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A clear consensus exists today 
in Canada, that we need major 
health system reform to 

improve quality, safety and value for 
money. However, we remain polarized 
on one critical issue: Is the way in 
which the practice of medicine in Can
ada is governed and remunerated a 
structural impediment to major health 
system reform aimed at improving 
lagging performance? There are two 
conflicting responses.

In their reports delivered to the 
governments of Ontario and Canada, 
respectively, in recent months, the 
Price and Naylor committees concluded 
that governance and payment for phys
icians need a major overhaul. Doctors 
must become accountable to the health 
systems and the patients they serve, 
with forms of payment that will 
re munerate them to provide higher
quality and more timely services and 
that will hold them more directly 
answerable to health system organiza
tions for their performance.1,2

In contrast, provincial medical asso
ciations still defend the current status of 
doctors as independent contractors, not 
directly accountable to the health care 
organizations and regional health 
authorities within which they work, 
along with the feeforservice model of 
remuneration. Some individuals go fur
ther, attacking the principles and regu
lations underpinning medicare. Van
couver physician and former president 
of the Canadian Medical Association 
Dr. Brian Day has launched a lawsuit 
against provincial restrictions on dual 
“public–private” practice and private 
health insurance for medicare services. 
In his view, these rules prevent the pro
vision of timely, highquality medical 
care and breach fundamental individual 
rights as protected under the constitu
tion.3 Dr. Noel Doig, a Saskatchewan 
family physician and antimedicare 
activist in the 1960s, recently argued 

that medicare itself is responsible for 
the poor quality of Canadian health 
care and that we need to return to a pre
medicare status quo, where patients pay 
physicians directly to ensure patient–
physician accountability.4 

To understand the context of this 
debate, we need to go back to the very 
beginning, to 1962, when universal 
medical care coverage was first intro
duced in Saskatchewan, on the heels of 
a bitter 23day doctors’ strike that 
divided the population and attracted 
worldwide attention (Figure 1). The 
strike produced a stalemate between the 
provincial government and the doctors, 
which was only resolved through a 
negotiated compromise known as the 
Saskatoon Agreement.5

At the time, the quid pro quo seemed 
simple. In response to concerns about 
clinical and professional autonomy, the 
provincial government allowed doctors 

to extrabill or even opt out of medicare 
and to make feeforservice payment 
the dominant form of remuneration. 
Administering a billing system based 
exclusively on feeforservice physician 
practice, the Saskatchewan government 
would end up choking off the growth of 
community clinics that included other 
health care providers in interprofes
sional group practices. 

Following the same administrative 
model when setting up their own medi
care schemes in the late 1960s and early 
1970s in response to federal costsharing, 
other provincial governments joined Sas
katchewan in giving physicians a virtual 
monopoly to provide all medical care ser
vices, a privileged position that organized 
medicine has, understandably, been 
reluctant to give up.

Seen as a difficult compromise for 
both sides at the time, there were some 
antimedicare as well as promedicare 
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Legacy of the doctors’ strike and the Saskatoon Agreement
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Figure 1: On July 11, 1962, in the midst of the province-wide doctors’ strike (July 1–23), an 
anti-medicare demonstration, attracting about 4000 people, was held in front of the Sas-
katchewan legislature, in an effort to get the province’s CCF (Co-operative Commonwealth 
Federation) government to halt implementation of universal coverage for medical care. 
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activists who seriously questioned the 
arrangement in the 1960s. By the 1970s, 
the questions had faded, and the terms 
of the deal had become part of the work
ing assumptions of the Canadian sys
tem — with one exception. Physician 
extrabilling intensified to the point that 
it became a serious impediment to 
patient access in some provinces. On the 
basis of Justice Emmett Hall’s report to 
the federal minister of health,6 the fed
eral government finally took action and 
passed the Canada Health Act, which 
officially discouraged extrabilling and 
user fees. By threatening reductions in 
its cash transfers to the provinces, the 
federal government convinced provincial 
governments to halt extrabilling, and 
the practice faded by 1987.7

In the 1990s, most provincial gov
ernments introduced regional health 
author ities, to begin managing health 
services with a view to better coordina
tion and integration across the con
tinuum of care, and thus to improve 
quality and efficiency. However, doctors 
were not held accountable to the new 
organizations. Instead, they continued to 
be paid directly by provincial ministries of 
health, mainly on a feeforservice basis, 
a direct result of no government being 
willing to upset the apple cart of the 
Saskatoon Agreement.

By the turn of the 21st century, Can
adians had made their dissatisfaction 
with the quality of care and timeliness of 
delivery well known. Federal and pro
vincial governments commissioned 
reports to find out what was wrong. In 
2002, the Romanow Commission rec
ommended major changes to physician 
accountability and remuneration as part 
of a national health reform agenda.8

On the ground, however, hardly any 
provincial government was willing to 
take on the sacred cow of the Saskatoon 
Agreement. The one exception was 
Ontario, where the government, working 
with the Ontario Medical Association, 
created a “coalition of the willing” in pri
mary care. In return for higher remunera
tion, physicians entered group practices 
based on salary or capitation — a pay
ment based on the size of the enrolled 

patient population — supplemented by 
(or “blended” with) other forms of remu
neration, including some feeforservice. 
Doctors who preferred feeforservice as 
their main form of income could still get 
higher pay by joining group practices 
built on the traditional feeforservice 
model. In all of the new primary care 
models, however, governance and 
accountability remained the same: pri
mary care doctors continued to operate 
as independent contractors with no direct 
health system accountability.

This same accountability applies to 
specialists in Canada. They do not work 
for the hospitals and health regions in 
which they practice. Instead, they remain 
independent contractors accountable to 
their own regulatory bodies but not to the 
organizations responsible for providing 
their services to patients.

In his history of the National Health 
Service (NHS), Rudolf Klein referred to 
a similar social compact in the United 
Kingdom. The British government con
sidered the “secret garden of profes
sional autonomy” sacrosanct until bud
get cutting and internal market reforms 
under Margaret Thatcher marked a 
reorientation of the NHS from “producer 
to consumer values” in the 1980s.9 Of 
course, professional autonomy could 
only mean physician autonomy in the 
context of the NHS, given the status of 
nonphysician clinicians (e.g., nurses) as 
salaried employees of the NHS.

Despite their ideological differences, 
subsequent Conservative and Labour 
governments in the UK have continued to 
put users ahead of producers in their 
ongoing reforms of the NHS. Although 
this has made life difficult for both clin
icians and managers, performance has 
improved steadily, to the point that, 
according to the most recent Common
wealth Fund international survey,10 
the UK has consistently outperformed 
10 other countries within the Organisa
tion for Economic Cooperation and 
Development on a group of common 
quality, access, efficiency and equity indi
cators. As we are now so painfully aware, 
Canada scored near or at the bottom on 
these same indicators, a result that added 

considerable fuel to the already burning 
concerns about the state of health care 
delivery in Canada.10

We will have to enter the secret gar
den of physician autonomy as part of 
health reform in Canada. As the found
ing bargain, the terms of the Saskatoon 
Agreement have been difficult to change. 
This bargain may have given Canada 
great stability in terms of its health sys
tem but at the price of making health 
reform far more difficult than in other 
comparable countries, such as the UK. 
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