controversial 

principle of "cost-sharing" (ioeo requiring the patient to con

tribute directly towards the cost of treatment)o 

The Government stressed that the second purpose of this 

proposal - the correction of misuse of the sickness insurance 

scheme - was no less important than the purely financial results 

of cost-sharingo The original purpose of sickness insurance 

was to provide protection against a special risk which might 

or might not occur and this had tended to become forgotten, and 

the scheme was now commonly regarded as an institution which 

bore regular recurring expenqi·cures.Y . The patient, receiving his 

treatment free eof charge, value,d them correspondingly little, 

and had as a rule no idea of the cost of the services he was 

receiving. The doctor for his part had no inducement towards 

economy, since there was no real check on his professional 

judgement of what treatment was necessary in a particular case. 

The object of the cost~sharing, therefore, was to bring home to 

thepatient that medical treatment cost a great deal and to 

give him an interest in reducing the amount ef unnecessary 

treatmento Moreover, by reducing the demands.on doctors for 

trivial complaints it was hoped that cost-sharing would divert 



resources from the short and trifling illness to the long-term 

and serious oneo 

The form of cost-sh~x,ing proposed in the Bill was a flat 

rate payment of 1.,5 DM2 for each item of treatment separately 

specified in the new Official Tariff (which provides different 

fees for services requiring different degrees of physician 

skill) and a phqrge for hospital treatment ranging from 1 DM 

to 3.3 DM,per day.. In order to lessen the burden in long-term 

illnesse-s the fee of, 1 ~ 5 DM ceased to be payable where the 

illness· lasted longer than six weeks, but after six months be

came payable ,again during a further six weeks, and so on in 

successive·periods of six monthso A maximum payment of not less 

than 15 DM per case·might be fixed ·by a sickness fund, and pat

ients with amonthly income under 200 DM were to be exempt from 

the chargeso 

Violent ..p·ubl(..c controversy arose as soGn as this and .other 

2Exchange Rate~ 1 Deutsche Mark = 27¢ as of July 1968 

It should not be inferred that the value of German goods and 
services can be discovered by a simple translation of deutsche 
marks into dollars at t:he going exchange rateo The difference 
between the per capita incomes of the two countrie~,the 
variations and fluctuations in price levels, and the fact 
that goods and services are not necessarily equivalent in 
type and quality, make this procedure yield only approximate 
results.o 
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proposals.in the Bill became known. A war of propaganda began 

to rage at once. The doctors held large-scale rallies of 

protest, formed commi_t.tee,s. of action, established fighting funds~ 

and issued leaflets. to their patients. The trade unions allied 

themselves with the doctors in protest against the charges, 

organized token strikes, and began to talk about the wage claims 

which would feLLow the imposition of the charges. On the other 

side, the Employers' Federation came. out in support of the Bill 

and circulated a leaflet which was generally thought to show 

signs of Government drafting. The Government point of view was 

actively propagated through the r~ormal "public relations" 

channels.. It must be added also that those hostile to the 

medical profession suggested that -an additional factor in the 

doctors' resistance to cos·t-·sharing might perhaps be their fear 

of its deterrent effect on potential patients. The result of 

this controversy was alcernative solutions being put forth by 

all parties o 

Alternative Cost-sharing Methods 

The Kohrer plan was designed to relieve the sickness 

funds of the burden of the trivial cases, the "medical bagatelles", 

which made up such a high proportion of doctors' time, admini



strative work, and expenditure by sickness fundso A fee of 1 DM 

was to be charged for each treatment form; apart from this token 

payment the first consultation was to be free of charge, but for 

all treatment beyond this the insured person was to meet the full 

cost up to a maximum amount per quarter year, of 8 DM or 16 DM 

according to income~ Children were to be exempted from payment. 

The Kohrer plan involved a considerable increase in accounting 

work as well as a heavier financial burden on the patiento 

Thesickneas saving bank entailed dividing the insured 

pers_on' s contributing .(employer-employee concributions finance 

Germany's sickness funds}-- into two parts. One part - the "savings 

contribution" -was to be credited to the insured person's 

individual account and was designed to cover medical fees for 

minor treatment up to a given limit of cc:st, while the other part 

the "insurance contribution" - was to go into a common pool to 

provide insurance cover against major medical expenseso When 

the amount in the individual "saving account" reached a certain 

level the insured person was to be relieved from further contri

butions to the account, thus giving him a direct financial 

inducement in avoiding trivial demands for medical treatmento 

The difficulty about this superficially attractive proposal was, 

apart from the administrative cost, it imposed a heavier burden 
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on the older insured persons and those in the lower income groups 

who were in any case less able to meet the cost of sickness 

insurance. 

Under.. the percentage cost-sharing scheme the doctor was 

to enter item.a_of se~vice given on a treatment form presented 

by the patient and send the c-ompleted form to the Insurance 

Doctors' Associationo The Association would then enter the 

appropriate fees and send the form to the sickness fund, which 

in turn would send the doctor's bill to the patient, indicating 

the proportion (10 or 20 percent) payable by himo The patient 

would then have the choice of either paying the full amount to 

the doctor and recovering the appropriate proportion from the 

sickness fund, or paying his share to the fund and requesting 

them to settle with the doctor. The Insurance Doctors' Associations 

objected to this alternative since it entailed a reduction in their 

status o 

AUSTRIA 

The Background 

Sickness insurance is compulsory for all employed persons 

and for certain other persons of comparable statuso There is 

also provision for voluntary insurance in certain circumstances. 



In 1963 over 75 percent of the population was coveredo 

Sickness insurance i.s administered by a number of 

insurance funds.. The main units are the Area Sickness Funds 

one in each of the nine provinces - which cover all insured 

persons who do not fall within the employed occupational grouping. 

The sickness funds are independent bodies which make their own 

arrangements for providing benefits for their members within a 

framework laid down by statuteo Each fund is responsible for 

its own finances, and resources vary considerably from fund to 

fundo 

Control of Abuse 

The sickness funds maintain various statistical controls 

designed to detect possible abuse in the form of excessive 

claims for treatment or the issue of excessive numbers of pre

scriptionso Where there is a prima facie case of abuse - eogo 

where a doctor has dealt with an unduly high number of cases in 

a quarter or·has claimed an unduly high proportion of special 

fees for visits, et~~ ~ his claims are examined in detail with 

the .help of the sickness fund's medical adviserso The services 

claimed for are comp~ed with the doctor 1 s own diagnoses, and 

in extreme cases the patient may be referred to!J or if necessary 

re-examined., Similarly s-catistics of all doctors' prescribing 
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are prepared:regulC!rly, ~nd all doctors who are more than 10 
~ -

pe.rcent above the average are ·called in for a discussi0n with 

one of the medical advisers~ Where, after this further examiP:<~i 

ation, the sickness fund considers that a doctor's claim i~ 

unjustifiably high.it may propose a reduction in the fees 

claimed__ . The doctor will often accept the reduction without 

further discussion: if he does not, the matter is referred to 

a conciliation commjttee., comprising one representative from the 

sickness. fund....and .one from the doctor's Medical Council (a 

purely medj cal .:body which exercises professional and disciplinary 

responsibilities). For disput-es which cannot be settled by this 

means. a complete range of arbitrati.on machinery is provided. 

One of the .. sp~cial funds fer particular occupational 

groups is the Federal Employees' Sickness Ins·,~lrance Institution. 

It .differs.....from the .Area Sickness Funds in that patients con

tribute directly towards the cost of medical treatment at the 

rate of 20 percent of the fees·fcr consultations and visits. 

The interesting feature is the-form sent to the patient. It 

specifies the treatment given and pr0vides a form of money order 

for transmission of the appropriate sum through the Post Office 

banking system.. It thus gives the patient an opportunity of 

confirming that he did in fact receive the treatment claimed by 

the doctor. 



NORWAY 

The Background 

The No-r-wegian~-sickness insurance scheme~ like the Swedish 

one, provides for the reimbursement of the major part of the fees 

(ranging from 60 to 100 per cent) paid by insured persons to 

their general practitioner or to a specialist; though in some 

areas the sama_.e£fe.c.:t.. i.s: a:chieved by 1·equiring the patient to pay 

only his share of the fee and leaving the doctor to recover the 

balance direct from the sickness £undo Sickness insurance is 

administered by som.e 740 local sickness funds, usually one for 

each commune.. The local insurance funds are combined in Feder

ations on a county basis, and these county Federations are in 

turn combined in a National Federationo It is universally com

pulsoryo 

Control of Abuse 

The machinery of t.he Norwegian sickness insurance scheme 

gives the sickness funds a ready means of keeping expenditure 

under close review and watching for possible abuseo The 

receipted bills submitted by the :patients under the "patient

refund" method, and the forms of claim submitted by doctors 

under the "direct refund" method, contain details of the services 



performed by particular doctors for particular patients, and 

are retained and filed by the funds after reimbursement has been 

madee They can then be sorted under doctors or under patients 

as required in order to see whether either an individual doctor 

or an individual patient is making excessive demands on the 

servicee 

The extent to which, and the manner in which, the records 

of payments are used in practice to maintain a check on abuse 

varies from fund to fundo In Oslo and other large funds oper

ating the direct refund method, the cards recording payments 

are kept in doctor order, so that averages can, if required, 

be taken out to compare one doctor with another. Detailed 

statistics - of, for example-, the average number of services 

. per_ pati.en.t.~ treated - h~ve on occasion been taken out and cir

culated to do.ctors for information, and for special purposes 

such as a review of the_rei.mbursement tariff a detailed analysis 

may he made___.on a s-elected sample; but statistics ar'e not taken 

out regularly for all doctorso In the noraml process of tabul

ating payments, however, it is possible to get a general 

impression of a doctor's patternof practice, and if necessary a 

fund can then carry out a more detailed inquiry; eog; if they 

find that a particular doctor appears to be giving an unusually 



high number of treatments per patients they can carry out a sample 

check by inquiry of patientso 

Control of doctors by interrogation of patients has not 

been found, however, to be a very effective - nor a very desir

able - method, and it is not in fact often carried outo Without 

going as far as this the fund can exercise a useful control by 

scrutinising doubtful claims and, on advice from their medical 

adviser, referring them back tc the doctor concerned for an 

explanation" The fund usually dealing, even in Oslo, with a 

relatively small number of doctors - is in any case likely to have 

a shrewd idea of the doctors who·need to be watched in this way, 

and a word from their medical adviser to an offending doctor 

will often by itself have a useful effecto 

In a small. fun<!!> control of individual doctors who may 

show a tendency to abuse the sick~!.ess insurance scheme is 

relatively eas.ier.~. since the fund will often have to deal, for 

allp.racti.cal.purposes, wit:h only one or two doctors" In the 

smaller_ funda_..claims.._.,tend to be kept in patient order, in order 

to give a check on duplicate payments in respect of medical treat-, 

ment" Here, even more than in the larger funds, any possible 

tendency to extravagance canbe kept in check by informal means 

and the increasing employment of medical advisers is an important 

advance in this directiono 



Any cases of apparent abuse which cannot be disposed 

of informally in this way may be referred by the fund to the 

formal "complaints committee" which has power to reprimand a 

doctor, to propose a reduction in his renumeration, or to 

recommend his expulsion from the Norwegian Medical Association. 

The general impression given by the sickness insurance 

authorities, however, is that abuse by doctors is not a 

serious problemo In small communities as served by most of 

the Norwegian sickness funds there is perhaps less temptation 

towards abuse of this kind, and similar!y, less chance of its 

escaping notice. A measure of control is also exercised by 

the patient's participation in the cost of treatment. The 

possibility is admitted that in larger places 2oike Oslo there 

may be a small measure of ~buse) but the official view seems 

to be that any comprehensive machinery for tracking down and 

dealing with abuse would cost mere than the limited amount of 

abuse which may exist. 

