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ABSTRACT

Since the role of the cottage hospitals in the health care
delivery system is being questioned by health planners and health
professionals, this descriptive study examines the extent to which
the cottage hospital system continues to meet the health needs of
the people in two rural health districts. The study examines the
utilization of the cottage hospitals in a 10-year time frame. Factors
which the population report as influencing their use or non-use of the
cottage hospital and their perceived needs for health care are exam-
ined. In addition, opinions of health professional personnel in
relation to the present status of health care services in rural areas
and their perceived health service needs for the future are explored.

The health districts were chosen by selected criteria. A
random sample of the population in both districts and all health
professional personnel working in the districts were included in the
study.

Data on the utilization of the cottage hospitals were obtained
from the Department of Health. Data were collected from the popula-
tion sample and from the health professional personnel by means of
semi-structured interview guides designed by the investigator. Fre-
quencies were determined for all data, and compared between the two
districts. The results show a drastic decrease in the utilization
of the important services of the cottage hospitals in both districts,

the highest utilization rates being for individuals in the 0-14 and



65 years plus age groups, and obstetrical patients. The utilization
of the Out-Patient department has decreased where there are private
physicians in practice, but increased where this service was not
available.

Common factors emerging from the data were the extent to which
the views and perspectives of the providers and the consumers of
health care in both districts were congruent in their suggestions and
comments regarding health care in the areas. Data from both groups
suggest that neither group view the cottage hospital as an acute care
hospital but rather as a primary care facility offering Out-Patient
care, diagnostic, emergency, obstetrical and basic pediatric services
with appropriate referrals, and with emphasis on the need for public
health education and community out-reach programs.

This descriptive study has gathered baseline data and examined
the continuing functions of cottage hospitals. It has explored opinions
on health care and of the perceived health care service needs of the
population and of the health professionals in two defined health

districts and has provided direction for future study.
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CHAPTER I

INTRODUCTION

The cottage hospital system in Newfoundland was established in
1934 and it has had a history of meeting the health needs of the
population living in the sparsely populated areas of the province. At
the present time these hospitals continue in an attempt to meet the
health needs of the population in more modernized rural communities.
Clearly, the cottage hospital system has served us well and its past
performance is not at issue. The central issue is: Where do we go

from here? (Morley & Mussells, 1979).

Statement of Problem

The cottage hospital system has recently been criticized for
failing to meet the needs of the population it was originally estab-
lished to serve. Health care professionals and health care planners
as well as the general public are questioning whether or not the sys-—
tem has kept pace with the changes occurring in the communities which
it serves.

Many social changes have taken place in most rural communi-
ties over the past 50 years which have brought new demands on the health
system. Greatly improved facilities for transportation and communica-
tion are among the factors affecting social change. People are
expecting more and better services--services which they have been led

to expect and which they have been told they have a right to receive.



These factors have resulted in increasing needs and demands for health
services that are readily available and accessible when they need
them. In addition to the demands placed on the system by social
change, increased expenditures coupled with monetary restraints have
been forcing all publicly funded service systems to re-evaluate their
aims and objectives and to ultimately decide whether specific services are
more or less needed than others. Health resources--manpower-—
facilities and dollars--must be employed in a more efficient, effec-
tive and economical manner, and at the same time provide the services
necessary to meet the health needs of the public.

Examining the existing literature, it appears that little or
no local studies or surveys have been done that are geared to the
health needs or the services provided to the beneficiaries of the
population served by any specific cottage hospital. The central issues
to be addressed in this study are: the services offered by the cottage
hospitals, the utilization of the services offered by the cottage
hospitals and the factors which influence the people's use or non-use

of these services.

Purpose of the Study

Since the role of the cottage hospitals in the health care
delivery system is being questioned by health planners and health pro-
fessionals, this study examines the extent to which the cottage hospi-
tal system continues to meet the health needs of the people in two
rural health districts. The study also attempts to determine how social
changes and other factors contribute to changes in the perceived health
needs of the people. In addition, this study examines the factors which

the population report as influencing their use or non-use of the cottage



hospitals. Opinions of health professional personnel in relation to
the present status of health care services in rural areas and their

perceived health service needs for the future are also explored.

Significance of the Study

It has been suggested that the cottage hospitals must be
improved or changed to meet the health needs of the rural communities.
However, operational costs, as well as construction and renovations
for these hospitals, may become less feasible in light of the cost
involved. A systematic study of the health needs of rural communities
and of the utilization of existing health facilities in the cottage
hospitals will therefore provide important information for future
policy makers and planners to keep the health care deficit as low as
possible and at the same time provide the services necessary to meet
the health care needs of the rural communities in Newfoundland.

The cottage hospital system and the rural communities which it
serves are not fixed entities. Each operates within a social, politi-
cal and economic structure which is constantly changing. Some of these
changes are the result of internal conditions of the hospital system
and of the communities while others are the result of conditions which
are external. The cottage hospitals and the community constantly
interact with the environment in attempting to adapt to change. In
order to adapt to these changes effectively and efficiently systematic
information is needed from both the communities and the cottage
hospitals.

The principal incentive in undertaking this study stems from

the promise it affords to raise and to re-examine a number of



challenging problems, about the nature and functions of a rural health
system in relation to the cottage hospitals in Newfoundland, and to
gather baseline data to examine more accurately the continuing func-
tions and utilization of the cottage hospitals. It is expected that
this study will lay a basis for further studies in the estimation of
the need for health services to a defined population group and in the
determination of whether specific health services are more or less

needed than others.

Research Plan

This study is basically descriptive and exploratory. The
intention is to present an historical review of the cottage hospital
system in Newfoundland, to report on the services available from two
cottage hospitals and the utilization of these services within a 10-
year time frame. Demographic data from the health districts served by
these cottage hospitals will be examined, and an attempt made to
identify how social and other changes affect the perceived health needs
of the people. Factors that the population report as influencing their
use or non-use of the services available to them will be described.
Opinions of health professional personnel regarding rural health care

will be reported.

