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Articles

History of Geriatrics in Canada

DAVID B. HOGAN

Abstract. Specialization is a pervasive movement in medicine. How special-
ties develop is a complex phenomenon and does not depend solely on the
growth of knowledge. The history of geriatrics in Canada is presented as an
example of specialization in our country. The gestation period extended over
decades. Practitioners moved from partial specialization to a full-time practice in
the care of older patients. Opposition to the emerging specialty was mounted by
established fields of practice. The choices made by the leaders of Canadian geri-
atrics molded the evolution of the specialty and have contributed to its precar-
ious status at the present time. 

Résumé. La spécialisation constitue un phénomène majeur de l’histoire de la
médecine. Le développement des spécialités a suivi des voies complexes, et il ne
s’explique pas uniquement par l’avancement des connaissances. L’histoire de la
gériatrie au Canada est présentée ici comme un exemple de la spécialisation
dans notre pays. La période de gestation de la gériatrie s’y est étendue sur des
décennies. Ses praticiens sont passés d’une spécialisation partielle à une pra-
tique consacrée à plein temps au soin des patients âgés. Une opposition à cette
spécialité en émergence s’est manifestée au sein des champs de pratique étab-
lis. Cette opposition et les choix faits par les leaders du champ ont orienté l’évo-
lution de la gériatrie canadienne et contribué à son statut précaire actuel.

The history of geriatrics in Canada has attracted little attention to date.1 In
this paper we will examine the early years of Canadian geriatrics, empha-
sizing developments in English-speaking Canada up to 1981. While some
date the start to the 1970s,2 the story is longer. Table 1 shows the number of
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articles published in the Canadian Medical Association Journal (CMAJ) deal-
ing with aging and the aged between 1911 (when the CMAJ began publi-
cation) and 1980. The number of papers grew from the middle of the last
century. We’ll start with an examination of geriatrics as a specialty and
then discuss the activities of expatriate Canadians in the United States. The
history of geriatrics in Canada will be divided into sections dealing with
partial specialization; developments in the provinces of Quebec, Ontario
and Manitoba; the role played by Veterans Affairs; the initial response of
academic medicine; the move towards full-time practice; and the tortuous
path taken to the formal recognition of geriatric medicine as a subspe-
cialty of internal medicine.

Specialization is a pervasive movement in modern medicine. Most
specialties are organized around organ systems, but some are based on
sociodemographic factors. While the increase in the number of older
people during the 20th century focused attention on their care,3 geriatrics
as an age-defined specialty does not fit easily within the predominantly
organ-based organizational structure of medical specialties. It has been
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Years Number of Articles

1911-1915 1
1916-1920 0
1921-1925 0
1926-1930 2
1930-1935 1
1936-1940 4
1941-1945 5
1946-1950 3
1951-1955 10
1956-1960 36
1961-1965 19
1966-1970 29
1971-1975 13
1976-1980 48

Number of articles published in the Canadian Medical Association Journal
between 1911 and 1980 (inclusive) indexed under the terms “aged,”
“aging” (excluding papers dealing with infants, children or adolescents),
“elderly,” “geriatrics,” “old age,” “senile,” or “senescent.”

Table 1



called “a specialty of little definition and less appeal.” In addition to the
challenges faced in delineating its scope of practice, those who advocated
for its recognition often described older patients as “highly undesirable
and incurable.”4 Ignatius Nascher, who coined the word “geriatrics,”
described older patients as being “for all practical purposes…useless.”
Their “appearance is generally unesthetic, their actions objectionable,
their very existence often an incubus to those who in the spirit of
humanity or duty take upon themselves the care of the aged.” Nascher
acknowledged the “natural reluctance [of physicians] to exert [them-
selves]…for those who are economically worthless and must remain so,
or to strive against the inevitable.”5 Diseases in older patients were
viewed as “inevitable and irremediable.” In constant need of medical
attention, seniors were felt to be generally unresponsive to therapy.6