No specific provision is made for controlling abuse of 

the service by patients. This is a field which seems to 

present little difficulty in Norway since the share of the 

cost of treatment which is borne by patients acts by itself as 

a deterrent against abuse. A financial sanction is available 



against patients who do not accept treatment calculated to 

restore them to health (and may thus involve the sickness fund 

in paying cash benefits for longer than would otherwise be 

necessary) in the form of the power given to funds under the 

Act to refuse or reduce benefits where an insured person 

fails without good cause to carry out his doctor's advice, 

refuses to accept admission to hospital if his doctor con

siders this necessary, or is guilty during an illness of 

gross negligence with regard· to his heal tho Here again, however, 

the penalties are in practice rarely appliedo 

The proportion of the bill that the patient is reimbursed 

varies according to whether the office or home visit is the first, 

second or later one for the same illness, increasing from just 

under 60 percent for the first visit through two-thirds for a 

second one, to full reimbursement for t:hird and later onesg 

There is thus a financial deterrent against unnecessary first 

visits to a doctor, since the patient pays more for the first 

visit and less for later ones, which are less likely to be 

frivolous or unnecessary; and on the other hand patients suffering 

from a chronic or long-continuing illness are freed from any 

financial liability at allo 



SWITZERLAND 

The Background 

Throughout the greater part of Switzerland, sickness 

insurance is voluntaryo IL some areas it is compulsory only 

for certain special groups such as school children. In 

practice, some 80 percent of the population are covered by 

some ·form of sickness insuranceo 

Sickness insurance is administered by some 1100 sickness 

funds. These are independent bodies responsible for their own 

finances; most of them are private organizations, but there are 

228 public funds. 

3The sickness funds within a canton are associated in 

a cantonal Federation of Sickness Funds, and the cantonal 

federations in turn are joined i.n three central federations, 

of which the largest is the Conccrdat of Swiss Sickness Funds. 

The federations deal with such ma~ters of general concern as 

negotiations with the medical profession~ the settlement of 

disputes and so on. 

3switz.erland is politically divided into cantons with each 
canton being sub-divided into communes. 



Control of Abuse 

The arrangements for ensuring the economical functioning 

of sickness insurance benefits and for controlling abuse vary 

from canton to canton; but as a rule the pattern is sufficiently 

similar to permit a general descriptiono 

The first step in the control of abuse is usually a 

preventive measure: the provision of guidance to doctors 

about their obligations to their patients and to the sickness 

funds - more particularly the latter. In many cantons doctors 

taking up sickness fund practice for the first time are invited 

to an intr:·oductory seminar - sometimes referred to as the ''kin

dergarte~' - at which they are addressed by representatives of 

the local professional organisation and the sickness funds and 

reminded of the need for economy in the resources of the funds; 

they may also be given advice abc:ut the proper professional 

approach to the use of an item-of-service tariff, and the 

importance of making a reasonable assessment of services rendered 

and resisting the tendency to charge a separate fee for every 

trifling item of treatment given. 

The operation of the procedure for controlli:1.g excessive 

charges on the sickness insurance scheme, either in respect of 

medical treatment or of t:he prescription of drugs, can best be 



seen by following the process through from the beginning. A 

4typical example is taken since the procedure differs in detail 

from area to area. 

The first requirement for controlling possible abuse is 

an adequate service of statistics, and this is provided by the 

Concordat of Swiss· Sickness Funds on behalf of its members. 

Copies of the summary of payments to each doctor - showing the 

number of cases, numbers and average cost of consultations and 

visits, and the cost of "extra services", x-rays given by the 

doctor, and drugs dispensed by him or by a pharmacist on his 

prescription - are sent regularly by the sickness funds to the 

Concordat, which transfers the data to punched cards and then, 

once a year, produces statistics for each doctor showing the 

number of cases, the cost of treatment and the cost of drugs per 

case, together with comparative figures for a number of previous 

years. These figures are then examined by the cantonal Feder

ation of Sickness Funds, which notes the doctors whose average 

costs per case, either for treacment or for drugs, are more than 

20 per cent above the average for the canton. 

4The example is taken fr,c)m the canton of Aargau. 
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Where a doctor's cost for treatment is high but his drug 

cost is low, or vice versa, no action is taken; but where a 

doctor's costs are high, with no "redeeming features", the 

Concordat is· asked to take out more detailed statistics for the 

doctor concerned, showing, for the year in question and two pre

ceding years, the number of cases handled during the year, the 

number of visits and consultations per case, the total cost per 

case (analysed into the different types of serv~~e), the relat

ionship between the number of consultations and visits and the 

number of "extra services11 and the cost of drugs prescribed or3 

dispensed: in each case compared with the average for the 

cantono The "black list" of such doctors is sent to the local 

medical association, which· then addresses a warning to the 

doctors concerned, giving them their own statistics and the 

average for the canton~ and reminding them that if their 

statistics do not improve the association will examine their 

treatment forms in detail and if necessary recommend a reduction 

in the payment to them by the sickness fundo For this purpose 

the case is referred to the joint conciliation commission, which.· 

after giving the doctor a chance to justify his methods of treat

ment and prescribing may propose a reprimand or a reduction 

usually on a percentage basis - in t:he sums otherwise due to the 

doctor. 



The sickness fund - usually on the advice of its medical 

adviser - may also refer a case to the commission on its own 

initiative. The doctor has the choice between accepting the 

commission's recommendation and appealing to the Arbitration 

Court, and almost invariably chooses the former alternative. 

This is the general pattern of the control procedures: 

there are many local variations. In the example described, the 

averages used for comparison purpcses are the averages for all 

doctors, specialists as well as general practitioners - no doubt 

because in a country area many specialists also practise as 

general practitioners; in other areas a distinction is made 

between the different fields cf practice. The preliminary 

warning by the local medical association ma~ be omitted, and 

cases of apparent abuse referred direct to the joint conciliation 

commission. A large sickness fund - such as the public sickness 

fund in Basle may not depend exclusively on the Concordat but 

may prepare its own detailed statistics. Alternatively - as in 

the canton of Zurich - the cantonal Federation of Sickness Funds 

may set up checking machinery on behalf of its member funds, 

sharing the work among the funds and "blacl;clisting" doctors 

whose claims are not to be paid without special scrutinyo 

The success of these methods of control clearly depends 



on the willing co-operation of the medical profession; and in 

general this appears to be readily forthcomingo The general 

opinion of the profession is probably hostile to the use of 

general statistics, without the examination of particular cases, 

as a means of judging a doctor's method of practice; but they 

appear to accept the way in r.vhich statistical comparisons are 

used to produce a prima facie case, leaving the doctor concerned 

free to resort to a more formal procedure if he wisheso 

The obvious difficulty of this control procedure is 

that is operates after the event - often some considerable 

time after. By the time the stage of looking at individual 

cases has been reached the evidence will often be "cold", and 

it may well be difficult for the medical adviser of a sickness 

fundor for the doctors on the conciliation commission or 

Arbitration Court, to determine whether cr not a particular form 

of treatment given to a patient some months before was justifiedQ 

It is perhaps for this reason t:hat the use of statistics alone 

as a basis for penal action has become quite widely accepted. 

Cost-sharing: Payment by the JPati.ento 

Cost-sharing - the payment by the patient of a fixed 

percentage of the cost of medical treatment and drugs - was 

introduced by G~vernment order in 1936 as a means of discouraging 
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unnecessary resort to the doctor and relieving the finance of 

sickness funds. Apart from this, the payment also serves to 

remind the patient of the items of service claimed by the 

doctor, and may thus on occasion provide a check on excessive 

or fraudulent claims. 

It is provided that the payment by the patient must be 

not less than a tenth and not more than a quarter of the cost 

of treatment and.drugs. The percentage to be charged is a 

matter for decision by the sickness fund~ a common figure is 

15 or 20 per cent. 

Payment is required to be made by all patients without 

exception: but the Federal Social Insurance Office has power 

rarely used - to exempt from the requirement those sickness 

funds whose finances are particularly flourishing. In practice 

also there is no cost-sharing in some of the mountainous areas 

where doctors have been appointed on a salaried or semi

salaried basis (and where the incomes of the insured population 

are likely to be relatively low). 

Where a patient is unable to pay, the money may be 

found on his behalf by the commune as "public assistance" 

authority, or may simply be written off by the sickness fund 

as a bad debt o 



Payment is normally made after the completion of treat

ment. Where the patient is entitled to a cash sickness allow-· 

ance the amount of the payment may be deducted from the allowance. 

Exceptionally, in some mountain areas part of the payment may be 

made at the time of treatmento 

In some areas it is possible for members, by paying an 

additional premium to the sickness fund, to insure against the 

liability f.or cost-sharing; a provision which seems to cut 

across the whole object of the charges~ 

DENMARK 

The Background. 

The Danish sickness insurance scheme is a voluntary one, 

except that any person aged 16 or over who does not choose to 

become a faull or "active" member is required to become a 

"passive" member paying a token contribution and qualifying 

for no benefits~ In fact membership·of the sickness insurance 

scheme is almost universal, with about 89 per cent of the popu

lation in active membership G ·It is administered by a large ;. 

number of small local sickness fundso The major part of the 

income of the sickness funds comes from members' contributions 

with the State also providing a subsidyo ~edical care is 



provided by general practitioners on the basis of agreements 

betwen the association of sickness funds for a given area (e.g. 

Copenhagen or Jutland) and the corresponding association of 

doctors in the area. 

Control of Abuse 

Both the Jutland and the Copenhagen agreements impose 

a specifi..c_._oblig.ation on doctors to co-operate with the sickness 

funds in securing economy, and in both areas a procedure is laid 

down for taking action against doctors who involve a fund in 

excessive expenditure. Where the doctor is found "guilty" 

in each case after investigation by a committee representing both 

doctors and sickness funds ·- the penalty may take the form of 

a reprimand or the recovery of the excess expenditure from the 

doctor, or in extreme cases, of exclusion from sickness fund 

practiceo Under the Jutland agreement, also, where the fees 

payable to a particular doctor or the total expenditure of a 

fund on payments to doctors are well above the average, restrict

ions may be imposed on the doctor or doctors concerned; in the 

form, for example, of a ceiling on fees payable to them. 

Alternatively, where costs are unreasonably high patients may 

be required to register with a doctor for a year at a time, 

instead o£ being free to go to ar..y doc tor within the limits of 



distance laid down in the agreementa 

The need for economy is similarly impressed on patients. 

In particular they are enjoined not to ask for a doctor to visit 

them at home unless they are unable to go to his consulting 

room, (the Jutland agreement goes farther and prohibits a 

doctor from paying a visit unless the patient has specifically 

asked for it or he has previously arranged with the patient to 

call). As a more immediate stimulus to economy, "control fees" 

payable by patients have been introducedo General practitioners 

receive payment for their services under either a capitation or 

fee-for-service arrangeme·nt: 0 Two cypes of deterrent or "control" 

charges.., ap.parently to discourage unnecessary demands by patients, 

are paid by insured members under both systems of physicians 

.remuneratl.Ono 5 

6In the former case the charges - two crowns for an office 

visit and four crowns for a home vi.sit - are levied only when a 

patient uses the services of a doctor after office hours, 

particularly on public holidays and during the night. When such 

5 "Health Insurance in Denmark" Social Securit:y Series, Memor
andum No. 9 (Revised Edition), Research Division, Department 
of National Health and Welfare, Ottawa, February 1952. 

6 Foreign Exchange Rate: 1 Crown = 14¢ as of July 1968 (see 
footnote page 20). 



demands are considered as not being immediately necessary, the 

patient must pay the whole cost of the services rendered. 

Pat~ents receiving service from fee-for-service practit

ioners are required to pay a small sum for each visit to a doctor's 

office (half a crown)~ or for service rendered in the home (one 

crown). Some funds using the fee-for~service method, also 

require that the above~menttoned capitation control charges be 

paid for holiday and night calls" Similarly, when such overtime 

attention is requested.without being immediately necessary, the 

patient is required to pay the total cost of service. Physician 

calls for accident or maternity cases are not subject to control 

charges regardless of whenthey occur. 

It appears then that the small payments required under 

either method of remuneration are not so much of the nature of 

control charges, but rather to remunerate physicians for holi

days and night calls. The rule which requires the patient to pay 

the total cost of unnecessary night and public holiday calls, 

however, appears to be the basic t:echnique developed to restrict 

abuse of service. 

The fees are paid by the patient to the fund, usually 

when paying his next monthly membership contribution. In 

1957 the total income of sickness funds from control fees was 
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about 2~ per cent of their expenditure on general practitioner 

remuneration. 

Finally, patients who refuse to follow their doctor's 

directions on treatment, or who refuse to accept admission 

to hospital when ordered by the doctor, lose their right to 

treatment at the ·fund's expense. 

The state has a general power to warn a fund which 

was not conducting its affairs with due economy and in 

extreme cases to impos~ the sanction of withholding the State 

subsidy. 

In fact, however, extreme procedures of this kind seem 

to be rarely used in Denmark. RelaLions between the sickness 

funds and the medical profession in matters of daily admini

stration are good, and any difficulties tend to be settled 

by discussion rather than be recourse to the formal procedures 

laid down in the agreementso In small organisations like the 

Danish Sickness funds the scope for abuse is perhaps less, 

and its control by informal neans is easier. 