Research Questions

The following questions were formulated to guide the investiga-
tion of these issues:
1. Is the utilization of the cottage hospitals affected by the
demographic characteristics of the population, such as age,

sex, education, employment and income?



2. 1Is the cottage hospital model in its present form providing
the services necessary to meet the health needs as perceived
by the population it serves?

3. Does the cottage hospital model need modification to the
services it provides to meet the health needs of the people
it serves?

4. Is the cottage hospital providing
(a) primary care?

(b) relatively uncomplicated obstetrics services?

(c) emergency services?

5. What factors influence the people in their use or non-use
of the services provided by the cottage hospitals?

The two health districts included in this study are those
served by the Burgeo cottage hospital (22 beds) and the Placentia
cottage hospital (40 beds). The criteria used in the selection of
those two areas will be described in Chapter III.

The community demographic data, used in the study (age and sex
distribution, education, occupation and income) were obtained from
Statistics Canada. Data on the utilization of services of the cottage
hospitals, 1972, 1980-81, were obtained from the Department of Health.
In addition, two interview survey questionnaires were formulated. All
health professional personnel in each area were interviewed and a
random sample of the population in each district was interviewed. All
the data have been tabulated and discussed in relation to the above

stated questions.



Definition of Terms

The following definition of terms were accepted for this study:

Cottage Hospitals: Small hospitals providing medical services to the
people living in coastline communities, patterned from the

Scottish system. The nomenclature also came from Scotland.

Health Districts: Those geographical areas served by cottage hospitals.

Population Group: The group of people who make their home in the

geographic area served by the specific cottage hospitals.

Professional Personnel: Physicians who practice in the specific cottage

hospital and those who practice within the area serviced by the
hospital; public health nurses who practice in the areas ser-
viced by the specific hospitals; administrators of the specific
cottage hospital; and charge nurses of the specific cottage

hospital.

Separations: The number of persons who have left the hospital; dis-
charged to the community after complete treatment, transferred

to other institutions or expired.

Influencing Factors: Social and environmental factors which support,
facilitate, hinder, block, or discourage people in the use of

health services, such as communication and transportation.

Demographic Data: Pertains to population characteristics such as age,

sex, education, employment and income.

Primary Care: Services of the initially contacted health professional.



Limitations of the Study

There were several limitations to this study. The latest
community demographic data available were from six years ago, making
it impossible to identify recent changes. The Qut-Patient records at
the hospitals gave limited information, as to services utilized and
distances travelled.

The investigator had to depend on the respondents' answers to
identify influencing factors. Individuals do not always accurately
reveal factual or perceptual information on questionnaires or during
interviews. The inability to validate all responses prevents assuring
authenticity of the answers (Simon, 1969, p. 104). The general public
became aware of the official closure of two cottage hospitals just
prior to the time of these interviews. It is reasonable to assume
that this information may have caused some bias in the answers of the
respondents.

Furthermore, the lack of information on the cottage hospital
system regarding its aims and objectives, and changes to the system,

limited the degree to which generalizations were able to be made.

Summary
This chapter has described the problem, the purpose and the
significance of the study. The problem questions whether or not the
cottage hospital system has been able to keep pace with the social and
other factors placing demands on the system, and continue to meet the
health needs of the population. The purpose of the study is to examine
the extent to which the cottage hospital system continues to meet the

health needs of the people and the factors that influence the people's
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use or non-use of the cottage hospitals. The significance of the study
is to provide information for future policy makers and planners of
health care services by gathering baseline data, as a basis for future
studies in the estimation of the need for health services. In addition
the research plan including the research questions, definition of terms

and the limitations of the study are also presented.



CHAPTER II

REVIEW OF LITERATURE

This study is based on the assumption that social change is a
significant factor in the alteration of social structure, and that
these factors are recognized as causing a significant change in the
health care needs of the people. The review of literature pertinent
to the study includes: an historical review of the cottage hospital
system in Newfoundland, social change factors affecting utilization of
health services, and the future of small hospitals in the health care

delivery system.

Historical Review of the Cottage Hospitals in Newfoundland

The cottage hospital program in Newfoundland has its roots in
the nineteenth century when many private physicians provided medical
services to families who prepaid their care with a fixed annual payment
to the doctor. This was known as the "book" system. Construction of
the hospitals that gave the program its name, in the "outports" or
fishing communities scattered around the long coastline, was commenced
in the 1930's (Miller, 1964).

The first consideration given to the establishment of the
cottage hospital system in Newfoundland was contained in "The Royal
Commission on Health and Public Charities 1930." This Commission
utilized the findings of the Dewar Report of 1912, dealing with health

services in the Highlands and Islands of Scotland, and the
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supplementary report by the Scottish Board of Health of 1927 dealing
with developments since the original report had been issued.

In studying these reports the Commission found that the overall
conditions in these areas of Scotland were parallel to those in New-
foundland.

The similarity of the Scotch settler's condition to our own
goes even further than that which can be shown as between
the nature of the territory covered and of distribution of
population . . . the people whose interests were studied
lived under conditions closely approximating those that are
to be found in many parts of Newfoundland. There is the
same story abduced of isolation and remoteness from medical
services, of very poor land communication facilities, or of
their total absence, . . . communication between settlements
mostly by boats. . . . Furthermore, the economic conditions
in this Scottish territory are similar to our own, the
people obtaining employment at the fishery or at any other
occupations, being frequently out of employment, securing
returns for their labour mostly on the barter system.