Even in the United Kingdom, where geriatrics is now the largest sub-
specialty of internal medicine, physicians were ambivalent about
whether diseases and their therapy were sufficiently different in older
patients to justify specialization. There was concern about the risk of
“isolation from mainstream medicine.”7 Lord Amulree, the first Presi-
dent of the Medical Society for Care of the Elderly (later renamed the
British Geriatrics Society), wrote in 1951 that he had “no intention of
suggesting the establishment of a specialty of ‘Geriatrics.’” While agree-
ing that it may be necessary to care for older patients on “geriatric”
wards, he said they “must never be the patients of ‘Geriatricians.’”
Twenty years later, he “hesitated to refer to it as a ‘specialty.’”8

Geriatrics has faced persistent opposition from within the medical
profession. This might be due to a perceived threat from the field to
existing practitioners and/or the subconscious fear of physicians to their
own aging. Barriers to the growth of the field include ageism, insufficient
exposure to it by students and residents, lack of research stature, the poor
perception of geriatrics held by some medical leaders and the absence of
any reimbursement advantage for taking additional training. In the US the
financial return for obtaining additional training in geriatrics is negative—
internists who take additional training make less money on average than
those who don’t.9 As Robert Kane says, “The prospect of working hard for
less money is not a strong recruitment device.”10

THE EXPATRIATES

In the 19th century Charcot wrote that “the importance of a special study
of the diseases of old age would not be contested.”11 Nevertheless, interest
in geriatrics developed slowly. A 1914 CMAJ review of Nascher’s textbook
on geriatrics called attention to the unattractiveness of older individuals:

The aged poor are nothing more than an encumbrance. Their passing is a neg-
ative relief to their relatives, a positive relief to themselves. The irony of the
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matter amongst the rich is that their taking off is usually of positive value to
themselves and their relatives as well. For them there is an end to misery; for
their relatives an end to care, and the possibility, if not the certainty, of sharing
in an inheritance.12

At this time specialization in geriatrics would have seemed an absurd
notion. Canadians would have agreed with the contemporary American
physician Frederick Shattuck, who as a sarcastic aside in a paper on
“specialism” wrote, “Why not a Chair in medical schools for the disease
of old age as well as for the diseases of children?”13

The US has long been a magnet for Canadian physicians and re-
searchers, and Canadians who moved there played important roles in
shaping attitudes towards the aged and in developing American pro-
fessional organizations.14

On February 22, 1905 the 55-year-old William Osler (1849–1919) gave
his farewell address to the Johns Hopkins School of Medicine. In it he
talked about the comparative uselessness of men over 40, the uselessness
of those over 60 and “the incalculable benefit it would be in commercial,
political and professional life” if men “stopped work at this age” (60). In
an intended humorous aside, Osler referred to Anthony Trollope’s novel
The Fixed Period, which he inaccurately said dealt with the advantages of
a “peaceful departure by chloroform” after reaching 60 years of age. His
comments created a storm of controversy as he was quoted as saying he
favoured the chloroforming of the aged. While “heartedly sorry for the
many old people who were hurt by the outcry,” he truly believed what
he said. He had an “exaggerated belief in the inevitable deterioration of
the human brain as age advances.” Osler was “passing severe judgment
on the normal consequences of aging” and he “preached the virtues of
turning away from age and the aged.” 15 This was shown by his chang-
ing comments about pneumonia found in the various editions of The
Principles and Practice of Medicine. In the first two Osler referred to pneu-
monia as “the special enemy of old age” but by the third edition (1898) it
had become “the friend of the aged” as it could lead to death by “an
acute, short, not often painless illness,” allowing the older patient to
escape the “cold gradations of decay” (the source of this quote was
Samuel Johnson’s verses on the death of Robert Levet). Weisse specu-
lated that Osler’s beliefs had a negative impact on how physicians dealt
with the aged. His outlook is surprising as his family had an “enviable
longevity” since his father died when 89 and his mother in her 101st
year.16 Nevertheless, Osler’s attitudes reflected those commonly held
by contemporary physicians.17