CONTROL OF ABUSE AND PHYSICIAN REMUNERATION 

Hogarth states that the degree of abuse (by the patient 

and the physician) in a health insurance system is dependent 

on the method of physician remuneration. 



Fee-for-service - "Direct Provision Method" 

Under this method the doctor receives his remuneration 

from the financing organization and not from the patientu The 

fundamental problem of this however is the scope it offers for 

abuse. When a third party is responsible for paying the bill 

even a conscientious doctor may take the benefit of the doubt 

in deciding whether a patfent really requires a particular 

form of treatment; a doctor who consfders the tariff fees 

inadequate can find means of including additional items in 

his claim in order to make good the deficiency; and an unscrup

ulous doctor has little difficulty in adjusting claims to suit 

himself<> Where the patient is not concerned about the cost he 

tends to take little interest in what the doctor claims from 

the organization for treating him, even though he may be required 

to put his name to the·clairn form. Out of loyalty to his doctor 

or at least for the sake of good relations with him - the patient 

will often give the organization little help in checking up 

after the event on apparent cases of abuseo 

One means of li.rniting the financial cost of the direct 

provision method is to increase the cost - consciousness of the 

potential patient. Exhortation having generally failed to 

achieve this, the usual approach has been to apply a financial 



deterrent against excessive treatment. The f:irst requirement 

is that it should bring home to the patient the cost of the 

treatment he is getting without deterring him from getting the 

treatment he needs; the second is that it should be simple to 

operate." Experience suggests that a flat rate of payment for 

each consultation or visit is not satisfactory. It tends to be 

a blunt weapon, imposing an administrative obstacle in the way 

of any patient who wants to see a doctor and contributing very 

little to the patient's cost-consciousnesso To achieve its 

object of encouraging a patient to consider the cost of the 

particular treatment he is getting:) and perhaps to compare the 

cost of different possible forms of treatment~ any cost-sharing 

scheme ought ideally to inform the patient of the total cost of 

his.treatment at the time he is getting it, and·- withobvious 

exceptions for hardship and special cases- the patient's 

share should be related to that cost a-cd should not be at a 

flat rate. 

Fee-for-service - "Reimbursement Method" 

Under this method the bill is presented by the doctor to 

the patient who then pays the doc"tor. Only after this transaction 

has been completeddoes the financing organization step in to 

reimburse the patient a proportion of the fees he has paid~ 



The obvious difficulty of this is that the financial obligation 

of poorer patients and chronically ill patients may be burden

some& The former patient category is catered for by allowing 

time to pay or some form cf pt:;.blic assistance. The latter 

categ~ry is accomodated by providing a low rate of reimburse

ment to the patient for initial visits and higher rates or full 

reimbursement for successive visits where there is less possib

ility of abuse. 

Capitation Method 

From the point of view of the financing organization 

the capitation payment has the benefit of being more predictable 

in its cost and of avoiding the financial risks of abuse through 

over-treatmento However, the problem of abuse is concealed in 

that its effect is transfer,red from the financing organization 

to the doctor in excessive demands on his time and skill. 

ENGlAND 

In their discussi.cn of the English health system M.J~ 

7Lynch and S0S0 Raphael state that, with the passage of the 

0Lynch' ,:t1. J.D-. and zRaphael' s 0 s "Medicine and the state'" 
Charles C.. Thomas (Publisher) Illinois, UoSoA. 1963, 
p.lS0-185. 

7 



National Health S·ervice Act in 1946, thousands of unmet needs 

became expressed demands. The Government decided it could not 

meet these vast demands on the NHS. 

The first step to restore economic balance was directed 

against the dentists. In 1951, the Government imposed patient 

charges on denture.s amounting to half the cost, approximately. 

Again in 1952. further charges were imposed on all types of 

dental care. Under this change, the full cost of treatment 

under~l was the responsibility of the patient and this was 

the limit of his obligation if the cost rose above~l. 

Denture charges were raised further in 1961 by amounts between 

5s. and 15s. 

For opthalmic services, direct charges were made to the 

public in 1951 such that each pair of spectacles would cost the 

citizenAl or lOs, for a lens-) plus the whole cost of the frames. 

If new glasses were wanted due to a patient's lack of care, then 

he was .responsible_ f.or the whole cost plus a dispensing fee. No 

changes. were...:made in these charges until 1961 when it was 

announced that the price of spec-c.a . .:les would increase 5s ~ 

The unexpected size and rising cost of the pharmaceutical 

service forced the Government to place some monetary deterrent 

on prescriptions in 1952~ A charge of ls. was made directly to 
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the patient on each,prescription form. Although the annual 

number of prescriptions dispensed rose subsequently, the yield 

of patient charges declined, since doctors tended to write more 

prescriptions on each form. In 1956 the method of charging 

was altered with each item on a prescription form being charged 

at a shilling instead of a shilling per formG This measure did 

result in a decline in the number of prescriptions filled but 

costs continued to rise. Part of this was attributed to the 

fact that "although doctors were prescribing less frequently, 

they were prescribing larger quantitieso" In 1961 the charges 

were increased to 2s per item on prescriptionso 

AUSTRALIA 

In Australia, the National Health Act, 1953-57, provides 

medical, hospital andpharmaceutical benefits for the population. 

Beginning in 1950, there was made available, free to all 

citizens, a substantial number of essential drugs - in fact, all 

8life saving and most disease-preventing drugs g They were 

obtainable from the pharmacist of the patient's choice on pre

sentation of a prescription signed by a qualified physiciano 

Op .. cit .. ,, p . 2 3 5 . 8 
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From the start, the number of prescriptions clircb ed 

steadily - 43 per cent over the first five yearso The rise in 

costs would have been even steeper but in 1952, use of the more 

expensive drugs were limited to specific conditionso A direct 

patient charge of 5s. ($0o60) was introduced in 1960 for each 

prescription or repeat of a prescriptionu For drugs costing 

less than 5s. the patient has to pay the full price. The 5s. 

charge. was applied as a "brake" and with the further thought 

that in applying a charge, even though a nominal one, it was 

in keeping with the principle of self-help which underlies the 

. 9whole of Australia's national heal~h systemo 

9 Chicanot,_E .. -L. nH.ealth Programs Around the World: Australia" 
Canadian Doctor-, September 1961, p 0 41 o 



SASKATCHEWAN 

The Background 

The Saskatchewan Hospital Services Plan came into effect 

on January 1, 1947. This was the first provincial program in 

Canada to provide a comprehensive prepaid hospital insurance 

scheme, to almost the entire population, on a compulsory basis. 

The program provides virtually complete in-patient care on a 

public ward basis and is financed by annual personal premium 

contribution ($24 single, $48 family) with the remainder coming 

from provincial revenues. The Plan soon became very highly 

regarded by both public and doctors, and substantially similar 

10'bl. h d . . . ~ p 1ans were 1ater esta ~s e 1n every otner prov~nce. 

The Medical Care Insurance Plan, inaugurated on July 1, 

1962,. provides universal, compulsory, prepaid insurance coverage 

to Saskatchewan residents fer a wide range of physicians' 

services. Together with other programs such as the above pre

paid hospital care, cancer and mental health services administered 

ro Selected Public ·Hospital and Medical Plans in Canada, Depart
ment of National Health &Welfare, Research Division, Social 
.security Series No. 15, Ottawa, July 1955, Po53 



50o 

by other agencies, it forms a part of the Province's publicly 

financed health services. It is administered by a public authority 

(the Medical Care Insurance Commission). 

Remuneration cf physicians is on a fee-for-service basis. 

Payment is made at 85 per cent of the fee listed in an official 

fee schedule, with the exception of home, office and hospital 

visits, which are paid at a 95 per cent rate. Three methods 

are used: 

(1) direct prov1s1.on - whereby the physician submits a 
bill directly to the Commission (see page 43) 

(2) reimbursement ·- whereby the physician bills the 
patient who then pays him and then the patient 
seeks reimbursement fr<;,m the Commission (see page 44) 

(3) bill through approved health agencies which receive 
doctors' bills, forward and receive payments from 
the Commission, and forward payments to the doctors~ 

The plan is financed by annual premium contribution ($12 single, 

$24 family) with remaining costs ,~r;vered by general provincial 

revenues. 

Control of Overservicing 

Physicians periodically submit claims to the provincial 

financing agency (Medical Care Insurance Commission) for re

imbursement.. These claims are analysed statistically to detect 

possible excessive claims. The majcrity of claims are approved 

by computer assessment. The remainder are assessed manually. 



This is facilitated by the use of "physician profiles"Q Each 

physician's profile.records 53 different aspects of his practice 

for comparison with those of his fellow physicians in comparable 

. . 11 
pract~ce c1rcumstanceso There exists a close working relat

ionship between the Commission and the physicians' professional 

association.. When abuse is discovered, physician discipline is 

meted out by the Saskatchewan Medical Association.. Random 

checks are also made on a continuing basis to patients for 

written acknowledge~t that the treatment being claime'd for by 

the physician, was actually rendered .. 

UTILIZATION FEES AND SASKATCHEWAN CONFLICT 

Effective April 15th, 1968 utilization fees were implemented 

for most classes of bene.fi:c.iaries receiving .physician and hospital 

services from the publicly financed hospital and medical care 

program in Saskatchewan .. 

Beneficiaries of the Medical Care Insurance Plan are 

requi~ed to ..P.ay a utilization fee for visits to or by a physician 

to the extent of: 

a) $1.50 per visit to a physician's office; 

Saskatchewan Medical Care Insurance Commission, Annual 
RepQrt for the year ended December 31, 1967. p .. 17 .. 
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b) $2.00 per visit by a physician other than in his officll 
e.g. home, emergency, hospital out-patient departmentQ 

A separate utilization fee applies whenever a second physician is 

consulted. There are few exceptions to the charge; however, 

certain surgical and obstetrical procedures have a composite fee 

and cancer patients seeki.ng medical care are exempt. 

Beneficiaries of the Saskatchewan Hospital Services Plan 

are charged a utilization fee as well when they are admitted to 

Saskatchewan hospitals (general, chronic care, geriatric, re

habilitation, emergency, out-post, and maternity) for in-patient 

care. The fee levied is: 

a) $2.50 per day for the first 30 days; and 

b) $1 .. 50 thereafter up to ar';l including the ninetieth
3consecutive day of stay. 

Cancer patients who are admitced ab in-patients ar·e subject to 

utilization fees~ No utilization fee is charged for newborns. 

Patients with financial need are exempt from both the 

medical and hospital utilization fee. There is no utilization 

fee levied for x-ray and laboratory services irrespective of 

where these services are rendered. 

12 Phamplet sent to~ all provincial residents by the Saskat
chewan Department of Public Health when utilization fees 
were, implementedo 

13 Ibid. 



The proposal that the Liberal government would implement 

utilization fees on April 15t:n;~ 1968, raised violent public con

troversy for several months prior to this dateg It was similar 

(but on a smaller scale) to the controversy that occurred when 

compulsory medical care was introduced in 1962 by the New 

Democratic Partyo The public were quickly aligned in either 

intense opposition or wholehearted favour of utilization fees. 

A citizens action commictee was formed to fight the 

hospital and medical utilizatfon fees. It took the name of 

Citizens for the Defense of Medicare (Saskatoon Star-Phoenix, 

March:\.1 and 20; hereafter denoted by SS-P) established a 

fighting fund, circulated petitions, and sponsored public meetings 

(SS-P, April lO)o 

The Saskatchewan Hospital Association was against the 

utilization fee charge, claiming that it would increase hospital 

costs and cause collection problems (SS-P, March 5); and pro

posed that a Royal Commission be sec up to investigate the 

spiralling costs of health care (SS-P, March 29). 

Organized labor supported aLl actions for utilization 

fee removalo Members of union locals donated funds to the 

Citizens for the Defense of Medicare Committee (SS-P 51 .March 27). 

The unions had the full support of the Canadian Laber Congre~s 
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and the Saskatoon Labor Council (SS--P, March 7) and the Saskat

chewan Federation of Labor (SS-P., March 12) Q 

The New Democratic Party used such terms as "tax on the 

sick" and "negates the wh:;le principle of medicare" and 

"immoral and unnecessary" co describe the utilization fee 

(SS-P, March 22). 

