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mortality of the second spouse, as suggested by Rees and
Lutkins.1
None of the index patients in this study died at other sites

-that is, in the street, etc-so it is not possible to consider the
effect of such unexpected bereavements on the survival rates of
their spouses. There was no difference, however, in survival
rates between those spouses who were first aware of the nature of
the patient's illness only after the death or for less than a month
beforehand and those who had known for a longer period.

I would like to thank Dorothy Bannon and Felicity Craven for their
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Care Research Unit is supported by a grant from the DHSS.
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Letter from . . . Canada

The open hospital ajar
PETER J BANKS

British Medical Journal, 1976, 1, 702-703

The Canadian doctor has always regarded the right to admit
and treat his patients in hospital as an essential part of his
professional birthright. This has been reiterated in every CMA
statement on health insurance from the 1930s onwards. The
reason is obvious. In earlier years, with poor communications,
vast distances, and inclement weather, a small community
would build and support a hospital as a bait to obtain a doctor.
Every medical veteran, with two fluid ounces of encouragement,
can regale his juniors with horrendous tales of medical melo-
drama-the desperate emergency with no help within a hundred
miles, the fight to the hospital at night with the weather 500
below and a full blizzard. In comparison, Robert Service
appears parochially suburban. A surprising number of the stories
are true.

Later it was in the public interest to avoid a medical monopoly
within a hospital. In some provinces there is even legislation to
prevent a doctor from being frozen out of the public hospitals
by his medical colleagues. Change came first to the big cities
of the east, moving steadily west, and east to the Maritimes,
paced by the development of university hospitals with closed
teaching beds. With them came the classical town-gown
confrontations. In the larger community hospitals the specialists
began building restrictions to limit the practice of their non-
specialised colleagues and now the ultra-specialists are trying
to do the same. In the rural areas the general practitioner is still
king. The hospitals are small, the facilities variable, and any
attempt by parsimonious government to close these hospitals
in the name of efficiency or economy has always been met with
resolute public outcry. After all, the hospital payroll is often the
biggest in town.
But a Canadian town can double or treble its population in

as many decades and its hospitals grow with it. The variegated
cutters usually move in first and, in the interests of high surgical
standards (generously bolstered by personal self-interest), they
soon set up credentials committees to limit the field. The
physicians have a more difficult time, but the multiplication of
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special diagnostic techniques gave them an edge, and now, with
the rapid development of specialised units for coronary care,
intensive care, renal dialysis, metabolic disease, or anything
else that human ingenuity can devise, they are rapidly coming
into their own. The general practitioners, feeling the pressure,
metamorphosed into family doctors, developed a hopefully
prestigious college of their own, and lobbied for departments
of family medicine in the teaching centres and in the large
community hospitals. One beloved euphemist in the wild west
advertised to the public that he was a "general specialist."
As a result, general practice, particularly out of hospitals,

is now more than holding its own. As always, the real reasons are
economic. Firstly, the public, tired of being bounced from
specialist to specialist, demanded an entry into the health care
system through their very own family doctor. Secondly, the
provincial fee schedules were manipulated to make general
practice fiscally rewarding as well as just hard work. The
schedules were also altered to pay consulting fees only for work
referred by family doctors, thus discouraging the specialists
from providing direct personal service "off the street."

Precarious balance

In the hospitals the balance remains precarious. The family
doctors admit their cases and visit them. Consultants are called
in by them subject to the requirements of the local hospital
bylaws. Major surgery is progressively done only by specialists,
and the specialised units are staffed exclusively by experts.
The effects of this mix are both good and bad.
The benefits include the continuous education of all: general

practitioners by specialists and, particularly concerning the
individual patient, specialists by family practitioners. A large
hospital may be well run with only a handful of junior, salaried
doctors. This is economical. The intern staff get plenty of
experience and there is a place in the community for the good
ones at the end of their term of office. The specialists and
consultants cannot keep their junior colleagues out of open
competition and therefore they have to give good service, keep
up-to-date, and stay humble. Successful surgeons sometimes
avoid this last requirement, but that is genetically universal.
The patients get the benefit of continuity of care from their
own doctors combined with the skills of their specialist col-
leagues.
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The bad effects include a nightmare for the hospital adminis-
tration. Administrators like to remain in control; with a staff
of several hundred doctors some of whom attend the hospital
only infrequently, this is difficult. Standards are hard to
monitor and, where there are several hospitals in town, a doctor,
at cross purposes with one administration, may shift his practice
to another. There exists the possibility of multiple mutual
back-scratching relationships within the institution. Occasional
conflicts arise about who is doing what to whom and when. In
such an open hospital continuous medical audit of performance
becomes an absolute necessity and this is very time-consuming
if it is to be done properly.
The overall result of the open hospital system is that there is