The Canadian Lewellys Barker (1867-1943) followed Osler to Johns
Hopkins and succeeded him as Professor of Medicine in 1905. When 65
he gave an address on “The Senile Patient” subsequently published in
the Annals of Internal Medicine. He differentiated physiological from
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pathological old age. Physiological old age represented our biological
limit, leading to death between the ages of 90 and 100. It was rarely
encountered as most people died earlier from either “harmful environ-
mental influences, or of inherent pathological defects.” Barker felt a
physician should actively seek for the causes of pathological old age but
be “free from the illusion that we can transcend the limits of the possi-
ble.” He recommended periodic health examinations for all over the age
of 55. In 1936 he wrote Live Long and Be Happy: How to Prolong Life and
Enjoy It. While he saw the need for a small number of specialists in geri-
atrics, Barker felt that all physicians should receive training in geriatrics
and “do everything in his power to aid in their solution [the problems
associated with old age].”18

Another expatriate leader was Edmund Cowdry (1888-1975), born in
Fort MacLeod, Alberta. A graduate of the University of Toronto and the
University of Chicago, Cowdry held positions at the University of
Chicago, Johns Hopkins, the Peking Union Medical College, and the
Rockefeller Institute before settling at Washington University in St. Louis.
In 1937 Cowdry convinced the Josiah Macy Jr. Foundation to fund a
conference on aging research, and the published proceedings, Problems
of Ageing (1939), heralded “the emergence of gerontology as a field of sci-
entific inquiry.” In 1944 Cowdry called for “special and intensive instruc-
tion” in geriatrics for all medical trainees and the creation of a cadre of
geriatricians to assume responsibility for this curriculum. He advocated
the recognition of geriatrics as a specialty in 1957: “Geriatrics is where
pediatrics was 40 years ago. It has been the unwanted child.… Medicine
has shunned geriatrics. It has viewed the elderly patient as a bad pay
risk. It has misdiagnosed and maltreated him.” At 70 years, Cowdry
wrote that while the “establishment of a specialty of geriatric medicine
runs counter to the still widely held opinion that the principles of med-
ical care…are the same at all ages,” the actions taken “must be adjusted
to the medical needs of elderly people.” Cowdry advised fellow seniors
to seek care from “an internist accustomed to the long-term care of
patients…[preferably] an older, experienced physician who has treated
him a number of years.”19

Willard Thompson (1899-1954), born in Fredericton, New Brunswick,
was educated at Dalhousie and Harvard, and served as President of the
AGS from 1951 until his death. He was the founding editor of the Journal
of the American Geriatrics Society. He saw two major challenges facing
physicians—“the care of the aging population and a concentrated attack
on the causes of aging.” His wife, Phebe Thompson, was equally remark-
able. An early medical graduate of Dalhousie, she passed away in her
102nd year. She had a nearly 30-year association with the Journal of the
American Geriatric Society, retiring as a consulting editor in 1982 when she
was 85 years old.20
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PARTIAL SPECIALIZATION

Cowdry felt that progress in gerontology occurred through “a few gifted
and inspired persons devoted heart and soul…and a large number of
individuals who have other duties to perform from which they generally
earn a living.” One of the hallmarks of the early years of Canadian geri-
atrics was the prominent role played by the latter. This pattern of partial
specialization has been seen with other specialties like pediatrics.21

There are numerous examples of the historical linkages between
Canadian and American medicine. The first code of ethics of the Cana-
dian Medical Association (CMA) in 1868 was based on an earlier code of
the American Medical Association. Until 1959 the accreditation of Cana-
dian hospitals was done first by the American College of Surgeons and
then the Joint Commission on Accreditation of Hospitals. Medical edu-
cational standards of the two countries have been “virtually the same”
since the Flexner Report of 1910. During the 1950s the organization and
financing of medical care in the two countries began diverging. In his
inaugural editorial Thompson had written that AGS membership was
open “to physicians in Canada.” As there was then no equivalent
national organization, Canadian physicians gravitated towards the AGS
where they played a significant role—excluding Thompson, four Cana-
dians served as its President (E. D. Sherman 1963-64, R. C. Laird 1973-74,
I. M. Hilliard 1980-81, B. L. Beattie 1985-86). In 1970 there were approxi-
mately 400 Canadian members.22