(Royal Commission on Health and Public Charities, 1930, p. 10)

In order to alleviate their health service problems the
Scottish Department of Health constructed cottage hospitals at various
convenient centres, and although the Newfoundland Commission agreed
that the conclusions and recommendations of the Scottish study were
applicable to their own problems, they did not see the construction of
cottage hospitals as a priority, and stated:

It is important, too, to discover to what extent the corpora-

tion hospitals at Grand Falls, Buchans, Deer Lake and Corner
Brook can be made to fit into the general scheme of hospital-
ization of our people. The facts having been ascertained in

these connections, the Commission will be in a position to
recommend to what extent it will be necessary in Newfoundland

to make provisions for cottage hospitals of a type and with a
scope similar to those provided in Scotland. (Royal Commis-

sion on Health and Public Charities, 1930, p. 22)

In 1933, the Newfoundland Royal Commission, chaired by Amulree

reported:

Patients who are certified by a doctor to require hospital
treatment are conveyed to the nearest hospital often one
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hundred to two hundred miles. . . . The twelve hospitals in the
island, of which six are in St. John's, are generally well
equipped and managed, but in view of the distance which patients
have to travel there is room for the establishment of small
hospitals of the cottage hospital type. Much useful work could
also be done by means of travelling clinics. (p. 26)

It was this Commission which also recommended that the govern-
ment be changed from a Responsible government to one of a Commission.
In 1934 Newfoundland's constitution, providing Responsible government,
was suspended and a Commission government was established. One of the
six government departments was the Department of Public Health and
Welfare. The Honourable (later Sir) John Puddester was named as
Commissioner and Dr. H.M. Mosdell, secretary. Dr. Leonard Miller was
appointed medical health officer.

The next reference to be found in the literature regarding the
cottage hospitals is a correspondence from Government House, St. John's,
February 11, 1935, to the Right Honourable J.H. Thomas, M.P., Secretary
of State for Dominion Affairs. This stated that a survey of the health
conditions in the outports had been done by a group of private citizens
of St. John's who reported the same defects in the public health ser-
vices of the island as the Royal Commission.

The Commission of Government desire to emphasize the urgent
need for taking immediate and drastic action towards remedying
these defects. . . . The most urgent needs are the provision
of cottage hospitals and a nursing service in the outports at
a cost of $96,000 and a travelling clinic which will cost
$10,000 to serve principally the long stretch of the Southwest
Coast where for two hundred miles there is not a single doctor.
(Newfoundland Archives S6-5)

On April 18, 1935, the Honourable Commissioner for Public

Health and Welfare received the following telegram from the Secretary

of State for Dominion Affairs:
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Your dispatch of the eleventh of February matter fully dis-
cussed with Treasury, where view is that as colonial develop-
ment act expressly provides for promotion of Public Health as
one of the purposes of the Colonial Development, fund pro-

posal for
(1) Provision of cottage hospitals $96,000
(2) Travelling clinics $10,000

has been approved. (Newfoundland Archives S6-5)

The Department of Public Health and Welfare, formulated the
cottage hospital plan in 1935, and in 1936 established the first five
cottage hospitals. The first cottage hospital was officially opened
at O0ld Perlican, January, 1936, with a bed capacity of 34. The other
hospitals opened that year were at Burgeo, Harbour Breton, Come by
Chance and Burin.

From the beginning, the cottage hospital plan reflected British
experience and practice. Even the nomenclature came from the cottage
hospitals of Scotland.

Although the principal purpose for establishing the cottage
hospital was to provide medical care to people in rural areas, from a
report by the secretary for Public Health and Welfare in 1937, it is
obvious the role played by the hospitals at that time was much broader
than the provision of medical care. It was at this time he suggested
the construction of three more cottage hospitals and stated:

These institutions ensure services of vital importance to
scattered and isolated populations, and provide head-
quarters for health and welfare undertakings that meet out-
standing needs. They house district nursing staff in comfort
and provide adequate facilities for professional activities.
In them are conducted classes for training midwives, for
teaching home nursing, and for instruction in weaving and
other practical home handicrafts. They constitute community.
(Newfoundland Archives S6-5)

No further mention was found in the literature of these types

of activities being carried on in the cottage hospitals. In June,
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1938, Dr. H.M. Mosdell reported on his recent visit to Scotland where
he was able to learn at first hand a great deal about the working
details of the cottage hospital scheme and learn of the progress made
during the 10 years of operation in Scotland.
At the Scottish Department of Health I was afforded every
opportunity of studying details of administration, while the
contacts I made with field executives enabled me to understand
and appreciate the methods of application of the scheme in
the various localities concerned. (Newfoundland Archives S6-5)
Although it is not documented in literature, it is reasonable
to assume that the knowledge he acquired on this visit was applied to
some extent to the administration of the cottage hospitals in Newfound-
land, giving the system a stronger link to the Scottish system.
As the needs were identified by government and the funds were

available, cottage hospitals continued to be constructed around the

coastline in the following order:

Stephenville Crossing 1937
Bonavista 1940
Norris Point 1940
Grand Bank 1941
Placentia 1942
Brookfield 1944
Gander (originally RCAF) 1946
Botwood (originally RCAF) 1946
Channel 1952
Fogo 1952
Springdale 1952

St. Lawrence (transferred
from United States govern— 1954
ment)
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The Walter Templeman Hospital on Bell Island was taken over
giving a total of 18 hospitals, all of which were fully administered
by the Department of Health in St. John's.

The hospitals were built by the Department of Public Works with
the exception of St. Lawrence which was built by the United States
government in 1952, in appreciation to the people of the area for their
bravery and generosity during a naval disaster. The Department of

Public Works is still responsible for the maintenance and upkeep of

the cottage hospitals.

Fee Structure of the Cottage Hospitals

When the program first started, medical service was relatively
inexpensive for the residents living in the cottage hospital districts.
For $2.50 per year, a family would receive all the medical services and
facilities available. This included hospitalization and any surgical
procedures required. In addition, costs incurred by being transferred
to a larger hospital, either in St. John's or outside the country, were
absorbed by the government.