The Regina city council opposed the fee (SS-P, March 22) 

as did the Saskatoon City Council which sent a resolution to 

the provincial premier, statirg this (SS-P 9 March 27)o 

The College of Physicians and Surgeons and the Saskat

chewan Medical Association believed ir;i. the principle of direct 

patient participation but had reservations as to whether this 

particular method was the mos~ de&irable (SS-P, March 5). 

The Liberal government gave the following reasons for 

introducing utilization fees~ 

1 ~ It is desirable tc el<..minate the incidence of 
trivial and unnecessa:r·: demands on publicly 
sup:ported health servi:es. 

2. The Government wishes to reduce the public costs 
of Medical Care and Hospital Services. 

3.. The Government believes that direct patient 
financial participation will encourage 
responsible use of services. 

It believed that without utilization fees both medical and hospital 

plans in Saskatchewan were in jeopardy. 
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INTERIM REPORT OF THE ADVISORY PLANNING COMMITTEE ON MEDICAL CARE 

In -the Interi~ Report of the Advisory Planning Committee 

on Medical Care which was submitted to the Government of Saskat

chewan September 1961 9 one of the recommendations advanced was 

the adoption of limited utilization fees on physicians' home 

and office calls charged to insured patients at the time of 

servicee Various advantages and disadvantages of utilization 

14fees were advanced. 

The reasons usually given for imposing utilization fees 

are as follows: 

(a) Utilization fees tend to limit overall costs to the 

insuring agency since they put part of the cost of service on 

the patient e 

(b) Utilization fees may limit the volume of service 

demanded by patients, since they may discourage frivolous and 

unnecessary requests. If frivolous c~r unnecessary calls are 

substantial, a decrease in them will allow the providers of 

service to devote more attention to persons in real need" 

Interim·, Report o~£ 'the Advisory Planning Committee on Medical 
Care, Government of Saskatchewan, September 1961, p. 69-71. 
See also: Thompson, W.P. "Medical Care: Programs and 
Issues," Clarke, Irwin, and Company Ltdu 1964, p.l44-146. 

-1 



(c) Utilization fees may deter a doctor who is inclined 

to overservice his patients. This overservicing may take the 

form of suggesting repeat office visits, making unnecessary 

home calls or ordering unnecessary diagnostic services. 

(d) They may give the beneficiary a sense of direct 

contribution toward the services he seeks or requires. It is 

argued that some people, at least appreciate this opportunity. 

(e) The selective application of utilization fees can 

be used to influence favourable tht! quality of care. 

The arguments against utilization fees can be summed up 

as follows: 

ra) They are discriminatory in two ways: They tax 

those who have legitimate needs for service; they fall with 

unequal weight on persons of different income. 

(b) They may discourage persons from seeking preventive 

care and may deter persons from seeking early treatment. 

(c) They are a nuisance :;:::-) the physician and the patient. 

(d) They are both expensive and difficult to administer. 

(e) Their application does not recognize that the 

provision of some medical services are initiated by the 

patient while others are provided at the order of a physician. 



After reviewing the subject the Committee came to the 

conclusion that it would recommend the establishment of utilization 

fees under these specified conditions~ 

(a) they be small in amounc o 

(b) they be restricted to home and office calls and that 

the utilization fee be less for office calls than for home calls. 

Further, the charges be $1 on office calls, $2 on day home calls 

and $3 on night, Sunday and holiday home callso 

(c) they would not apply ta referred specialist services. 

(d) they would only apply to the first three visits in 

any one illness. 

(e) the doctor would have the right to waive the 

utilization fee. 

(f) records.of receipr cf payment of utilization fees 

should be kept by the physician aLd recorded with his claim to 

the Government for payment. (The question of legality of 

requiring a statement from the doctor of the charges and collection 

of utilization fees was raised and was to be pursued later.) 

(g) payment to physicians t,y the Government would be 

reduced by the amount of the utilization fee. 

(h) utilization fees should be directed to those items 

of service which are initiated by the patient. 
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Because of the wide differences of opinion as to the 

desirability of utilization fees and the lack of experience in 

applying them, the Committee recommended that the whole question 

should be reviewed within three years of their introduction. 

ADVISORY PLANNING COMMITTEE - DISSENTING REPORT 

The Advisory Planning Committee was not in full agreement 

concerning its utilization fee recommendation. A statement of 

15
dissent was included in the Report" It stated that utilization 

fees are .characteristic devices of the private insurance industry 

to safeguard its profits and have no place in a public health 

insurance program. Their introduction violates the principles 

and objectives of a health service - which are to promote health, 

to prevent illness, to provide early diagnosis and treatment, 

and promote rehabilitationo 

Utilization fees have to be entertained solely because 

the fee-for-service system enccG.r:ages quantity medical care 

based on competitive solo practi.;e rather than quality medical 

care based on group practiceo 

The dissenting report further stated that the utilization 

fee is intended to prevent "overutilization" but this implies that 

15 op. cit. p. 13-~. 
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the average patient is in a position to judge, in every situation, 

whether or not he should see his physician; further, they are 

liable to produce the opposite effect of "underutilization". 

This has particular relevance for children and older persons 

where early detection and treatment could eliminate costly 

medical complications later. 

Since· these charges are the same for all patients they 

discriminate against those on low incomes while leaving the 

well-to-do to indulge in "unnecessary" calls without restraint. 

It is argued that physicians will disregard the charge for 

lower income groups - if this is the case then the assumed 

effect of the charges is further reduced. 

If utilization fees are set so low that deterrence is 

not achieved, then all that remains :::o physicians and patients 

alike is their nui.sance value. The result will only be to add 

to the administration complexities of the program and to in

crease the administrative costs. 

The dissenting report concludes by observing that more 

positive measures, rather than using utilization fees, will 

encourage a proper and effective use of service" Of great 

importance in achieving this result is the education of the 

public to appreciate the possibilities and limitations of health 

services. 
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EFFECT ON FEDERAL SHARING 

In the Federal Medical Care Act (1968) it is stated that 

the federal government will pay a portion of each province's 

annual medical care cost. This is an amount equal to SO per 

cent of the provincial per capica medical care cost multiplied 

by the average annual number of insured persons in the province. 

To calculate the medical care cost incurred by a province 

any premium or other amount payable by an insured person can not 

be included. 

The effect of thi~ on a province with utilization fees 

can be best understood with a hypothetical example: if the 

per capita cost equals $6.00 and the utilization fee is $l.SO; 

the federal government will owe the province without utilization 

fees $3.00 and a province with these fees only $2.2Se The loss 

to a province with utilization fees therefore is.75¢ or SO 

per cent of all utilization fees charged. 
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OPINIONS 

ROYAL COMMISSION ON HEALTH SERVICES 

This commission raised the question of whether a pre

payment plan encourages or induces a substantial increase in 

demand for unnecessary medical care simply because the economic 

16barriers to a desirable service have been removed. 

A ~uotation from Dr. W. B. Stiver, Medical Director of 

Physicians' Services Inc., Toronto, is included and he states: 

"We have·in the medical profession to-day an op~n~on 
that the cure of over-utilization in prepaid compre
hensive care is a combination of deterrents, deduct
ibles and co-insurance ni'JW given the sophisticated 
name of ''patient participation". It appears to me 
that the basis of this opinion is purely impressions. 
I know of no published work in Canada or the United 
States which would indicate that patient participation 
has any wortp.while influcr e on utilization. We are 
told t~at it has, but I have yet to see a study that 
would substantiate such an impressionG" l7 

The Comm.iss-iun believed chat the remedy for over-demand 

and over-supply as do exist lies ~'"-r.:t "control by the medical 

·'1·6 -. . 
I" 

. . >. 

Royal Commission on Health Services, Volume II, 1965, Queen:' s 
Printer and Controller of Sta_tionery Ottawa, Canada. p .4. 

Stiver, W.. B., "News and Views on the Economics of Medicine," 
Canadian Medical Association Journal, July 13, 1963, p .. 95-96. 

17 
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profession". It concluded that a policy imposing part payment 

would simply deter the poor and have no effect on the unnecessary 

demands of those in middle - and high - income categories. Such 

a policy would mean the continuation of rationed health services 

on the basis of ability to pay, a policy which was overwhelmingly 

denounced in submissions to the Commission. 

CANADIAN WELFARE COUNCIL 

The Canadian Welfare Council believes there should be no 

economic barrier in Canada to the availability of necessary 

~ 18hea1 h t serv1ceso In its opinion the cost of adequate health 

care shoul~not be viewed as a burden on the economy, but as a 

sound economic investment in human capitalo The Council 

recommended that everyone in Canada should have ready access 

to the health services he needs, regardless of his ability to 

. f . 19pay t he cost at t he t1me o serv1ce. 

20The Council states that the federal Medical Care Act

18 .
Canadian-Welfare Council, "Better Health Care for Canadians," 
Summary of Major Findings and Recommendations submitted to 
the Royal Commission on Health Services May 1962; Publications 
Section, 55 Parkdale Avenue, Ottawa 3, P.2. 

19 Emphasis added. 
20 Medical Care Act, 1966, section 5, (4), (c) and concluding 

paragraph. 
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excludes from its concept of provincial costs any co-insurance 

or "deterrent" charges and this appears to indicate that the 

' 21
federal government discourages such charges. The Council's 

view is that the principle of no co-insurance or part-payment 

at the time of service should be adhered too 

CANADIAN MEDIGAL ASSOCIATION 

The C ..M.A .. in expressing i.ts opinion on medical care 

22insurance states that limitations of Canadian resources, both 

human and material require the education of the public to foster 

responsible patient attitudes to the sensible utilization of 

health services and facilities. In the vast majority of 

instances, an act of medical services is initiated by the 

patient. It follows that personal medical services must not be 

rationed by any central body, since such a body is incapable of 

assessing the· individuals needs '::,r demands, and of differenti

ating between them. 23 

Total prepayment of medical services has created a danger 

21 
Canadian. Weliare Counci1, "The Medical· Care Act: Comments 
and Recommendations," March 1967, 55 Parkdale Avenue, 
Ottawa 3, p 10. 

22 Special· Committee on Policy, "Statement on Medical Care with 
Conclusions and Recommendations," Canadian Medical Associ
ation Journal, XCI, No. 12, September 18 (1964). 

23 Ibid, p .10 
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that threatens the quality of medical care: it induces a physician 

to overservice because there is no direct charge per item of 

service and it induces a patient to over-utilize medical services 

since heno longer has to consider his wants in relation to his 

24 own economyo This danger can be overcome if government 

as-sistance to the population is conditional on the individual, 

unless indigent.., having a financial commitment in each item of 

service . The· C ~ M. A. therefore fee 1 s that a deductible and/ or 

25 . f actor app 1y to a11 1nsured b co-1nsurance . enef"1ts. 

CANADIAN LABOR CONGRESS 

The opinion of the CoLoCo 26 is similar to that of the 

Canadian Welfare Council in its opposition to utilization fees. 

The now fami.J.iar reasons given for this position are: 

they place barriers before the person who requires 

medical care and the services he needs; 

- they are reg+essive in character and place the burden 

for health,care unfairly on those who are using it, 

rather than on the population as a whole; 

24 Ibid. p. 11 
25 Ibid. p. 15 
26 Canadian Lahor.Congress, "Submission to the Royal Commission 

on Health Servi.ces," May, 1962 Allied Printing, Ottawa, p.67-69. 
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- what may be a deterrent for one person, is not for 

another, and hence its influence is exerted largely 

on the sick poor; 

- they result in the subscriber, rather than the doctor, 

determining whether or not medical care is required; 

- Utilization fees are a device used by the private 

insurance industry to reduce costs but the incentives 

-of a public health insurance program are entirely 

4ifferent. 
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LOCALE OF. THE STUDY - SWIFT CURRENT HEALTH REGION 

Th~ Swift Current Health Region (hereafter denoted as 

SCHR-) was the are-a in which this study was conducted. The 

reason for this choice was that utilization fees have been 

charged here since August, 1953 and it was thought that: 

enough data would be available for trend analysis, and any 

emotional factors would be negligible. 

Organized in 1945, the SCHR was the province's first 

-health region, .embracing an area of 15,000 squf!re miles in the 

27southwee:t corner of Saskatchewan. A public medical care 

plan involving univ.ersal compulsory membership was established 

in the Region on.Julyl, 1946. This program was the first 

health insurance venture in North America to cover all the 

"d ·f . 28res1 ents 0 a g1ven areao 

27 See Appendix A for geographic demarcation of SCHR. 

28 Province of Saskatchewan, Annual Report of the Department 
of Public Health. Regina, 1953-54, p. 24. 
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29In 1966, about 55,025 persons were eligible (excluding 

beneficiaries of other public medical care programs). The 

estimated annual enrollment for selected years under this 

program is shown in Table 1. 