During the first half of the 20th century there was little apparent
interest about aging in Canada. Newspapers rarely mentioned either
gerontology or geriatrics,23 and only a handful of articles appeared in
Canadian medical journals during this time (see Table 1). A persistent
sentiment in Canadian medicine was that geriatrics should be integrated
within established fields of practice. For example, Ronald Bayne wrote
that “since the care of old people largely devolves upon the general
practitioner, he must be, among his other specialties, a ‘geriatrician,’ able
to treat acute and chronic disease and give rehabilitation at home or in
hospital.” In 1964 a Canadian internist, Theodore Rose, was quoted as
saying that geriatrics was “an imposing term for something non-exis-
tent.” Even Gordon Fahrni, the first patron of the Canadian Association
of Gerontology (CAG), felt that “geriatrics is not a specialty.” Physicians
like Gilbert Rosenberg, J. A. MacDonell, and Ronald Bayne faced daunt-
ing challenges when they began creating a niche for a full-time geriatric
practice during the middle part of the last century.24

PROVINCIAL AND FEDERAL DEVELOPMENTS

Established in 1944, the Gerontologic Unit at the Allan Memorial Institute
in Montreal was the first facility of its kind in the world. The contro-

136 DAVID B. HOGAN



verisal Head of Psychiatry at McGill, D. Ewen Cameron, viewed growing
old as “an immemorial grief for mankind” and meant “to master this
business of aging.” The first directors of the Unit were Karl Stern and
Martin Hoffman, who were succeeded by Vojtech Kral (1903-88) who
remained director for 19 years. A pioneer in geriatric psychiatry, Kral
was known for his description of the benign and malignant types of
senescent forgetfulness.25

Two specialists affiliated with the Rehabilitation Institute of Montreal,
E. David Sherman (1908-84) and Gustave Gingras (1918-96), played
important roles in Canadian geriatrics, with Sherman serving as Presi-
dent of the AGS. In 1962 the CMA had established a Standing Commit-
tee on Aging, which Sherman chaired from 1963 to 1967. Sherman had
reservations about recognizing geriatrics as a specialty and in 1971 he
stated, “Whether geriatrics should eventually become a medical specialty
like paediatrics remains a controversial issue.” By 1984 he agreed that a
limited number of “regional consultants and full-time geriatricians are
urgently required as advisors and policy-makers” and felt that “every
physician (internists in particular) should nowadays possess a solid foun-
dation” in the care of older patients.26

Gingras called geriatrics “the socioeconomic problem of the end of
this [20th] century” and provided critical support behind the scenes to
the field’s development. During the Sherman and Gingras eras, physi-
cians interested in rehabilitation and aging often joined forces. For exam-
ple, the CMA Committee on Rehabilitation (chaired by Gingras) and
Committee on Aging (chaired by Sherman) held a joint meeting in 1964.
Other rehabilitation specialists such as Brock Fahrni and Talamge Hunt
aided in the development of Canadian geriatrics.27

According to the Ontario Homes for the Aged Act (1949) every munic-
ipality in the province was to maintain a home for the aged. This led to
a building and renovation program across the province. In 1953 William
W. Priddle was appointed Consultant in Geriatrics to the provincial
Department of Welfare to aid in the development of a medical service for
these homes. Priddle began “attempting to stimulate interest in the reac-
tivation of elderly people” and focused attention upon the frequent
transfer of residents to nearby hospitals. A 42-bed ward at the Toronto
Western Hospital was opened in 1961 to accommodate acutely ill resi-
dents of the Metropolitan Toronto Homes for the Aged and, if beds were
available, private and semi-private patients over 65 years of age. The
ward was designed to provide better care to older patients.28

In 1958 Priddle chaired an Advisory Committee on Geriatric Studies,
which established the Geriatric Study Center at Lambert Lodge that
year for training and clinical research. Lambert Lodge was not a desired
location. Originally built in 1914 as a factory, it was converted into the
Christie Street Military Hospital in 1918. During the Second World War

History of Geriatrics in Canada 137



protests arose about overcrowding, inadequate equipment and supplies,
and the poor quality of care provided in the Hospital. This led to the
building of a new hospital for veterans at Sunnybrook that opened in
1948. The older facility was converted into a 710-bed home for the aged
and became an embarrassment to the City of Toronto, being termed “an
old dump” by city aldermen. The space used by the Geriatric Study
Centre was described as a “maze of small offices and smaller consulting
rooms.” It closed in 1975, more than 40 years after the first public protests
about its inadequacies.29