The events that led to subsequent changes in the fee structure
are not clearly defined in the literature. However, all rules and
regulations governing cottage hospitals were set and approved by the
Department of Public Health and Welfare. One doctor who supported a
raise in fees in 1938, stated, "such a measure would eradicate in
large measure the grave psychological blunder of giving something for
nothing. People feel better, he said, if they contribute" (Newfoundland
Archives S6-5).

The next reference found in the literature regarding fees was

in 1943, when the family fee was increased to $10.00 per annum. This
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was done because of the increase in cost of hospital maintenance and
supplies. The fee was payable in cash if possible; if this was not
possible the fee would be accepted in kind. It was also stated that
only families who had paid or had made arrangements for payment of the
annual fee would be treated in the hospital or by the doctor or the
district nurse, until they had paid an extra charge in the form of a
late joining fee. All persons on the permanent poor list (that is,
those who were unable to work and were supported by government--'"the
dole") would be treated free of charge (Rules and Regulations for
Cottage Hospitals, 1943). This plan was not self-supporting but was
heavily subsidized through the Provincial Health Department Budget,
and changed very little during the ensuing years.

The family fee remained at $10.00 per annum except in three
economically better areas where the annual premium was raised to $16.00
to $24.00 per family. A fee was also introduced for single working
people. This fee was half that of the family. Additional charges
could be made for private rooms, maternity care, dental extractions,
out-patient drugs and appliances at modest rates specified by the
Department.

All transportation had to be paid by the patient unless he held
a certificate of inability to pay from the local welfare officer. This
included transportation of the patient to hospital or of the doctors
or nurses to the patient.

Hospitalization benefits included complete Public Ward Care.

On referral by the local physician a patient was eligible for Public
Ward Care in the General Hospital in St. John's. With the advent of

the federal-provincial hospital insurance program in July, 1958, the
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cottage hospital plan as such ceased to exist and was taken over by

that plan (Miller, 1959).

Changing Roles of the Cottage Hospitals

There is little documentation on the role of the cottage
hospitals during the years, except to say they provided the only medical
services available to people living in rural and isolated areas. How
the changes in the roles of the cottage hospitals evolved is not clearly
defined. Much of the information respecting cottage hospitals available
in the Department of Health offices, is the personal knowledge of key
officers in the department. They know the hospitals and their senior
staff well as a result of repeated visits to the hospitals, or con-
ferences at the Department of Health, but most of this information is
not recorded and many matters were settled by telephone, which could
account for the fact that no writtem aims or objectives for the cottage
hospitals are available. However, in the 1971 annual report of the
Department of Health it was stated:

The trend towards the use of the cottage hospitals for primary
care, relatively uncomplicated obstetrics and emergency medi-
cal and surgical care continued in 1971. This was the result
of:

1. The increasing use of more complicated, and more expen-
sive equipment in routine hospital care (much of which
could not be practically supplied or used in small
institutions).

2. The grouping of special services and personnel in
regional hospitals.

3. The paving of feeder roads from remote communities to
the Trans-Canada Highway, resulting in improved access
to medical specialists and regional centers.

4. Increasing difficulty in recruiting senior physicians
with surgical experience for service in cottage hospitals.
(Annual report - Government of Newfoundland and Labrador,
Department of Health, 1971, p. 91)
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No record could be found as to when the above stated trend had
its beginning. However, through conversation with key personnel at
the Department of Health, it appears that the functions and roles of
each cottage hospital were determined by the capability of the senior
medical officer at the time, and as stated earlier much of the planning

was done by telephone only.

Administration of Cottage Hospitals

As earlier stated, there were 18 cottage hospitals all adminis-
tered by the Department of Health. However, during the last 20 years,
a trend has developed towards decentralization of health services, and
of larger regional hospitals. Consequently, several cottage hospitals
have been either placed under the jurisdiction of larger regional
hospitals or local boards of management. However, the prime objective
of providing health care services to rural and isolated areas of
Newfoundland still remains.

In 1965, the cottage hospital at Gander was closed and replaced
by the larger and more modern James Paton Memorial Hospital. It was
no longer classified as a cottage hospital. 1In 1967, under a regional-
ization plan, Fogo and Brookfield hospitals were grouped together with
Gander; also in 1967, Stephenville Crossing hospital was closed and
replaced by the Sir Roddick Hospital under a local board. 1In 1972, the
James Paton Memorial Hospital at Gander, Brookfield and Fogo hospitals
were placed under a board of management. In 1973, Channel hospital was
placed under a board. Springdale hospital was placed under a board in
1975. 1In 1981, Harbour Breton hospital was placed under the board of
the Grand Falls hospital; and in April, 1982, Burgeo was placed under

the board of management of Corner Brook, leaving 10 cottage hospitals
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under the administration of the Cottage Hospital Division of the
Department of Health in St. John's.

The cottage hospital system is a continuing program of the
provincial government and is administered by the Department of Health
through the Director of Government Hospital and Medical Services with
a headquarters staff of 12. Local administration of each individual
hospital is carried out by an administrative clerk in conjunction with

the senior medical officer and the nurse-in-charge.

Social Change

Firth (1961) has supported the view that social change must be
studied in order to understand its impact on social structure. He
stated:

Until units or subsystems are identified in their principal
dimensions one does not become aware of what is changing or
has changed. Until temporal and other dimensional speci-
fications are made one may not be able to distinguish sig-
nificant changes. (p. 43)

Significant social changes come about slowly, since, however,
numbers of such changes may accumulate over time and be synthesized
into an operational whole, the end product may appear to be a
general advance over the past but is considered as the normal and
integral part of things. For example, modern medicine is obviously
more effective than it was a century ago. Qualitative changes in
the use of elaborate medical technology as it exists today are a
synthesis of a very large number of highly specific changes, no
one of which was in itself a major change from that of the past.