Table 1. - Estimated Annu·al Enrollment, SCHR, Saskatchewan 

~ear 1952 1953 ..195-4. 195S. 1956 195~ 1958 1959 1960 1961-.-..-·. 

:1rollment 45'730 4T538 · 472'62 48380 49303 50345 51058 51647 53169 5718C 

' . 

Source: Province of .. Saskatchewan, Annual Reports ._of the Depart
ment· -of- Public Health, Regina; for selected years. 
Reliable SCHR not available for 1962-65. 

Benefits 

Benefits include comprehensive medical and surgical 

service in office, home, and hospital and a number of hospital 

out-patient services (in-patient hospital service is provided 

through the. Saskatchewan Hospital Service Plan) o Eligibility 

is basedon permanent residence only, obtained 90 days after 

29 This. include.:s 34 per cent who were under 15 years of age, 
57 per cen.'t becween 15 and 65 tears and 9 per cent aged 
65 or over. Source: Saskatchewan Medical Care Insurance 
Commission, Supplemental Statistical Report 1966, Table 
2. 3' p .18. 
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settling in the region. The region does not place any maximum 

liability on the cost of services to any beneficiary, or reserve 

the right to cancel protection for any resident. Pre-existing 

conditions and illnesses are similarly included in the benefits. 

A limi.ted ..dental c.are __program, with major emphasis on preventive 

services, is operated for children under 12 years of age. Treat

ment for cance.r.,..tuberculosis and mental illness is provided · 

under other provincial programso 

Volume of Service: Short-run 

During the four years 1949-52 the program experienced 

a stahiliza:ti.on i.n the level of medical care provided, with the 

totaL.volume._o.f all physicians' services fluctuating between 

30 
4.2 and 4 .. 7 per· persona 

Ibid. Annual Report·, 1952-53, p o 22 
3 



69 0 

Table 2. - Number of Physicians' Calls by Place of Call, SCHR 

Year 
All Places 
of Call Office Home Hospital 

1952 174916 100024 18223 56669 
1953 168896 '101520 7525 59851 
1954 160857 85654 8269 66934 
1955 171099 92134 8749 70216 
1956 164401 88197 9222 66982 
1957 180168 96693 11778 71697 
1958 184097 101652 11320 71125 
1959 188857 106161 11952 70744 
1960 189093 102208 11269 75616 
1961 193400 104740 13338 75322 

Source: Saskatchewan D,epartment of Public Health, "Swift 
Current Medical Care Program, Health Region No. 1, 
Statistical Tables" 1961, Table 15. 

Out-of-region services rendered to Swift Current beneficiaries 

normally account for less than 4% of all services rendered by 

the program and are not represented in the above table. It 

is perhaps more useful then to restrict comment only to utili

zation within the region. 

In January, 1953, the health region placed a utilization 

fee of $2~00 on home calls which occur during nights, Sundays, 

and holidays and $1o50 for other heme callso The intention was 

'to reduce costs of the program to the region, partly by having 

a portion assumed by the patients and partly in the expectation 
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that costs would decline through lower utilization of physicians 

31
services. In August of the same year, charges of $1.00 were 

introduced for office calls and minor surgery. 

From Table 2 it can be seen that the volume of home 

calls fell by 60 per cent in 1953. It appears that the volume 

of office calls increased; however, two notes of caution are 

necessary here since the number of beneficiaries also increased. 

Using the data in Tables:l and 2 and expressing office calls as 

a ~ate,per beneficiary, the result is a decline in utilization 

in 1953. The extent of this decline is concealed by the fact 

that the charge was not implemented until August. Based on 

seven months'. experience, an annual rate of 2. 396 office calls 

per beneficiary.would have prevailed in 1953; however, after 

August, office calls dropped rapidly, so that an annual rate 

based on this period would have amounted to only 1.771 per 

32beneficiary. The result is a 27 per cent decline in office 

calls between. the first seven and the last five months of 1953. 

31 Ibid. Annual Report, 1953-54, p. 24. 

32 Calculation: Latter utilization rate - initial utilization rate 
initial utilization rate 
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No utili~ation fee was placed on in-patient hospital 

visits in the SCHR., For the two year period following the 

application of these charges on other services, Tables 1 and 2 

reveal per capita hospital visits increased 14.3 per cent. 

This appears to indicate that physicians are induced to hospital

ize additional patients when utilization fees are not applied to 

both medical and hospital care. 

Further deterrents were introduced in 1954, when 

physicians were permitted to charge patients $3.00 for 

night, Sunday, and holiday calls, and $2.00 for other home calls, 

with no change in the.._$1.00 charge for office calls. Physicians 

are free to collect these fees or not, as they see fit, but such 

sums are automatically deducted from the accounts they render 

to the Plan., 

Volume of Service: Long-run 

It is suggested here that the deterrent effect of a 

utilization fee may reduce the demand for services significantly 

in the short run; but in the long-run, this effect will be lost 

and utilization-will again attain its former-'levet..·-rt·wili::oe 

neces·sary therefore to periodically increase the doi:raf amdunt 

~:_of .the utilization fee .. 



Based--on economic theory this is in fact quite true. As 

the prices of goods or services increase in the short-run, demand 

declines. But the valuation of whether a price is high or low 

depends on the historica-l trend of prices. In the long-run what 

was formerly regarded as a high price may come to be regarded as 

a normal price. This is particularly true with todays inflationary 

price levelso 

Graph 1, from statistics on the SCHR, suggests this: but 

experience has not been conc.lusive. Graph 1 shows that the in

region per capita utilization rate of office and home calls fell 

in the short-runo In the long-run the office call rate more or 

less regained its.f.ormer level in some subsequent years, while 

the home visit rate rose more gradually and by·l961 was still 

41% below its 1952 level. As mentioned previously, no utili

ation fee was placed on in-patient hospital visitse The effect 

was an immediate increase in visits in the short-run; in the 

long-run the utilization fluctuated at a higher level and never 

declined to its former rate. 
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GRAPH 1 
RATE OF UTILIZATION PER CAPITA BY PLACE OF CALL 
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CHAPTER III 

METHODOLOGY 



PROCEDURE USED 

Initially, a number of exploratory trips to the SCHR 

were undertaken to determine what information would be avail

able from various sources within the Region. 

The initial survey trip was to interview the Secretary

Treasurer of the Swift Current Regional Health Office. The 

function of this office is to accept, assess, approve, record, 

and pay accounts submitted by physicians for medical care 

rendered to regional beneficiaries. 

The result of this interview was the drafting of a 

tentative data-survey sheet which was to be compl,eted by 

physicians within the SCHR. A number of the headings used 

in the survey sheet were obtained from the account form sub

mitted to the Regional Health Office by physicians. 1 

A second trip to Swift Current was undertaken to hold 

a meeting with the Executive Committee of the Swift Current 

and District Medical Society. 

See Appendix B for an illustration of this form. 1 



This meeting was necessary to gain the Society's approval 

for the studyo This was very important since the entire study 

was dependent on physician participation..._ Furthermore, the 

members of the Executive Committee represented all major clinics 

in Swift Currento Finally, by dealing directly with the District 

Society it was hoped to get closer to the source of information 

and avoid working through the Saskatchewan Medical Association. 

The outcome of this meeting was approval of the research, con

ditional on the promise that patient confidentiality would be 

preserved, hence patient diagnosis, name and registration 

nu~ber could not be collected; and also conditional on 

approval by the Saskatchewan Medical Association (this was 

readily gained since prior tentative approval had been given 

by the District Medical Society)" The requirement of ~aintain

ing patient confidentiality necessitated a revision of the data

survey sheet since patient diagnosis had to be excludedo The 

exclusion of patient name and"registration number resulted in 

non-utilization of available patient data in the Swift Current 

Regional Office and-consequently all data collection had to 

take pl&ce in the .physicians' officeso The Executive Cormnittee 

agreed to recommend to the Swift Current physicians that they 

participate in the study. 
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A third and final trip was undertaken to gain the approval 

of the fifteen physicians practicing outside the city of Swift 

Current but within the SCHRQ It was hoped to contact these 

doctors personally but this proved to be extremely difficult 

due to busy office hours and a medical convention held at 

that time. As a result, the telephone was used and this gave 

excellent results in terms of time, expense, and physician 

acceptance (7 physicians out of a total of 15). 

With this preparatory field work completed, the finalized 

data-survey sheet was mailed to the 35 participating physicians. 2 

Along with these forms, each physician also received: a letter 

of introduction from the President of the Swift Current and 

District Medical Society requesting their assistance and stating 

the approval of the Medical Society for this research project; 

definitions of terms and instructions on how to record patient 
~3 

data on the survey sheet; and a stamped, self-addressed return 

envelope~ The data collection was to take place over the last 

full week in June.. It was believed this time period would be 

sufficient to reveal the manner in which physicians charge 

utilization fees, with any longer study period resulting in 

2 · See Appendix C for sample data sbee't·. · 
3 

See Glossary of terms. 
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low returns from the doctors. This particular week was chosen 

to avoid physician holidayso This period cannot be claimed as 

representative in terms of volume of contact, age-sex distri

bution , residence, etc~ 

At the end of the one week data collection period a 

form letter, using College of Commerce letterhead, was 

mailed requesting the physicians to return the completed 

data-survey sheets. One week later this was followed by a 

second personalized letter, using College of Medicine letter

head. 
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ALTERNATIVE PROCEDURES 

Some brief alternative procedures have been included 

in this paper for possible future research on utilization 

fees in the SCHRo These alternative approaches might be 

fruitful in the further investigation of actual physician 

behavior concerning the application of utilization fees given 

the situation where the physician has the option of charging 

such fees. 

(1) Collect a representative sample of patient regis

tration numbers with accompanying physician's name from account 

4forms, submitted to the Swift Current Regional Health Office. 

Contact the physician involved and from his receipt book 

determine whether or not the patient was charged a utilization 

fee~ Personal and demographic patient characteristics can be 

obtained from the account formo Several weaknesses of this 

method are: all physicians may not use or retain receipt 

books, a possible infringement of patient-confidentiality 

exists since patient diagnosis can be obtained from the account 

forms, this approach is influenced by the frequency 

See Appendix Bo 
4 
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which physicians submit their account forms to the Regional 

Health Office (this weakness increases when current data is to 

be used). 

(2) Collect a representative sample of patient names 

and registration nu~bers from the patient file of each co

operating physician. With the patient's name and the physician's 

receipt book determine whether or not the patient was charged a 

utilization feeo Personal and demographic patient character

istics can be obtained from the Swift Curren Regional Health 

Office with the patient's registration number. This method 

retains the same weaknesses pointed out above, but not to the 

same degree. 

(3) This method by-passes physician participation 

completely. Collect a representative sample of patient names 

and addresses from acccunt forms in the Swift Current Regional 

Health Office<> Contact each patient to determine whether or 

not a utilization fee was paid. Patient demographic and 

personal characteristics can be obtained from the account 

forms.. This method has several weaknesses as well: it is 

more time consuming and expensive than the above two methods, 

it is dependent on P&tient recall and patient knowledge of 

what it was he paid for, a possible infringement of patient 
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confidentiality, and it is dependent on the frequency with which 

physicians submit account forms to the Regional Office. How

ever, this method has the advantage of permitting collection 

of add.i..t:.ionaLdata not obtainable in the other methods (i.e. 

economic status of patients, etc.) 
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DESIGN AND STATISTICAL ANALYSIS 

The design of this study consisted of classifying and 

analysing the data from the completed data-survey sheets. 

Patient characteristics were classified according to 

se~, residence, and age. Sub-classifications of each were: 

male and female; urban and rural; under 5, 5-14, 15-24, 

25-44, 45-64, 65-69, and 70 plus, respectively. The age 

sub-classification conformed to the standard medical grouping. 

Patient-physician characteristics were classified 

according to type of contact and place of contact. Sub

classificaticns of each were: first contact and repeat contact; 

and office, home, out-patient department, emergency department, 

and other:~ respectivelyo 

Physician behavi~ur characteristics regarding utilization 

fees were classified according to: patient charged or not 

charged the utilizat:on fee, and reason for not charging (if 

applicable) o 

These characteristics were analysed through the use of 

coefficients(J A 'coefficient of correlation' is a single number 

which explains to what extent two variables are related, to what 
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extent variation& in the one correspond with variations in the 

other.. In different situations it can vary from a value of 

+1.00, which means perfect positive correlation, through zero, 

which means complete independence or no correlation whatever, 

on down to -1.00, which means perfect negative correlation. 