In 1955 the Ontario Geriatrics Research Society (renamed the Cana-
dian Geriatrics Research Society in 1975) was co-founded by Priddle
and a prominent businessman, Harold Shannon. By 1981 the Society
was providing $650,934 in research support. Unfortunately it was unable
to maintain itself and dissolved in 1990. One of its last assets was the J. W.
Crane Memorial Library of Gerontology and Geriatrics, which was
moved to Winnipeg in 1990.30 (This explains the minor mystery of how
a library named after a former Dean of the UWO ended up in Manitoba.)

How important were these activities? It has been claimed that “this
pioneering effort was confined to Toronto and its immediate surround-
ings” while others felt they “aroused world-wide interest.” The Geri-
atric Study Centre and the acute geriatric ward at the TWH were “firsts”
for Ontario.31

Other developments in Ontario during the 1950s and 1960s included
the growth of the Baycrest Centre for Geriatric Care in Toronto, the estab-
lishment of a day center at the St. Peter’s Centre and Chronic Care Hos-
pital in Hamilton and the creation of a Section on Geriatrics in the Ontario
Medical Association. The forerunner of the Baycrest Centre was the
Toronto Jewish Old Folks Home established in 1918 by the Ezras Noshem
Society. The Baycrest Centre evolved into a unique facility with integrated,
multiple levels of care (the Baycrest Terrace, Jewish Home for the Aged
and Baycrest Hospital) and a day care program (established in 1959).32

Manitoba was a national leader in the design of co-ordinated, com-
prehensive services for older persons. These developments were in-
fluenced by the British geriatrician, Lionel Z. Cosin. The Winnipeg
Municipal Hospital (renamed the Riverview Health Centre in 1993)
converted its Tuberculosis division into a geriatric centre that included
a day hospital (Canada’s first), intermittent readmissions, assessment,
and rehabilitation.33

The Department of Veterans Affairs (DVA) has been an important
supporter of geriatrics. In 1951, W. P. Warner, J. C. Meakins, and Wallace
Wilson established assessment and rehabilitation boards in DVA hospi-
tals across Canada which were early examples of the comprehensive
assessment of an aging patient.34
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“SYMPATHETIC CONSIDERATION”—CANADIAN MEDICINE AND GERIATRICS

From mid-century on there was increasing interest in aging, although
old age was seen as an inevitable hardship. The “best that can be accom-
plished is to enable an individual to live to the age at which he or she
naturally begins to break down.” Seniors were seen in a negative light.
For example, Bergen Evans in Saturday Night wrote “That wisdom
increases with age is one of mankind’s oldest and most pathetic fallacies”
and “Few of the old are so fortunate as to have anyone who cares
whether they eat or not.”35

With its welfare state platform, the federal Liberal government of this
era aimed for a “retirement without worry” through financial support
programs accompanied by a national plan for health care that would
“wipe out the fear of heavy medical bills.” Yet Medicare didn’t put older
Canadians at the head of the queue; the government’s policy was that a
“programme to help the aged and the infirm can be put into operation as
we move forward in other fields.”36

The provision of medical care to residents of long-term care (LTC)
facilities attracted a good deal of attention as it was thought that les-
sons learned could be transferred to the community, various classifica-
tion schemes for residents were proposed. For example, in 1960 the
Saskatchewan government implemented a six-level classification system.37

An early plea for greater emphasis in medical education came from
Hans Selye. In the 1950s he wrote to the deans of medical faculties urging
the development of educational programs about aging for undergraduate
medical students. This fell on deaf ears. A decade later T. C. Krauss wrote
that Canadian medical schools had a “definite lack of interest” (in geri-
atrics).38 In 1963 the Special Committee of the Senate on Aging was
appointed “to examine the problem involved in the promotion of the
welfare of the aged and aging person.” In 1966, the report of the Com-
mittee included a recommendation that professional schools should place
more emphasis “on the medical, social and economic aspects of aging”
and that “professional societies…[should provide] post-graduate
refresher courses” in geriatrics. The General Council of the CMA in 1965
unanimously approved a Statement of Policy on Ageing that included calls
for greater emphasis on aging in the curricula of medical schools, con-
tinued education in the field of aging during post-graduate training, and
stimulating continuing medical education programs in geriatrics for prac-
ticing physicians.39 While the bodies responsible for medical education
stated they would give “sympathetic consideration” to these requests,
no concrete actions were taken in response to these recommendations. 
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THE BRITISH INFLUX AND THE MOVE TOWARD FULL-TIME
SPECIALIZATION 