It is such qualitative changes that make the social system differ

from a subsequent period. Of primary significance in social change,

are these qualitative rather than quantitative changes.
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The nature of the technology of a people is the key to an understanding
of their entire society (Richard La Piere, 1965, p. 67).

Carr and Wolfe (1976) express their concerns about social
arrangements. They stated: what really matters is whether social
arrangements are such that people receive the services that are deemed
necessary to deal appropriately with defined health problems:

The gap between needed services and services actually received

is "unmet need". The unmet need indicators are not the same

as health status indicators, but they are related. (p. 45)
Provision of appropriate health services according to need is an inter-

mediate outcome of a health system, whose ultimate goal is to improve

the health status of the population.

Factors Affecting Utilization of Health Services

J.G. Anderson (1973) described four demographic factors affect-
ing health services utilization. The factors he identified were:
Income--persons from families with lower income had higher admission
rates to hospitals than persons from families with incomes above the
poverty line. This could be interpreted as a tendency for the poorer
segment of the population not to seek medical help until their medical
conditions advanced to the stage of needing hospitalization. It may
also be due to the fact that other health care services are not so
readily available to them. Unemployment was another factor, in areas
with limited job opportunities—-there is a high level of unemployment
and therefore a lower per capita income. Fewer health services are
generally available in areas experiencing severe unemployment problems.
Education was found to be positively associated with both hospital
admission rates and length of stay. This could be interpreted as

indicative of increased awareness among the more highly educated
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members of the population of the value and importance of seeking prompt
medical treatment. Education is also associated with other variables
such as income and employment opportunities. Age was also found to

be an important predictor. Hospital admission rates and average length
of stay were lowest with children, and rose with age in general, with

a distinct rise in persons 55 years and over. The author concluded
that age represented the third most important influence on the use of
short-term general hospitals, only surpassed in importance by economic
factors and a component reflecting sex and marital status. These
factors provide major insights into the demographic process that affect
the use of health services, and permit predictions as to future demands
on the health care system that will result from changes in the composi-
tion of the population serviced.

Feldstein and German (1965) evaluated three approaches to
predicting hospital utilization. The three approaches used were: (a)
Predicting future patient/day population ratio by extrapolating past
patient/day population; (b) predicting future patient/day population
ratio by extrapolating past bed population ratios; (c) predicting
future patient/day population ratios by estimating the demand relation-
ship of the patient/day population ratio. The assumption underlying
their approach is that variations in hospital utilization depend only
on several socioeconomic variables, e.g., income, age, sex, and prepay-
ment insurance. Estimates of future use are then derived by first
determining estimates of these explanatory variables. They developed
statistical models for testing all three approaches, However, because
of the limited number of community variables used, Feldstein and

German found their results quite inadequate in predicting future
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utilization of hospital services and suggested that:
Further investigation should consider which variables are
likely to have the greatest effect on use. Also, subsequent
analysis should be made with data representing a community
and also by hospital services, e.g. obstetrics; and more
attention should be paid to the effects of interactions
and joint dependencies of the variables. (p. 35)
Vayda, Parsley, Baskin, Roberts and Anderson (1974) conducted
a study in Hamilton, Ontario, in an attempt to define utilization
patterns, attitudes, and perceived health care needs of people living
in a hospital catchment area, and to obtain information which might
serve as a basis for re-assessing health care programs at that hospital.
The questions investigated were:

1 Demographic characteristics of the residents in the catchment
area (age, sex, socioeconomic status, language, size of family
unit, etc.).

2. The use of medical care services by those living around the
hospital.

3. Attitudes toward the hospital.

4. Use of family doctor.

(a) How many persons have family doctors?

(b) Utilization of, and satisfaction with, family physician
services.

(c) Factors that determine choice of family doctor.

S5 Acceptability of nurse practitioners as primary care providers.

6. Attitudes toward group practice, health centres, and speci-
fically, a health centre at the hospital.

The population surveyed were those residents living in the

catchment area of an urban hospital located in the economically "least

favourable" area of industrial Hamilton, Ontario. The study was
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conducted by interview questionnaire,with the household the sampling
unit, and only one interview was carried out per household.

The results of the study showed 927 of those interviewed had
family doctors and 80% or more were satisfied with the ambulatory and
hospital services which they received. More than half had favourable
attitudes toward group practice and health centres. In the groups 50
years and older and with annual incomes in excess of $10,000, fewer
were willing to see their physicians in a health centre than were those
in the younger and less affluent groups. Those in the older age groups
were also less willing to use nurse practitioners for medical care.
Older people tend to have established relationships within the health
care system and are more resistant to change (Vayda, 1974).

Vayda's study was confined to a small section of a large
industrial city, which does not have many similarities to the coastline
of Newfoundland, but it is of interest to note, that the questions
investigated in Vayda's study are somewhat parallel to the data examined
in this study.

Wirick (1966) studied health care in terms of the demand on the
service. He stated that most health services are sought only because
the person is ill. He described illness as a random event because it is
entirely unpredictable. There are certain characteristics of individuals
and their enviromment that will imply a lesser or greater average
incidence. He identified five fundamental factors or forces to be con-
sidered as having an effect on the demand for health care services.