Any coefficient of correlation that is not zero and that is 

also statistically significant (i.e. not due to chance) 

denotes some degree of relationship between two variables. 



CHAPTER IV 

SUBJECTS 



SUBJECTS 

The subjects used in this study consist of two groups 

those influencing physician behavior as it applies to utilization 

fees (i.e. patients); and the physicians themselves. 

DOCTORS 

There was a total number of 37 physicians in the SCHR 

(as of April 1968). This study was restricted to 35 physicians 

since two doctors in Swift Current were not in private practice. 

Of these ~35 doctors 57 percent (20) have their practice in the 

city of Swift Current with 14 per cent (5) being specialists. 

The remaining 43 percent (15), all of whom are general practitioners 

practice in 7 towns and 3 villages in the health region. 

Table 3. Number of Practicing Physicians, SCHR, April 1968 

City 0 f 
Swift Current· 

General Practitioners 

Specialists 

Total 

15 

7 

22 

B.emai nder 
~~of 'SCRR 

15 

0 

15 

37 

Source: Unpublished Saskatchewan physician mailing list. 

Grand Total 
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PATIENTS 

Table 4. Dis.tr:ibution of Patient Visits by Sex and Physician 
Location 

. Patient Sex 
Physician Location 

Male Female Total 

City of Swift Current 133 238 371 

Remaining SCHR 144 211 355 

To.t:.al . ..S.CHR 277 449 726 

The tables in this section constitute a classification 

of patients seen, by responding SCHR physicians during the 

survey weekQ They.. are classified according to those patient 

characteristics outlined in the data survey sheet. A total 

of 726 patient visits to doctors are represented. 

During the. survey week described 51 per cent (371) of 

all 726 patient visits (both sexes) occurred in the city of 

Swift Current and 49 per cent (355) occurred in the remainder 

of the Health Region.. Considering the whole health region, 

males accounted for 38 per cent (277) of these visits and 

females accounted for 62 per cent (449). 
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Table 5.. Distrtb.ution of Patient Visits by Age and Physician 
Location. 

Patiep.t Age 

Physie-ian Location Total-5 25-44t4:S-64 .65-69,70+5-14 15-24 
ll .. \I I 

11.City of Swift Current 18 33111 94 37122 82 

Remaining SCHR 35528 43 -51 82 79 27 45 

Total SCHR 39 193 I 173 78 726451i65 133 

According to patient visits by the age of patients, 50 

per cent (366) were in the age group 25-64, with the remaining 

50 per cent (360) distributed among the other five categories. 

Of those patients visiting city physicians, 55 per cent (205) 

ranged in ages from 25.-640 Of those patients visiting physicians 

located in the rest of the health region, 45 per cent (161) 

were in the 25-64 age rangeo 
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Table 6. Distribution of Patient Visits by Residence and 
Physician Location 

~ 

Physician Loc~tion 
Patient Residence 

Urban l Rural Total 

City of Swift Current 

Remaining SCHR 

236 135 

186 169 

371 

355 
I 

Total SCHR 422 304 
t 

726 

Patient visits to Swift Current located doctors comprised 

64 per cent (236) urban dwellers and 36 per cent (135) rural 

dwellers. Patient visits to physicians in the remainder of 

the SCHR comprised 52 per cent (186) urban residents and 48 

per cent (169) rurale 

Over the whole study area 58 per cent (422) of patient 

visits were absorbed by urban residents with the balance of 42 

per cent (304) being rural. 



87. 

Tables 7. Distribution of Patient Visits by Type of Contact 
and Physician Location 

Physician Location 

Type of Contact 

First Contact {Repeat Contact Total 

City of Swift Current 185 186 

167 188 

371 

355Remaining SCHR 

Total SCHR 352 I 374 726 

Of patien~_viSits to physicians for the first time, for a 

specific health purpose, 53 per cent (185) contacted Swift Current 

based physieians as compared to 47 percent (167) contacting 

physicians in other parts of the study area. For repeat contacts 

for the same particular health purpose, 50 per cent (186) 

contacted Swift Current based physicians as compared to 50 per 

cent (188) contacting physicians in other parts of the study area. 



88. 

T~ble 8. Distribution of Patient Visits by Place of Contact and 
Physician Location 

Place of Contact 
Physician Location 

i 

TotalHome O.PoD. HospitalofficerJ I' I , [ Other 

City of Swift Current 371317 14 40 0 0 

Remaining SCHR. 35512 17 2 4320 

Total SCHR 72663711 26 57 2 4I 1 I 
Of all patient visits recorded by Swift Current doctors, 

85 per cent (317) took place at their private offices, the 

rema,ining. 15 per cent (54) were in the other four categories of 

place of contacto Of all patient visits recorded by physicians 

in the remainder of the study area, 90 per cent (320) took place 

at their private offices, the remaining 10 per cent (35) were in 

the other four categories of place of contact~ In the total 

SCHR_,_ 87 o5 per cent (637) of all patient visits took place in 

physician's offices. 
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FINDINGS 



A total of 12 physicians completed and returned the data 

sheets. Out of a total 35 physicians in private practice in the 

SC~.. this constitutes a 34.3 per cent response rate. 

Of these 12 physicians, 58 percent (7) had their practice 

in Swift Current. These 7 physicians constitute 35 per cent of 

the 20 physicians in Swift Current. The remaining 42 per cent 

(5) of the 12 responding physicians practiced elsewhere in the 

Health Region. These 5 physicians constitute 33 per-cent of 

the 15 physicians practicing outside Swift Current but within 

the Health Region. 

The quality of returns was very high; ambiguous answers 

were minimal. Whenever an obvious error was noted, the 

particular patient visit was discarded during the process of 

coding (this amounted to less than 1 per cent of total patient 

visits.) 
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PHYSICIAN BEHAVIOUR AND NON-CHARGING 

PATIENT CHARACTERISTICS 

The .following. tables constitute an analysis of patients 

seen during the survey week who were not charged a utilization 

fee. Fro~ a total of 726 patient visits, 46 per cent (332/726) 

were not charged any utilization fee. 

In aggregate, considering the total sample of 726 

patient visits, 59 per cent (208/355) did not receive a 

utilization fee charge, when visiting physicians with their 

practice outside Swift Current but within the Health Region; 

for Swift Current baaed physicians, the corresponding figure 

was 33 per cent (124/371)" 

A& a percentage of the 332 patient visits which did 

not receive a utilization fee; 63 per cent (208) occurred 

with physicians practicing outside Swift Current but within 

the Health Region, and the remaining 37 per cent (124) occurred 

with physicians practicing in Swift Current. 
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Patient Sex 

Table 9~ Distribution of Patients Not Charged Utilization Fees 
by Patient Sex and Physician Location 

' Patient Sex 
Physician Location 

Male IFemale Total 

City of Swift Current 37 87 124 

Remaining SCHR 83 125 208 

Total SCHR 120 I 212 332 

In aggregate, considering the total sample of 726 

patient visits 43 per cent (120/277) of all male visits did 

not receive a utilization fee charge; for female visits this 

1figure was 47 per cent (212/449). 

Considering only those patients who were not charged a 

utilization fee, 64 per cent: (21.2) were female and 36 percent 

(120) were male. For patients treated by physicians (with 

their practice outside Swift Current but within the Health 

Region), 60 percent (125) were female and 40 per cent (83) 

were male. For patients treated by physicians (with their 

practice in Swift Current), 70 per cent (87) were female and 

30 per cent (37) were male. 

Detailed percentages may not add to exact totals due to 
rounding of figures. 
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Patient Age 

Table 10. Distribution of Patients Not Charged Utilization Fees 
by Patient Age and Physician Location 

f 

Physician Location 

City of Swift Current 

Patient Age 

-515-14,15-24,25-44 45-64 

2 7 37 43 24 

65-69 1 70+ 

J 8 

Total 

124 

Remaining SCRH 

Total SCHR ( 

16 24 35 so 45 

1~ 31 1 72 I 93 69 

18 20 

21 128 

208 

332 

Considering the total sample of 726 patient visits, 83 

per cent (165/198) of all patient visits in the age category 

15-44 did not receive a utilization fee charge, 54 per cent 

(72/133) in the age category·lS - 24 , and 48 per cent (93/ 

113} in the age category 25-44o 

As a percentage of the 332 patient visits not levied with 

a utilization fee, 50 per cent (165) were in the age group 15-44, 

and the next largest, 21 per cent (69) being in the age group 

45 - 64. For patients visiting Swift Current based physicians 

65 per cent (80) were in the~age group 15- 44, and the next 

largest, 26 per cent (24) in the age group 45-64. Patients 

visiting physicians in the remainder of the SCHR accounted for 

41 per cent (85) in the age category 15-44 and 22 per cent (45) 

in the age category 45-64. 
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Patient Residence 

Table 11. Distribution of Patients Not Charged Utilization Fees 
by Patient Residence and Physician Location 

Physician Location 

-

Patient Residence 
~·-·~· 

Urban I Rural Total 

City of Swift Current 77 47 124 

Remaining SCHR 89 119 208 

Total SCHR 166 I 166 332 

Within the total sample of 726 patient visits recorded 

during the survey week, 39 per cent (166/422) of all urban 

residents were not charged utilization fees. The comparable 

figure of 55 per cent (166/304) applies to all rural residents 

that did not get charged a utilization fee. 

Considering only the 46 per cent (332) not charged any 

utilization fee out of the total 726 recorded patient visit, 

50 per cent (166) were urban residents and 50 per cent (166) 

were rural residentso Patients not charged a utilization fee 

and visiting doctors practicing in Swift Current comprised 62 

per cent (77) urban and 38 per cent (47) rural dwellers. 

Patients visiting doctors practicing elsewhere in the study area 

comprised 43 per cent (89) urban residents and 57 per cent (119) 

rural residents. 
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PATIENT-PHYSICIAN C~CTERISTICS 

Type of Contact 

Table·l2. Distribution of Patients Not Charged a Utilization 
fee by Type of Contact and Physician Location 

Physician:Location 1st Contact Repeat Conta~t Total 

City of Swift.Current 34 

103 

90 

105 

124 

208Remaining SCHR 

Total SCHR 137 195 332 

In the total sample of 726 recorded patient visits, 39 

per cent (137/352) of all patients visiting physicians for the 

first time for a particular health purpose were not charged a 

utilization fee. Of all patients visiting.physicians more 

than once for the same particular health purpose 52 per cent 

(195/374) were not charged any utilization fee. 

As a percentage of the 332 patient visits not charged 

a utilization fee, 41 per cent (l37)contacted physicians for 

the first time for a particular health purpose and 59 per 

cent (195) contacted physicians more than once for the same 

health purpose. Of patients not charged on the first contact 
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25 per cent (34) visited Swift Current based physicians and 

75~per cent (103) visited physicians in other parts of the 

study areae Of patients not charged on repeat contacts 46 

-per cent (90) visited Swift Current physicians and 54 per cent 

(105) contacted the remaining physicians. 



Place of Contact 

Table ~3. Distribution of Patients Not Charged a Utilization 
Fee-by Place of Contact and Physician.Location 

II 

Place of Contact 
Physician Location 

Office Other Total·Home -Hospital0-.P .D. 

City of Swift Current 124114 2 8 0 0 

Remaining SCHR 208202 1 2 0 3 

.10 0Total SCHR 3 332316 3 

In the total sample of 726 patient visits, 50 per cent 

(316/637) of all patient visits occurring in the physician's 

office were not charged a utilization fee. 

As a percentage of the 332 patient visits not charged 

a utilization fee 36 per cent (114) occurred in doctor's offices 

in Swift Current as compared to 64 per cent (202) oc.curring in 

doctor's offices located in the remainder of the SCHRe 
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PHYSICIAN BEHAVIOR AND REASONS FOR NON-CHARGING 

The following tables constitute an analysis of physician 

behaviour during the survey week in terms of the reasons given 

by responding physicians for not charging a utilization fee. 

For the purpose of this study, the physicians' reasons were 

grouped into the four categories given below. Accompanying 

each category are the individual reasons for no charge that 

were cited on the data-survey sheets. 

First category: Patients legitimately excluded from the charge 
under the Medical Care Insurance Act; or under the 
contract between the Swift Current Health Region Board 
and the Swift Current and District Medical Society. 