A commonly cited failing of the Canadian health care system during
the 1960s and 1970s was a high institutionalization rate compared to
other countries. Suggested reasons included a tendency in Canada to
institutionalize “deviant” citizens, geography and climate, the mobility of
the Canadian population, changing gender roles, declining fertility rates,
biases induced by our health insurance scheme (i.e., overfunding of
institutional care coupled with underfunding of community-based serv-
ices), and our ability to afford expensive institutional care. The high rate
was taken as evidence that Canadian seniors were being “shortchanged.”
Many of those in institutions were reportedly “unsuitably placed.” Physi-
cians were admonished to emphasize “patient care, not admitting peo-
ple to institutions.” It isn’t clear that our health care system deserved this
criticism. A comparison of national institutionalization rates for 1974
found that the Canadian rate was lower than in either Britain or the
United States. This perception, though, did feed into the sense that the
care of older people required reform.40

At this time geriatrics was felt to be most advanced in the Britain where
a systematic approach to the care of disabled, older individuals had been
developed in no small measure due to the vision of Marjory Warren. She
was a strong supporter of the recognition of geriatrics as a specialty, feel-
ing it would “stimulate those with a leaning to this type of work and
raise the standard of the work done.” Until then she felt geriatrics “would
not receive the sympathy and attention it deserves.” Ronald Bayne
worked with Warren at the West Middlesex Hospital for three years and
she reportedly lectured in Canada before her untimely death.41

Canada is a net beneficiary in the migration of physicians, with about
a quarter of its physicians having trained outside the country. This pro-
portion peaked at more than 30% in 1976, with the majority coming
from Britain, other Commonwealth countries, and Ireland.42 The large
number of immigrant physicians who had trained in locales where geri-
atrics was an accepted specialty might have facilitated the gradual
acceptance of the field. 

An influential actor in the development of a specialty is “the stranger.”
The mobility, objectivity and freedom from convention of the outside
expert can play an important role in the establishment of a specialty,
though the reaction of native physicians is not always welcoming.
Britain-trained geriatricians played this role in our country. To deal with
a shortfall of trained geriatricians, a number of specialists such as R. D. T.
Cape were enticed to come to Canada. In 1976 Rory Fisher talked about
“British geriatricians…being parachuted into Canada.” One transplant
said he came because, “I realized they needed me. It was like being one
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of the pioneers—and someone has to respond to that…I suppose you’d
call it missionary zeal.” Most had more prosaic reasons.43 Canadian
physicians in turn went to Britain for training in geriatrics. 

This “importing” of geriatricians from the UK and the “exporting” of
Canadian physicians for training has been identified as the first major
development in the delivery of medical care to seniors. This oversimpli-
fies the story. What did evolve was the sense that progress in geriatrics
required a “small group, devoting its time and skills to studying details
in depth.” Many Canadian physicians with an interest in geriatrics main-
tained their north/south orientation. In 1972, the first year of publication
of Age and Ageing, there was one paper co-authored by a Canadian com-
pared to four in the Journal of the American Geriatric Society. Three Cana-
dians (Laird, Irwin, Beattie44) served as Presidents of the AGS during
and after the “British invasion.”

In 1971, the University of Manitoba approved the establishment of an
interdisciplinary clinical teaching unit in geriatrics at the Deer Lodge
Hospital. Units were subsequently established at the UWO (1975), Uni-
versity of Saskatchewan (1978), McMaster (1979), UBC (1980), and Uni-
versity of Toronto (1980). Two national organizations where physicians
with an interest in geriatrics could find a home were founded at this
time: the CAG in 1971, and the Canadian Society of Geriatric Medicine
(later renamed the Canadian Geriatrics Society) in 1981.45

RECOGNITION OF GERIATRIC MEDICINE BY THE RCPSC

Established specialties can make it difficult for emerging fields. If success-
ful, most new areas of practice are recognized as a branch of an existing
specialty.46 The path to the recognition of geriatric medicine as a subspe-
cialty of internal medicine by the RCPSC shows the ambivalence felt by
organized medicine toward this field of practice. The direct and indirect
impact of the choices made at this time still molds Canadian geriatrics.

