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N.P.’s and nurse clinicians-new players 







 Blend of primary care & public health 
 

 Started in 1950’s; South Africa, Israel 
 
 Basis for Alma Ata charter: WHO-UNICEF 

 
 US and UK -community health and general 

practice  movements 



 
 
 
Knowledge of patient population 

 
◦ Health and demographic  trends, 

 
◦ Disease pattern and cost- benefit of interventions 

 
 
 
 
 



 
 

Consumer participation in local health policy 
  eg. board of patient rep.’s 

 
Training of local people as clinic staff 
 
Teams -clinicians and non-clinician members 
 

 





 Doctors on salaries 
 Continuity: from well- baby to elderly 
 Home visits 
 Multidisciplinary team 

 
 Borrowed from studying model of 

neighbourhood clinics like Pt St Charles. 



 Family medicine  
 

 Public health  
 

 Epidemiology 
 

 ( N. Steinmetz sent my Dean  MacGregor on 
fact-finding clinic tour in U.S and U.K.) 



 Urban poverty and pre-socialized medicine; 2 
doctors: 18,000 patients 
 

 26% of residences - no shower or bath 
 
 factory closures-welfare and unemployed 

 
 50% less than 5 years schooling; 80% dropout 

rate in high school. 
 

 Mtl Diet Dispensary study $145-200 family of 5 





 Living conditions and health: with special 
reference to low income areas of Montreal- 

 (tool for the board and community organizers) 
 

 Correlate  illness and death with income and 
living conditions 

 
 Literature review plus  study of Montreal 

Health Dept statistics for Ahuntsic  vs. Pt St 
Charles/St Henri/Ville Emard. 
 
 





 2X  rates for overall mortality rates- CV, 
cancer; 3X infant mortality rate; 
 

 5 X pediatric hospitalization rate for  
◦ TB, pertussis, pneumonia, gastroenteritis. 

 
Psychiatric disorders, dental disease, 

deficiency diseases, diabetes, industrial 
accidents and illness: all much more 
prevalent. 

 



 
 nutrition education, collective kitchen  & community garden 

 
 Dental and optometry programs,  

 
 Health education outreach- 

 
 People’s mobile clinic and home visit progam 

 
 Community psychiatry- 

 
 Occupational health_ 

 
 





 “The best form of providing health protection 
would be to change the economic system which 
produces ill-health, and liquidate ignorance, 
poverty and unemployment.   »  Norman Bethune 
 
 
 
 



 « The improvement of living conditions is thus a 
legitimate concern of health workers and health 
clinics. This will require a greater amount of 
radical political education of health personnel 
and of the community. A narrow view of health 
and medicine is obsolete; we must now be bold 
and imaginative «   J. Semiatycki 
 

 (Professor and Canada Research Chair in 
Environmental Epidemiology and Population 
Health, 
Guzzo Chair in Environment and Cancer, 
University of Montreal 





 1967 -2nd and 3rd year medical students 
 

 glaring issue of urban poverty; War on poverty in USA  
 
 Curriculum dissatisfaction : 

 
◦ trend toward hospital-based specialisation 

 
◦ training in amb. care via hospital OPD: “crisis health care . for the 

poor” 
 

◦ “while people in Pt. St Chas. ignorant of the use of a toothbrush, 
huge expenditure on organ transplantation” 
 

◦ No community medicine, psychiatry, family practice, public health 
 



 supportive Dean of Medicine 
 

 Lots of faculty support: 40 staff physicians 
from the MGH, RVH, MCH 
 

 “Project in Community Medicine”- 10 week 
placement for 2nd, 3rd or 4th year.  
 

 Incorporated community medicine into the 
behavioural science course. 
 







 Involve the community  to affect lasting improvement 
 

 Have a council of community rep.’s  take over the 
running of the clinic. 
 

 Aim for 24 hr coverage, home visits, salaried md, 
 local input, local hiring, preventive family –centred 

services.  
 

 Work in a multidiscsiplinary team; 
 

 Expose students to public health, epi and community 
medicine. 
 
 



 Community leaders already there: PACC, 
PEAK, St  Columba House, M.T.C., ADDS 
 

 History of community activism fighting slum 
landlords,  City Hall: 

 eg. autoroute, speed zones, school issues. 
 

  patient board of directors elected at annual 
assembly ; decides all program and policy 







 Women leaders from community- de facto social 
workers, health educators, basic nursing: 1st aid, 
counselling and prevention.  
 

 (later, with funding for full time nurses, FHW 
became social workers)  
 

 Training program: visits to welfare court, divorce 
court, police, diet dispensary, AA, statistics 
regarding the demography of the community:  
income, employment,   housing 
 
 

    
 

        
   

 
        

  
 

     
     

       
     

 



 Course in basic anatomy, physiology,  
 

 common chronic illnesses: CV, cancer, COPD, TB,  diabetes, 
mental illness 
 

 pre and post natal care, labour and delivery, post-partum 
checkup, basic dressing and wound care 
 

 Smoking cessation,  rat and cockroaches management  
 

 Infant feeding, immunization, ethics, family planning, first 
aid, etc etc 
 

 Visits to Douglas, Shawbridge, MGH and MCH opd’s, home 
care programs, emergency departments 
 



 Sectorized teams with doctors, nurses, T.C. 
community organizors,  
 

 Links with St Mary’s, rounded on our patients. 
 Links with Douglas-opd for psychiatry 

 
 Nurse were trained as de facto NP’s with 

considerable opposition  from the OIIQ 
 

 « Soviet style medicine »Augustin Roy, 
(president of the Ordre Professional des 
Medecins de Québec) 





 
 Doctors, nurses, T.C.’s all worked together 

come up with solutions to collective 
problems: 
 

 Preventive activities,  
 

 self-help groups   
 

 community organizing 
 
 
 
 



 
Action Santé-community psychiatry 
◦ Large numbers of isolated psych patients 
◦ Integrated into housing coops and supervised 

rooming houses 
◦ Lot of and mixing with groups of non psych 

patients:activity days, community BBQ, outings to 
the country 

  
Santé au travail (get details from Bruce) 

 
 
 
 







 No health worker does things that can be 
competently done by someone with less 
training 
 

 My next job was with the next speaker 
 

 A pioneer in her own right in community 
nursing 
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