(1) Social welfare recipients 
(2) Workmen's Compensation Board 
(3) Venereal Disease Control 
(4) Department of Veteran Affairs 
(5) Royal Canadian Mounted Police 
(6) Cancer Commission 
(7) Physical examinations for insurance, employment, 

and at the request of a third party (i.e. air cadet) 
(8) Ou~-of-province resident 
(9) Pre-natal and post-natal care 

Second category: Courtesy treatment 

(1) Priest 
(2) Doctor's relatives 
(3) Hospital personnel 
(4) Doctor's office staff. 
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2Third category: Procedures, care, or treatment rendered 

(1) Post-operative care consisting of suture removal; 
minor surgery check of abscess, tonsillectomy, 
hernia, change of dressing. 

(2) Repeat prescription 
(3) Report on x-rays 
(4) Contraceptive advice and examinations 
(5) Vaccination 
(6) Post-traumatic check 
(1). Repeat aspiration of haematoma 
(8) R~peat visit for the same health purpose in 

tne same month 
(9) Laboratory tests consisting of haemoglobin, 

urinalysis, blood pressure, laboratory 
work requisition. 

(10) R~sult of Papp smear. 

Fourth category: Miscellaneous 

(1) Patient refusal to pay utilization fee 
(2) Nursing home resident 
(3) Ppysician's believe utilization fee charged 

in the office is uneconomical. 

It can be questioned whether individual reasons (1) and (5) 
under the third category should have gone under this cate
gory or the first category; irregardless, these reasons 
total only 9 patient visits. 

2 
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PATIENT CHARACTERISTICS 

As mentioned previously, for the total sample of 726 

patient visits, 46 per cent were not charged a utilization 

fee. This percentage includes 13 per cent (93/726) which 

were legitimately excluded from such charges since they came 

under category one. 

Categories two, three, and four represent those 

patient visits in the total sample which were not charged a 

utilization fee but could' have been: this represents 33 per 

cent (239/726). In other words, approximately one out of 

every three patient visits during the survey week were not 

charged but could have been. Separately classified, cate

gories two, three, and four represent 2 per cent (11/726), 

7 per cent (51/726), and 24 per~cent (177/726) respectively, 

of this 33 per cent. 

Of all patient visits to Swift Current based physicians 

only 12 per cent (45/371) were not charged and could have been, 

but this figure was 55 per cent" (194/355) for all patient visits 

practicing outside Swift Current. 
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Table 14. Distribution of Categorized Reasons for No Charge 
by Physician Location 

I 4th3rd1st 2nd 
TotalCat.Physician Location Cat.Cat.Cat. 

124City of Swift Current 79 10 34 1 

20814 1 17 176Remaining SCHR 

332177Total SCHR 11 5193 
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Patient Sex 

Table 15. Distribution of Categorized Reasons for No Charge 
by Patient Sex and Physician Location 

I ~FemaleMale 

1st 2nd 3rd 1st 2nd4th 3rd ~th 
Physician Lcation Cat. TotalCat. Cat Cat. ~at. ~at. ~at.Cat. 

City of Swift Current 22 2 12 1 57 8 22 ~0 124 

Remaining SCHR 7 1 6 69 7 0 11 107 108 

Total SCHR 29 3 18' 70 64 8 33 107 332 

Of those patients visiting Swift Current based physicians 

12 per cent (15/124) were males who came under categories two, 

three, and four, and consequently, although they were not charged 

a utilization fee, they could have been. For physicians 

practicing in the remainder of the Health Region, this figure 

was 37 pet cent (76/208) for males that could have been charged 

but were not. 

For male visits to physicians practicing in Swift 

Current 24 per cent (30/124) were not charged and could have 

been since they came under categories two, three and four. 

For female visits to physicians practicing in the remainder 

of the Health Region the corresponding figure was 57 per 

cent (118/208). 
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PATIENT AGE 

Table 16. Distribution of Categorized Reasons for No Charge by Patient Age and Physician Locatio 

-5 5-14 15-24 25-44 45=64 65-69 70+ 
. . . . . . +J . . . . Total

Physician Location . . . . . . +J . . . . . . 
~ 

. . . +J +J +J ct1 +J +J +J +J ~ 
+J +J +J +J +J +J ct1 +J +J +J +J . +J +J +J +J +J ct1 ct1 ct1 C) ct1 ct1 ct1 ct1 . ct1 ct1 ct1 ct1 ct1 ct1 C) ct1 Clj ct1 ct1 +J ct1 ct1 c.l ct1 ct1 ct1 C) C) C) C) C) C) C) cJ 

+J CJ C) C) C) C) C) C) CJ CJ C) ~ 
C) C) C) C) CJ "'CJ 

fct1 -E i ..c:: +J "'CJ $..f ..c:: +J "'CJ "'CJ 
C) "'CJ "'CJ ..c:: +J "'CJ ~ +J "'CJ "'CJ ~ 

"'CJ "'CJ +J "'CJ "'CJ +J Cl.l ~ ('\"') ~ ~ ~ $-1 

~ $-1 ~ 
Cl.l ~ ..j Cl.l ~ $-1 ~ cG $-1 ...j Cl.l ~ H ...:t ~ N ...:t N ('\"') ..j 

+J N ('\"') ~ N h ~ N ('\"') ...j ('\"') ~ N ('\"') 

Cl.l 1. ...,. 

,..., 

City of Swift 1 0 1 0~ 1 4 0 ~~ 3 9 0 33 2 8 0 14 2 7 1 0 1 2 0 4 l 3 0 124 
Current 

Remaining SCH~ 1 0 0 1 l5 2 0 31 ~ ,. 0 1 33 2 0 1 4 7 2 0 6 37 2 1 2 13 4 0 4 12 208 

Total SCHR 2 0 1 15 If 1 1 19l6 3 103135 2 9 4 716 2 1331: 21 4 13 a 1 7 12 332 

------~--
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For those patients vis~ting Swift Current based physicians 

who could have been charged a utilization fee but were not, the 

largest percentages were: 10 per cent (21) in the age group 

15-24; and 8 per cent (10) in the age group 25-44; and 8 per 

cent (10) in the age group 45-640 

For those patients visiting the remaining physicians in 

the Health Region who likewise came under categories two, 

three, and four, the largest percentages were: 16 per cent 

(34) in the age group 15-24; 23 per cent (48) in the age group 

25-44; and 21 per cent (43) in the age group 45-64. 

~atient Residence 

Table 17. Distribution of Categorized Reasons for No Charge by 
Patient Residence and Physician Location 

Physician Location 

I I 

Urban 
I 

Rural 

1st 
Cat 

2nd 
Cat 

3rd 
Cat. 

4th 
Cat. 

1st 
Cat" 

2nd 
Cat. 

3rd 
Cat. 

4th 
Cat. 

Total 

City of Swift Current 48 9 19 1 

9 1 14 65 

31 1 15 0 

5 0 3 111 

124 

208Remaining SCHR 

Total SCHR 57110 33 66 36 1 18 111 332 
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Of the patients visiting physicians practicing in Swift 

Current, 23 per cent (29) were urban residents who came under 

categories two, three, and four, and consequently although 

they were not charged a utilization fee they could have been. 

The corresponding figure for rural residents was 13 per cent 

(16). 

For urban patients visiting physicians practicing 

elsewhere in the Health Region 38 per cent (80) were not 

charged and could have been since they came under categories 

two, three and four. The corresponding figure for rural 

residents was 55 per cent (114). 
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PATIENT-PHYSICIAN CHARACTERISTICS 

Type of Contact 

Table 18. Distribution of Categorized Reasons for No Charge 
by Type of Contact and Physician Location 

.r 
1st Contact Repeat Contact 

\ 

'LS1: -2rid r3rd" ~4th 1st 3rd2nd 4th rrotal 
Physician Location Cat". Cat. Cat. Cat.Cat. Cat. Cat. Cat. 

City of Swift 
Current 58 4 28 0 12421 6 6 1 

2089 0 16 80Remain~ng SCHR 5 1 1 96 

Total SCHR 80 33226 67 4 449777 

As a percentage of those patients not charged on the first 

contact, 10 per cent (13) visiting Swift Current based· 

physicians could have been charged but were not, while this 

figure for all other physicians in the SCHR was 47 per cent (98). 

Of patients not charged on repe~t contacts, 26 per cent 

(32) visiting Swift Current based physicians could have been 

charged. The corresponding figure for repeat visits to 

physicians in the remainder of the study area was 46 per 

cent (96). 



\.0 
0 . 
,...... PLACE OF CONTACT 

Table 19. Dfqtribution of Categorized Reasons for No Charge by Place of Contact 
_CI.U U 1"' II V ::LL ,. _t_an 1 uca r 1. un 

OFFICE HOME O.P.D. HOSPITAL OTHER 
a . TOTALPhysician . . . .. . .a.J . . . .a.J . . .a.J" •.a.J . . . 

Location . . .a.J .a.J .a.J .a.J .a.J C'd .a.J .a.J .a.J C'd .a.J .a.J qS .a.J C'd .a.J .a.J .a.J 

.a.J .a.J C'd C'd C'd C'd C'd u cu C'd C'd u cu C'd u C'd u C'd cu qS 

C'd C'd u u u u u u u u u u u u u u 
u u ..c ..c "'CS .a.J 

"'CS ..c .a.J "'CS "'CS .a.J .a.J "'CS "'CS .a.J .a.J "'CS H ..c Ul "'CS "'CS ..c 
.a.J "'CS H .a.J Ul s:: H ...::t Ul f=l H ...::t en s:: M .a.J r-4 s:: H .a.J 
Ul s:: M ...::t r-4 N M r-4 N M r-4 N ...::t N M """ r-4 N 

City of Swift 75 ' 5 33 .1 1 1 0 0 3 4 1 0 0 0 0 0 0 0 0 0 124 
Current 

I 

Remaining SCHR ~4 1 15 174 0 0 0 1 0 0 2 0 0 0 0 0 0 0 0 3 208 

Total SCH"R 89 6 48 173 1 1 0 1 3 4 3 0 0 0 0 0 0 0 0 3 332 

....,
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Of all office visits which were not charged a 

utilization fee by Swift Current doctors, 31 per cent 

(39) of these could have been charged since they came 

under categories two, three and four. Of all office visits 

which were not charged a utilization fee by physicians else

where in the Health Region, 90 per cent (188) of these visits 

could have been charged. 
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PHYSICIAN.BEHAVTOR CORRElATIONS 

The coeffic·ient crf correlation results are shown in 

appendix D. These results are presented in such a way as to 

permit comparisons between one variable and any one of the 

twenty-one other variables. 

The following points of these results are of parti

cular interest: 

PHYSICIAN BEHAVIOR Al~D NON~CHARGING 

(1) There is a significant positive correlation (0.0799) 

be tween the variable "ag,e 15- 24" and the variable "no charge"; 

that is, if a patient is in this age group, it is highly likely 

that he will not be charged a utilization fee. 

(2) There is a significant negative correlation (-0.0774) 

between the variable ''age 70 and over" and the variable "no 

charge"; that is, if~: a patient is in this age group, it is 

highly likely he will be charged a utilization fee. 

(3) A significant positive correlation (0.1116) exists 

between the variable "age 0-44" and the variable "no charge"; 

that is, if a patient is in this age group it is highly likely 

he will not be charged a utilization fee. 
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(4) A significant negative correlation (-0.1141) exists 

between the variable "age 45 and over" and the variable "no 

charge"; that is, if a patient is in this age group it is 

highly likely he will be charged a utilization fee. 

(5) There is a significant··negative correlation (-0 .1538) 

between the variable "urban residence of patients" and the 

variable "no charge"; that is, if a patient resides in an 

urban area it is highly likely that he will be charged a 

utilization fee. 

(6) A significant positive correlation (0.1538) was 

found to .. exis-t between the variable "rural residence of 

patients" and the variable "no charge"; the implication 

of this· 'is, it is highly likely that a patient residing 

in a rur.al area will not be charged a utilization fee. 

(7) A significant negative correlation (-Ool326) 

exists between the variable "first contact" and the 

variable "no charge"; that is, it is highly likely that 

a patient visiting a physician for the first time for a 

particular health purpose will be charged a utilization fee. 

(8) A signi.ficant positive correlation (0.1326) exists 

between the vari:able "repeat contact" and the variable "no 

charge"; that is, it is highly likely that a patient 



110. 

visiting a ph.ysiclan more than once for the same particular 

health purpose will not be charged a utilization fee. 