The first is need. A person suffers from a condition requiring medical
attention, or he has some other reasons for seeking the supplies or

services classified as medical care. There must also be realization
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of the need. Either the individual or someone acting on his behalf
must know that the need exists. In the realization of the need the
persons must be aware of the existence and availability of medical
skill and of the benefit likely to be gained through help. Other
factors affecting realization are the hopes, fears, and beliefs of the
individual, as well as his previous experiences, customs, and religion.
A person with a strong religious conviction opposing medical treatment,
though having the same understanding of the consequences of the disease
and implications of the treatment, may still have a different interpreta-
tion of the need for care from that of persons who do not have this
religious conviction. Third, financial resources must be available.
This may take many forms including income and assets possessed by the
individual or his family, insurance coverage, cost of travel to receive
care. An individual's resources for medical care may be different from
those for other items in his budget, and indeed may differ from one
component of medical care to another. Resources may also include nega-
tive components in the form of commitments of income or assets, making
them unavailable for medical care expenditures. Fourth, there must be
a specific motivation to obtain the needed care. Even with the other
forces present--need, realization, and resources--something must
initiate the action. Going to a doctor with an acute condition involv-
ing pain or bleeding is occasioned by the condition itself, but motiva-
tion is less clear with respect to other components that entail an
active mové, such as exposure to an infectious disease, regular checks
for high blood pressure, or visits to a dentist. Fifth, is availability
of the service. The first three forces are characteristics of the

patient, while the fifth is a characteristic of his environment. The
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fourth force is somewhat indistinct and may be characteristic of
either or both (Wirick, 1966).

Reinke and Baker (1967) supported the conclusions of Anderson
and others on the effects of demographic variables on health service
utilization. They stated:

To predict future demands for health services in a dynamic

society, health planners must be able to measure the impact

of demographic change. TIllness patterns, hospital and

physician utilization rates usually vary according to such

demographic factors as age, economic status, and other

factors. As these factors change, so will the total demand

for medical care. (p. 61)
An understanding of basic determinants is vital for health planning
in a dynamic society. Knowledge of the overall population growth rate
is not sufficient to predict trends in the annual number of physicians'
visits. One must also identify the demographic components important
in determining major differences in physician utilization rates. As
the important components of the total population change in size, so

will the overall ratio of physician utlization and the projection of

total services demanded.

Small Hospitals

Spitzer (1970) reported on studies that had been conducted on
"The Small General Hospital--Problems and Solutions.'" He stated: the
problems of small general hospitals can be presented succinctly in the
form of a diagnosis. The quality of services delivered in or by a
small community hospital is below the standard that the present state
of knowledge affords. However, whatever inefficiency exists in the
delivery of services in any hospital is aggravated in the small com-
munity hospital. '"Quality of Medical Care," "Quality of Hospital

Care," "Quality of Health Services," are glittering ingredients for
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slogans, but difficult parameters to evaluate with measures that have
validity and reliability. The results of the studies he reported have
a bearing on the proposition about quality.

The first of the studies reported by Spitzer was conducted as
part of a Michigan study and enabled the investigators to reach
important conclusions about community hospitals. Fitzpatrick, Riedil,
and Payne (1962) studied the appropriateness of admission and length
of stay in that state. Their study was based on an evaluation of per-
formance in a sample of hospitals in which they compared the management
of patients in 18 diagnostic categories with pre-established criteria.
Hospital effectiveness was evaluated in part by measuring understay as
well as overstay patients admitted for treatment of problems that fell
within one or more of the selected diagnostic criteria. It was pointed
out by this investigation that the extent of understay is more valid
in the assessment of the quality of hospital care than is the extent of
overstay because "it indicated the incidence of patients who did not
receive at least as much care as their minimal needs required"
(McNerney, 1962).

The second study reported by Spitzer was conducted by Skinner
(1962) who examined the extent hospitals of various sizes in Michigan
received accreditation. He found a sharp demarcation line between the
proportion of facilities accredited when such units have less than 100
beds. Only 25% of the beds in hospitals with 25 to 49 beds and only
67% of beds in units with 50 to 99 beds are accredited. On the other
hand, virtually 100% of all beds in all hospitals with oyer 100 beds
are accredited. The hospitals studied numbered 108. Of these, 97
hospitals fell below minimum standard level. Nearly all the hospitals

that were not accredited and had not been assessed up to that time
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failed to meet the standards.

The third study reported by Spitzer was conducted by the
Commission on Professional and Hospital Activities, Ann Arbour,
Michigan. They analyzed data from a random sample of their partici-
pating hospitals to find the proportion of patients discharged who had
a bacterial antibiotic sensitivity test (antibiogram), performed as a
percentage of all patients discharged who had antibiotics administered.
The data were broken down to show the experience in various sizes of
hospitals. They found the practice in all hospitals left much room
for improvement, but smaller hospitals discharging less than 5,000
patients yearly (corresponding on the average to a size under 125 beds)
were much inferior to medium-large and large hospitals. In the small
hospitals the ratio of patients discharged who had received antibiotic
sensitivity tests to patients discharged who had been given antibiotics
was 10% compared to 307% in medium-large and large hospitals. Acceptable
usage of antibiotics usually implies culture and sensitivity studies
of the offending organism prior to initiation of treatment.

Spitzer also reported on six studies of efficiency that were
conducted in three different countries and operated within the con-
straints of three different systems. The systems were the United
Kingdom, Universal Health Service; Canada, Universal Provincial
Hospital Insurance; and the United States. These systems cannot be
described as being homogeneous. Notwithstanding the different
approaches with which the studies were undertaken and considerable
variation in the manner in which the analytical tools were applied.

All the studies showed remarkable agreement about the existence of

economies of scale for hospitals up to 200 beds. The econometric
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analysis summarized allow these conclusions.
1. Economics of scale have been shown to be effective in all
hospitals up to 190 beds; it is unequivocal that facilities

of less than 100 beds are operating inefficiently.

2. The smaller the size of the hospital, the less efficient it is.
3. 1In small hospitals the greater spectrum of services offered,
the less efficient the institution will be.