every incentive for the standards of medical care to improve.
Family doctors working in such hospitals take their knowledge
with them into the community. They cannot refer away their
mistakes. They follow them into hospital. The specialist, and
particularly the consultant, faces tough competition and, if his
work falls off, so does his income.

Strength of Canadian medicine

Between the small rural hospitals, on the one hand, and the
closed university hospitals, on the other, the large community

hospitals remain the strength of Canadian medicine. It is here,
however, that the balance is unstable. Governments at all levels
are looking for every way to reduce costs. Hospital construction
is slowing and in some provinces they are already closing some
down. The pressure for beds and work increases, particularly in
the cities where doctors and their wives like to make their
homes. In the name of redistribution of medical resources the
perennial "I'm all right Jacks" try to limit the competition in an
effort to obtain security. They now find an ally in the politicians.
In British Columbia this year the College of Physicians and
Surgeons has passed a regulation that immigrant doctors must
practise in Northern British Columbia, and the Minister of
Health applauded the decision. The Department of Human
Rights are up in arms and I hope their point of view prevails.
You either have a free system of open hospitals or you don't.
Regulations to limit competition must remain minimal, other-
wise the whole argument for fee-for-service payment for hospital
specialists goes out the window and with it their independence
and the open hospital.

In a wide open democracy like Canada with an uncontrollable
press such a challenge to medical democracy will only give
strength to those who wish to bring about their own particular
brand of cultural revolution, and we have enough of them
already.

Problems of Childhood

Squint

BRIAN HARCOURT

British Medical Journal, 1976, 1, 703-705

Squint and strabismus are synonymous terms used to describe
conditions in which there is a tendency for the two eyes not
to be simultaneously directed towards the object of regard.
They result from some derangement of the binocular fixation
reflexes which normally enable the eyes to be used together
without strain, allowing stereoscopic vision. When the stimulus
to maintain binocular single vision overrides the tendency for
the eyes to become dissociated the strabismus is said to be
latent, and this gives rise to eyestrain. When the eyes cease to
fixate together the squint has become manifest. Squints usually
arise in early childhood when the binocular reflexes are being
acquired. If appreciable latent deviations are included as well
as manifest deviations then squint has been reported as affecting
6-8% of children examined at the age of 6. Strabismus arising
de novo in adult life is much rarer and then quite often indicates
serious systemic disease.

Paralytic squint

Disorder of the motor side of the fixation reflexes affects
the action of the extrinsic ocular muscles and leads to squint
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on account of some limitation in the range of ocular movements.
Such a squint is termed paralytic or incomitant and is most
important as a sign of neurological disorder. Its distinguishing
feature is a variation in the angle of squint in different direc-
tions of gaze. For instance, a left lateral rectus palsy due to
sixth cranial nerve weakness produces a convergent squint
which is maximum on looking towards the left and may be
entirely absent on right lateral gaze.

Concomitant squint

Much commoner is concomitant squint in which there is
no limitation in the movements of the eyes so that the squint
is equally present in all directions of gaze, although its angle
may vary between near and distance fixation. This type of
squint is caused by derangement of the sensory side of the
binocular fixation reflex or of the central co-ordinating mech-
anism. When an eye is blind or at least has very poor central vision
there is no stimulus for fusion of the two retinal images so that
the eyes drift into an uncoordinated rest position. In adults
that is a position of divergence, but owing to strong accom-
modation in childhood such a defective eye usually exhibits
a convergent squint. Sometimes the cause of the visual defect
may be obvious from extemal ocular examination-for instance,
dense corneal scarring. But in other patients the affected eye
may appear normal and the presence of a squint may then be the
first indication of very serious intraocular disease. For example,
squint is the presenting sign in at least a quarter of all cases of
retinoblastoma.
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