In 1973 the General Council of the CMA called on the RCPSC to “rec-
ognize a subspecialty of Geriatric Medicine and that one or more uni-
versity centres provide training programs as soon as possible” but sup-
port was not forthcoming. The RCPSC concluded that geriatrics was
not an important area of practice and noted a lack of pressure from
those in the field for a qualifying examination later in 1973. J. A. Mac-
Donell on behalf of the CAG also formally asked the RCPSC to examine
the possibility of establishing a specialty of geriatric medicine.47

The RCPSC addressed the question again in 1974. It was argued that
such a step would encourage individuals to enter the field. Points raised
in opposition included the observation that “pressure” to recognize the
specialty was arising outside the specialty group, few physicians were
practising or planning to practise in geriatrics, the field was in essence
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family practice, and that practising physicians were already sufficiently
knowledgeable (save for possibly the “sociological” aspects of care of
the elderly). Even supporters felt that it was doubtful that a separate
body of knowledge justifying the field existed. After considerable debate,
in 1975 the RCPSC passed a motion to encourage “the group interested
in geriatric medicine to proceed with the formation of the principles
and plans for further evolution of this particular body of knowledge.”

In response to a brief prepared by J. A. MacDonell and George Adams,
the Council of the RCPSC agreed to recognize geriatric medicine in Jan-
uary 1977, limiting entry to those with prior certification in internal med-
icine.48 The model embraced by the RCPSC was that of an “internist-
geriatrician…[who is] a general internist with particular knowledge,
experience and skills in geriatrics.” Cape wrote that “the thrust of spe-
cialism in the geriatric field needs to come from within the discipline of
general internal medicine.” Not all agreed. For example, David Skelton
stated that “geriatricians should come from all specialties.”49

Opposition to the recognition of geriatric medicine as a subspecialty
of internal medicine quickly arose. In response to rising concerns, the
RCPSC agreed to meet with the CAG, CFPC and other interested parties
before implementing certification in geriatric medicine. There was con-
cern that geriatrics was becoming a “staked-out specialty,” that the avail-
able number of specialists could not deal with the demand for their serv-
ices and recognition would cause increased fragmentation of medical
care. From a clinical standpoint, the CFPC favoured consolidating geri-
atrics within the framework of family medicine and wanted to “encour-
age the promotion of special interests by family physicians in such areas
as geriatrics.” Other arguments raised against the recognition of geri-
atrics included: the lack of there being anything unique about the prob-
lems of the aged other than those of a social and economic nature that
were largely outside the purview of the physician; the belief that the cur-
rent framework of medicine had responded to the needs of the aged
and should be allowed to evolve; the risk for isolation of seniors within
Canadian society; the imbalance between primary and secondary care
that could occur; the sense that the drive was to “met the needs of the
medical profession” and not “those of the aging patient”; the belief all
physicians should get better at caring for seniors and not a select few; the
fear that the geriatrician would “gradually become the general practi-
tioner for the aging population”; and, confusion on the part of older
patients as to whom they should see.50 The conference did agree to sup-
port the establishment of training programs open to family physicians.

All was not well within the RCPSC either. The Specialty Committee
in Internal Medicine passed motions deploring the establishment of an
examination in geriatric medicine. Members of the Committee declared
that there was no specific knowledge base and that advances in the
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field were not being made by geriatricians but by clinicians and scien-
tists in other fields. One member stated that “geriatric practice can be
very depressing, and that physicians are more likely to perform well
with a broad spectrum of patients.” The Executive Committee of the
College eventually had to inform the Internal Medicine Specialty Com-
mittee that it was unacceptable for them to flout a directive of the Coun-
cil.51 The Specialty Committee in Internal Medicine subsequently coop-
erated fully in the steps required for establishing the qualifying
examination in geriatric medicine.