(9) A significant positive correlation (0.2140) exists 

between the vuiables "office contact" and "no charge"; that 

is, if a patient visit occurs in a physician's office it is 

highly likely he will not be charged. 

(10) There is a significant negative correlation (-0.1323) 

between the variable "home contact" and the variable "no 

charge"; the implication of this is, it is highly likely that 

from patient-physi.cian contact in the home a utilization fee 

will be charged.. 

(11) There is a significant negative correlation (-0.1652) 

between the variable "out patient department contact" and the 

variable "no charge"; that is, it is highly likely that from 

a patient physician contact in the out-patient department a 

utilization fee will be charged. 

PHYSICIAN BEHAVIOR AND REASONS FOR NON-CHARGING 

(1) A significant positive correlation (0.0955) was found to 

exist between the variable "age 15-24" and the variable "first 

category of reasons for no charge"; That is, it is highly likely 

that legitimate reasons excluded patients in this age group from 

being charged a utilization fee. 
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(2) There is a significant positive correlation (0.1101) 

between the variable "age 0-44" and the variable "first 

category of reasons for no charge"; that is, it is highly likely 

that a patient in this age group was not charged a utilization 

fee for legitimate reasons. 

(3) A significant negative correlation (b0.1112) exists 

between the variable "age 45 and over" and "first category of 

reasons for no charge"; that is, of those patients not charged 

a utilization fee, it is high,ly likely the reason will not be 

in category one . 

(4) There is a significant positive correlation (0.0821) 

between the variable "urban residence of the patient" and the 

variable "second category of reasons for no charge"; that is, 

of those urban residents not charged a utilization fee it is 

highly likely they are not charged for reasons under category 

two. Furthermore there is a significant negative correlation 

(-0. 2415) between the variable "urban residence'' and "fourth 

cateogry of reasons for no charge"; that is, it is highly 

unlikely that of those urban residents not charged a utili

zation fee, the reason will be in category four. 

(5) A significant positive correlation exists between the 

variables "rural residence of patients" and "fourth category 
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of reasons for no charge" (0.2415); that is, it is highly 

likely that the reason rural residents are not charged a 

utilization fee is found under category four. Furthermore there 

is a significant. negative correlation (-0.0821) between the 

variables urur.al residence" and "second category of reasons 

for no charge~ that is, it is highly unlikely that the reason 

rural residents ~re not charged is under category two. 

(6) There is· a significant negative correlation between the 

variable "first contact" and "first category of reasons for no 

charge" ( .:-o .1574); and between the former variable and "third 

category of reasons for no charge" (-0.1912); that is, of these 

patients net charged a utilization fee it is highly unlikely 

the reasons will be under category one or three. 

(7) There is a significant positive correlation between the 

variable "repeat contact" and the variable "first category of 

reasons for no charge" (Ool574), as well as between the former 

variable and "third category of reasons for no charge" (0.1912); 

that is, it is highly likely that a patient was not charged a 

utilization fee on a repeat contact for some reason found under 

category one or category three. 

(8) Significant correlations exist between the variable 

"office corttact" and the three categories of reasons for no 
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charge: cateogry one (0.0987), category two (-0.1201), and 

category four (0.1808). This implies that it is highly 

likely that a patient is not charged a utilization fee on an 

office visit for reasons in category one or four but not 

two. 

(9) There is a significant negative correlation (-0.0922) 

between the variables "home contact" and "fourth category of 

reasons f0r no charge"; that is, of those patients not charged 

for home visits, it is highly unlikely that the reason is in 

category four. 

(10) A significant positive correlation (0.1315) exists 

between the variable "out-patient department contact" and 

the variable "second cateogry of reasons for no charge"; 

that is, it is highly likely that a patient not charged a 

utilization fee in the out-patient department comes under 

courtesy treatment (i.e. category two). 



CHAPTER VI 

DISCUSSION AND CONCLUSIONS 



As ..stated earlier, the purpose of this study was to 

determine whether or not physicians uniformly charge utili

zation fees to all patients when they are given the opportunity 

to make such charges. 

A summary of the results of this study reveals that the 

behaviour of responding physicians was in fact not·utl.iform-~nd 

all patients were not charged when they could have been. A 

distinct difference existed between the charging practices 

of Swift Current physicians and the charging practices of 

physicians in the remainder of the Swift Current Health 

Region. Swift Current physicians charged_ 26 more patient 

visits outof every 100 thqn did those physic-ians practicin,g 

elsewhere in the Health Region. Furthermore, approximately 

one out of every three patient visits during the survey 

period could have been charged a utilization fee but in fact 

were not. 

The reasons stip~lated for not charging a utilization 

fee further reveals this difference in physician behaviour. 

Physicians in Swift Current used those reasons found under 

category one most frequently; while physicians in the remainder 
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of the Health Region used category fou~most frequently. An 

examination of the raw data (i.e. survey sheets) reveals the 

reason most frequently cited under category four was the belief 

of some phys.icians that utilization charges are uneconomical 

when levied in the office. In terms of all patient visits, 

Swift-Current based physicians did not charge 12 per cent a 

utilization fee but could have, while rural physicians (i.e. 

physicians in·the remainder of the Health Region) did not 

charge 55 per cent but could have. Consequently, it would 

appear that rural physicians are more lenient in their charging 

behaviour than are city physicians. 

More specifically, the results which have statistical 

significance reveal that: 

(1) It is highly likely patients are not charged a 

utilization fee in the age group 0-44, and largely for legit

imate. reasonS'; while those patients with ages above 44 and 

not charged, are for reasons other than legitimate exclusions. 

It would-~ppear that legitimate exclusions apply to some age 

groups more than to others. An investigation of those reasons 

under legitimate exclusions (i.e. category one) readily makes 

this apparent. 

(2) It is highly likely that rural residents are not 
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charged a utilization fee and this is largely due to. the physician's 

belief that;these office charges are uneconomical (i.e. category 

four); furthermore it is highly improbabl~ that the reason is 

in category two (i.e. courtesy treatment). 

The exact opposite of this is true for urban residents; 

namely, it.is highly probaboy urban residents will be charged, 

but of thos~not charged it is largely for courtesy reasons 

and not for economical reasons. It appears that one factor:· 

affecting.physicians' decisions to charge utilization fees is 

dependent on patient residence. 

(3) It is highly probable that a patient visiting a 

physician more than once for the same particular health 

pul'J>os·e will not be charged a utilization fee, for some reason 

found under .category·JOne or category three. Furthermore, it is 

highly probable that a patient visiting a physician for the 

first time for a particular health purpose will be charged a 

utilization fee. These findings conform to the opinion that 

physician charging behavior is.influenced by the number of 

contacts a patient has with his physician for a particular 

health purpose. 

(4) It is highly probabl~- that if a patient visit 

occurs in a physician's office a utilization fee will not be 
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charged for those reasons under categories one or four but not 

under cat~gory twoo These findings imply that most courtesy 

treatment (i.eo category two) is given somewhere other than 

a physician's offices This is confirmed by the finding that 

courtesy treatment is the main reason for not charging in 

the out-patient departmento This suggests that the largest 

recipients of courtesy treatment are hospital personnelo 

In conclusion, a note of caution is necessary to guard 

against generalizing about any of the findings expressed in 

this studyo This was an exploratory study and does not claim 

to be representative of the entire Swift Current Health Region 

for any given time period. 
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APPtNDIX B 

Account Form Submitted qy Swift Current Regional 

Physicians to the Swift Current Regional Health 

Officeo 
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\ 

1. DATE OF 12. FAMILVSERVICE REG. No. 

9ATIENT'S 
NAME 3. AGE 

~-------------------------------------------------
ADDRESS 4. SEX 

~---------------- ------ - --------------
6. DIAGNOSIS !STATE MtMARY DIAGNOSIS FIRST! 

fs. 
IS THIS THE FIRST TIME YOU HAY£ TREATED THIS PATIENT FOR THIS ILLNESS? 0 YES ONO 

NAME Of HOSPITAL I ADMISSION DATE DISCHARGE OATE . 
VISIT ENCIRCLE OATES OF VISITS 

_s~- H.R. USE ONLY 
M~mo INT. P. No. ASSESSED FEE 

PFFICI 
1 l 3 • s· 6 7 • 9 10 " 12 13 14 IS 16 8. 8. 8. 9. 

17 11 " 20 21 22 23 24 25 26 27 21 29 30 31 

I 2 3 4 5 6 7 • ' 10 II 12 13 14 IS 16
HOME 

17 II " 20 21 22 23 24 2S 26 27 21 29 30 31 

I 2 3 4 s 6 7 • ' 10 11 12 13 14 IS 16
HCIISP. 

17 II 19 20 21 22 23 24 2S 26 27 21 29 30 31 

SURGICAL OR SPECIAL PROCEDURES AND REMARKS 
10. 11. 

12. 

13. .... 
15. 16. 

ASSIST. CJ 
ANAES. 0 TIME HRS. 

17. 
MILEAGE TO 

19. 18. 

TOTAL 
NAME OF DOCTOR 

IN SURGICAL CASES ATTACH PATHOLOGIST'S REPORT 

HEALTH REGION USE ONLY ... 



APPENDIX C 

Sample of Data-Survey Sheet 



PHYSICIAN CONTACT 
REGARDING 

SPECIFIC ILLNESS 

1st 
Contact 

Repeat 
Contact 

Additional Family 
member treated 

PHYSICIAN CONTACT 

Office Home O.P.D. Hos. Oth~ 

UTILIZATION FEE CHARGED 
AT TIME OF CONTACT 

Ye-s·- -$value No Q N .A. Unknown 

UTILIZATION FEE COLLECTED 
AT TIME OF CONTACT 

Yes $value No. N.A. Unknown 

REASONS FOR NO CHARGE OF UTILIZATION FEE 



APPENDIX D 

Table of Correlation Coefficients 
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~ 
H ~ ~ ~ 

P'(j P'(j 0 H H H 
<1) <1) +Jil() P'(j 0 0 ..c: 0 
00 +Jil() Cll <1) ~ 00 "'0 en +Jil() 
H OH H +J 0 <1) ':\-! Q) H <U co zco •.-1 co C) +J •r-..f +J :J+J..c: ..c: r:z..u (L) co ..c: qJ 0 co u u U)C,) HU r:z..u 

On0354 -0~0354 -0.0540 -0 .. 0275 -0~0154 0.0179 

-0.0380 or:0380- 0.0550 0.0278 0.0162 -0.0163 

-Oo0020 0.0020 -Oo0548 -0.0296 -0.0416 0.0781 

-0.0079 0.0079 -Oo0639 0.0000 0.0443 0.0325 

-0.0799 0.0799 0.0955 0.0287 0.0092 0.0048 

-0.0376 0.0376 0.0960 -0.0476 -0.0502 0.0121 

0.0721 -0.0731 -0.0693 -0.0164 Oa0107 -Oo0315 

-0.0156 0.0156 -0.0613 0.0644 0.0224 0.0342 

0.0774 -Oo0774 Oo0398 -Oo0066 Oo0265 -Oo0727 

-0.1116 0.1116 0.1101 -Oo0311 -0.0273 Oo0689 

0.1141 -0.1141 -0.1112 0.0308 0.0266 -0.0704 

0.1538 -0.1538 0.0235 0.0821 0.0359 -0.2415 

-0.1538 Ool538 -Oo0235 -0.0821 -0.0359 0.2415 

0.1326 -0.1326 -0.1574 0.0376 -Ool912 0.0718 

0-0.1326 0.1326 Ool574 -0.0376 0 1912 -Oo0718 

-Oo2140 0.2140 0.0987 -0.1201 Oo0418 Ool808 

0.1323 -0.1323 -0.0517 0.0368 -0.0530 -0.0922 

0.1652 -0.1652 -0.0659 Ool315 -0.0201 _0) 16570 

0.0482 -0.0482 -0.0201 -0.0065 -0.0144 -0.0298 

-0.0437 0.0437 -0.0285 -0.0092 -0.0205 0.0877 

0.2859 -0.2359 -0.1075 0.1121 -0.0491 -0.1926 

Male 

Female 

Under 5 

5-14 

15-24 

25-44 

45-64 

65-69 

70 and over 

0-44 

45 and over 

Urban 

Rural 

First Contact 

Repeat Contact 

Office 

Home 

Out-patient Dept 

Hospital 

Other 

Excluding office 

Note - All correlation coefficients are significant: 

at the 95 per cent level of confidence when in excess of + 0.0750 

at the 99 per cent level of confidence when in excess of+ 0.0980 
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