The conclusion to these studies is that the small hospitals of
less than 100 beds have been shown to exhibit serious shortcomings in
the quality of professional services it delivers and in the efficiency
with which these services are rendered. These problems have been shown
to be associated with size. Size affects the structure of a hospital
sufficiently that some of the problems may not be overcome without:

(a) Increasing the size; (b) drastically altering the comprehensions of
service capability of the health care delivery system; (c) changing its
relations to other components of the health care delivery system;

(d) closer relations and greater interdependence among different kinds
of hospitals in a region.

A survey of small hospital laboratories was also conducted,
but because the hospitals were included in the survey by self-selection
and because one can reasonably expect only the better hospitals to
volunteer for such evaluation, inferences made about the total aggregate
of small hospitals from such a small random sample are inappropriate
(Spitzer, 1970).

Reilly and Legge (1980), in their paper "Saving the Rural

"

Community Hospital: An Endangered Species," recognize the problem of

the rural hospitals as documented by Spitzer, and express grave
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concerns for the future of these hospitals. Their thesis is that

the rural hospital must amplify those services which cannot be provided
by the more distant larger hospitals and make their availability known
to these local communities. In some cases the urban hospital will be
able to provide ambulatory care to rural areas through satellites. To
survive, the rural community hospital must redefine itself as the
centre of a network of community health and medical care. The question
of survival intimately is related to the hospital's potential for
leadership in the most utilitarian fashion to the user population--
namely, as a source of ambulatory as well as in-patient care. They
suggest that the services of the rural hospital should be considered

in terms of the already significant investments made in them, their
service to the community's medical needs, and their potential for con-—
tinued operation in providing primary and secondary needs for medical
care.

The continued existence of the rural community hospital in its
present form is questionable. Despite experiments which attempt to
pool the resources of several small hospitals, administrative and
demographic problems remain. However, Reilly and Legge postulate that
the centrality of the rural hospital for medical care should be
recognized and developed. After all, the community has an asset in
the facility itself, one which already possesses the medical services
management, and experience necessary for extending into ambulatory
types of care. It can generate by its new multiple functions, a sup-
port system that will make it the centre of medical activity.

Rather than misconceptions that health care agencies are a

threat to the small rural hospital, they can present these institutions
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with a challenge to create a true system of community health. From
primary care and home health care to preventive medicine and health
education, the rural community hospital can be transformed into a
medical and health centre, the matrix of health and medical care
delivery of a community (Reilly & Legge, 1980).

Johnson (1978) agreed with Reilly and Legge in their postula-
tion of necessary redefinition of the rural hospitals, and his thesis
is that rural hospitals face change for a brighter future. He stated
a rural hospital belongs to its community. Its employees are friends
and neighbours of all residents in the area. The hospital often is
the principal employer and the economic mainstay in the community.

The daily newspaper lists admissions and discharges, and visitors are
always "abusing'" official visiting hours. In the urban hospital visit-
ing hours may be strictly enforced, but the public image of the rural
will immediately suffer from any attempt to do so. The urban hospital
is impersonal, like the fire department, it is there when needed, but
it is not considered part of daily life. The community's goodwill
toward the rural hospital will be the hospital's greatest strength in
the coming years of adversity and is an asset that every rural hospital
administrator appreciates.

Roemer (1959) reported a study of surgical practice in the 163
general hospitals of Saskatchewan. For a four month period a record
of the physician in attendance and the type of anesthetic used was kept
for all hospitals. Deviance from the provincial regulation was
observed in a high proportion of the small hospitals, when surgical
operations were performed with general anesthesia, theoretically

requiring three physicians in attendance, the standard was met for
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hysterectomies in 45.5% of the cases; for cholecystectomies in 25.0%,
for herniatomies in 23.0% and for appendectomies in only 15.2% of the
cases. An evaluation of end results is necessary to establish whether
such conditions of work in small hospitals are associated, in fact,
with poorer results for patients than in larger institutions.

Roemer chose to study an undeniable objective of end results:
mortality. He studied the number of post-operative deaths in conjunc-
tion with related case characteristics over a four-year period for five
common, but important operations. His conclusions are that for
herniatomies and hysterectomies, it is difficult to draw any assumed
conclusion on the comparative safety of different sized hospitals. For
appendectomies, cholecystectomies and prostatectomies, the evidence
seems clear that larger hospitals are safer than places that are small.
In his study, hospitals with less than 100 beds are designated as small.

Guntner (1963), in his paper "What Services Should Smaller
Hospitals Offer,"'stated:

When smaller hospitals consider offering new services, such
decisions must be based on sound criteria which include, the
hospital's goals, the type of medicine practiced in the com-
munity, local needs and other essentials. (p. 59)
He questioned if sound criteria is used to establish hospital services
for the community or if those responsible for planning the services
are likely to bow to pressures of community pride and competition.

In determining the needs for facilities he suggested that
first the needs of the community must be measured. It may be discovered
that citizens who require skilled nursing care outside of the acute
hospital may have a long way to travel from their homes and family to
get the service desired. Then the goals of the hospital operators must

be considered. Do they believe that provision of long-term care
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facilities is within their province? Once the responsibility is
established the extent of services can be determined.

The Committee on the Costs of Health Services in Canada was
appointed by the Minister of National Health and Welfare in 1968.
This committee established seven task forces in 1969 to examine
particular determinants of health costs (utilization, operational
efficiency, salaries and wages, beds and facilities, methods of
delivering medical care, the price of medical care and the cost of
public health services). The recommendations from these task forces
were published in three volumes. The recommendations from the task
force included: that "a full range of out-patients' diagnostic and

treatment services should be ensured in every province."