At the end of the day, the RCPSC stuck to its 1977 resolution. In
response to concerns “that the health care of the elderly not be segre-
gated off from the mainstream of medicine,” the Committee envisioned
“the production of a relatively modest number of specialists.” Eligibility
for taking the certifying examination in geriatric medicine was restricted
to physicians previously certified in internal medicine by the RCPSC. By
1980, residency training programs at the University of Toronto, UWO,
and the University of Manitoba were in existence.52 In 1987 geriatrics
was recognized as a medical specialty by the Collège des médecins du
Québec.53 In addition to recognizing those who had completed RCPSC-
accredited training and passed the certifying examination, “la clause
grand-père” allowed the Collège to recognize after examination other
physicians as specialists on the basis of their contributions to aging
research, education and/or the development of geriatric services in the
province. The Quebec examinations in geriatric medicine are now fully
harmonized with those of the RCPSC. 

GOING OUR OWN WAY

“We have a tendency either to accept both the American and British ways
of doing things or to take a position somewhere in between.… It is ques-
tionable sometimes whether we are picking the best or the worst of both
worlds or what can in fact be labeled as essentially Canadian.” Geriatrics
in our country hasn’t followed the British or the American examples. It
isn’t responsible for the primary medical care of older individuals. This
has remained with family physicians. It didn’t imitate the British model of
a fully developed geriatric program serving a defined geographic area. As
initially envisioned, Canadian geriatrics was to have a limited (and pre-
dominantly academic) role. Departments of medicine were to include
“sections of geriatric medicine to focus attention on the care of the elderly,
provide a consultative service, teach, and undertake research.”54

In 1977 the Working Party on Medical Education in Geriatrics called
attention to the critical shortage in the number of adequately trained
geriatricians to deal with the country’s educational needs and recom-
mended that a “post-graduate training potential in Geriatrics” be rapidly
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established at a few faculties. While waiting for these sites to become
operational, support would be provided for Canadians to go to Euro-
pean centres for training. The need for this “crash program” was ques-
tioned by those who felt speed wasn’t as important as building “more
slowly on a solid base.”55 The proposed program to rapidly increase
physician resources never took place.

The field did expand beyond its academic limits and became con-
cerned with “presiding over and orchestrating services for care of the
frail elderly.” The decision not to recognize geriatrics as a primary spe-
cialty was felt to be “one of the reasons institutions find the recruitment
of geriatricians so difficult.” The pool of interested internal medicine
trainees remained limited and there has been on-going pressure to open
up entry into the specialty. Compared to the “comprehensiveness of
services…status and influence” of British geriatrics and the research
enterprise found in the United States, Canada has lagged behind. Geri-
atrics in Canada had a long gestation and a difficult birth followed by
indifferent health. Twenty-five years after the first certifying examina-
tions, few internal medicine residents are entering geriatric medicine
residencies. In 2005-2006 there were nationally only 15 residents (or fel-
lows) enrolled in a geriatric medicine training program.56

It was not inevitable that Canadian geriatrics evolved as it did. In its
early years leading Canadian geriatricians came from a variety of disci-
plines—family medicine, internal medicine, physical medicine and reha-
bilitation, psychiatry and surgery—and practised part-time geriatrics.
That changed in the 1970s when the leaders of the field became full-
time practitioners and entry was restricted to those with prior training in
internal medicine. This limited the number of potential trainees for the
postgraduate programs and led to a rift between internist-geriatricians
and other physicians, particularly family physicians. Unfortunately the
CSGM wasn’t able to bridge this divide. Rosen notes that “a number of
[people] operating within a limited field of medical practice do not con-
stitute a specialty, which can be said to only exist when there are bonds
between the practitioners, bonds which take shape within an association
based upon like interests and common problems.”57 Rather than focusing
on “like interests and common problems,” the early years of the CSGM
were marked by the waste of precious energy in debating who could join
the Society. Paradoxically just as the number of older Canadians will show
unprecedented growth with the aging of the “Baby Boomers,” the future
of the field remains uncertain. Its survival will depend in large part on
how well we have learned the lessons of the past.
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