It is sug-
gested that with such facilities patients could be discharged from
hospital earlier than might be otherwise possible and would return
less frequently for in-patient care. 'Home care programs should be
expanded to become a significant component of the health care system";
such services should be recognized by the physician as a matter of
practice, and work in close co-operation with the hospital. "The level
of support offered to the physician outside the hospital should be
developed so that he will be encouraged to use such services where
medically appropriate and where no additional work load for himself

or cost to the patient is involved." It was suggested that the patient
and his family be educated to understand the benefits of such services
outside the hospital and that the physician be involved in planning

such facilities (Task Force Report on the Cost of Health Care in Canada,

Vol )i
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The Community Health Centre Project (Hastings Report) was
established in June, 1971, by the Canadian Minister of National Health
and Welfare, because of the continuing concern about the accelerating
rate of spending on health services. The project was headed by Dr.
John Hastings and the report was submitted in 1972. This committee
studied the concepts of community health centres and how they had
functioned in Canada and in selected countries. Their terms were broad
but their principal mandate was to make specific recommendations on
the provision of health services through community health centres and
the possible role which government and others might play in their
development. This committee defined a community health centre as a
"facility or intimately linked group of facilities, enabling individuals
and families to obtain initial and continuing health care of high
quality. Such care must be provided in an acceptable manner through
a team of health professionals and other personnel working in an
accessible and well managed setting--the health services must be
closely and effectively co-ordinated with the social and related ser-
vices to help individuals, families and communities deal with the many-
sided problems of living" (The Community Health Centre (Hastings
Report), Vol. 1, 1972).

The committee suggested community health centres as a way of
controlling costs, and introducing new patterns of care. They believed

that the current health system needs reorganization.

Summary

The literature gives support to the concept that social changes

are recognized as a significant factor in determining the health care
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needs of a population. Researchers have chosen different aspects of
health care for their studies, but they have used common diagnostic
variables. Anderson (1973) used the same common demographic variables
for his study of hospitalization as did Reinke (1967) in his demon-
stration of the changing demands for physicians. Feldstein and German
(1965), in their study of hospital utilization, used demographic data
but recommended that future studies should use community data in con-
junction with hospital service data. Vayda et al. (1974), in his study
to define utlization patterns, attitudes and perceived health care
needs of people living in a defined area of Hamilton, Ontario, investi-
gated demographic data, the use of existing service, and attitudes of
the people toward the service.

Spitzer (1970) reported studies on small general hospitals and
their problems. These studies demonstrated how, because of social
changes, the small hospital now exhibits shortcomings in the quality
of professional services they deliver and in the efficiency with which
these services are rendered. The Task Force on the costs of health
services in Canada (1969) examined determinants of health costs, their
chief concern was with the development of health service that would
cut down on acute care hospital services. The Community Health Centre
Project (Hastings Reporf, 1970) postulated that the current health
system needs reorganization and suggested the development of community
health centres, as a way of introducing new patterns of care.

In spite of the shortcomings identified in small hospitals,
Reilly and Legge (1980) rally to the defence of their usefulness.
Their study stated that because social changes have changed the needs

for these hospitals as they now exist, it is essential that the
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hospitals be redefined and transformed into a medical and health
centre, the matrix of health and medical care delivery of a community.

The literature supports the purpose of a study such as this
which examines the demographic characteristics of a defined population,
and the health care services provided to them by the cottage hospital
system. This study also examines the factors which the population has
reported as influencing their use or non-use of the cottage hospitals.
In addition, the opinions of health professionals as to quality and
quantity of health care in rural areas and their perceived needs for
further health services are explored. The research questions guiding
this study were formulated to provide a data base on which future

decisions can be made.



CHAPTER III

METHODOLOGY

This chapter gives an overview of the research methodology of
the study. It describes criteria used in choosing the health dis-
tricts and in selecting the sample population. It elaborates upon
the research design, the research questions, the data collection

procedure, and describes the data interpretation.

Health District Selection

The health districts selected for the study were those served
by the Burgeo Cottage Hospital (22 beds) and the Placentia Cottage
Hospital (40 beds). The following criteria were used in the selection
of health districts for the study:

1. That one would have a small hospital and the area would be
comprised of outports or fishing villages and the other a
larger hospital in a more industrial area to determine what
influence, if any, size might have on utilizationj;

2. that the means of transportation to the cottage hospitals
differ in each district;

3. that the districts be located so as to have some significant
differences in distance or availability to a metropolitan
area.

Both districts are located on the coastline. The health dis-

trict served by the Burgeo hospital has a population of 4,140 people.

35
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The population of the Placentia district is 10,845 (Census Canada,
1976). The community of Burgeo, where the cottage hospital is located,
was connected by access road to the main highway (Trans Canada) in
1981, however the other communities in the district are accessible only
by boat or plane. The nearest metropolitan area to the town of Burgeo
is 185 miles with 92 miles of unpaved road. This differs from the
Placentia area where all but one community has access by road to
Placentia where the cottage hospital is located and to the Trans Canada
Highway. The town of Placentia is 78 miles from a metropolitan area

by paved roads.

Sample Selection

In the Placentia district 99 families were selected in the
sample; these families included a total of 390 individuals, with an
average family size of four members. In the Burgeo district 34
families were selected and included 154 individuals, with an average
family size of five members.

A sample of the population was selected from all the communi-
ties in the districts served by each of the cottage hospitals in the
study. These communities all hug the coastline and have a population
range from 55 to 2,000 persons; five of them are accessible only by
boat or plane, and the chief industry is fishing.

All the communities were visited and the population of each
was obtained from Census Canada, 1976. The number of households was
then selected based on an estimated average family size of six members
(Appendix C).

The houses in these communities are not numbered and do not

have any specific identifying markings. This made it necessary to do
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random sampling; every tenth house was selected and visited. The
nature of the study was explained to the individuals who met the
stipulated criteria. Following verbal consent the interviews were
conducted by the investigator with the assistance of a trained
research assistant. One person in each of the selected households was
interviewed; when possible, this was the female head of the household.
When this was not possible a substitute was selected by the inter-
viewer. The