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PROLOGUE

Government Involvement in Health Services Delivery:

The Canadian Experience

Over these last few years, we in the United
States have been grappling with the problem of
how to guarantee adequate health care cover-
age for the entire population at a minimum cost
to the consumer. Countless pieces of legislation
have been introduced into Congress only to
have each proposal found inadequate in some
measure.

Canada, on the other hand, has in operation a
comprehensive medical care system based on a
fee-for-service method of payment, which is
government financed. The physician, if he
elects to participate in the Plan, is not an em-
ployee of the state, and no dollar limit is placed
on the amount of care the Canadian citizen may
obtain in or out of the hospital setting. As man-
dated by the British North American Act,
Canada’s constitution provides that health care
is a provincial responsibility and, accordingly, a
medical plan is administered separately by each
of the 10 provinces.

The participating physician is typically pro-
hibited from charging the patient anything. The
government pays up to 50% of the medical cost,
and insurance carriers are allowed only to offer
coverage which supplements the government

coverage. This insurance provided by the prov-
inces is available to all without reference to age,
previously existing health conditions, or em-
ployment status, and is available to each citizen
in all the provinces. Thus, moving from one
province to another does not negate previous
coverage. Iinally, each province may indi-
vidualize their coverage by extending benefits if
it sees fit.

Of course there are inherent problems in any
government administered medical plan—some
solvable, others, not.

Could the Canadian health care experience
serve as a model for a national health insurance
plan in the United States? If so, what can we
extrapolate from their experience? There are
enough similarities—the medical structure with
voluntary hospitals not state owned, and the
fee-for-service method of payment. Politically,
the tension due to the decentralization of au-
thority perhaps bears resemblance to the ten-
ston of State and Federal authority.

Alumni, faculty and students of the Graduate
Program in Hospital Administration of the Uni-
versity of Chicago, executives of hospital as-
sociations, and insurance organizations, facul-

Studies.

The Sixteenth Annual Symposium on Hospital Affairs conducted by the
Center for Health Administration Studies, Graduate School of Business,
University of Chicago, was held at the Center for Continuing Education on
May 3 and 4, 1974. Chairman for this Symposium was Odin W. Anderson,
Professor in the Departments of Sociology and the Graduate School of
Business, who is the Director of the Center for Health Administration

These symposia explore current problems in the health field looking at
present trends and anticipating the future needs. Because the subject of his
Sympesium, “Government Involvement in Health Services Delivery: The
Canadian Experience,” was one of such concern and importance, and,
because of the interest demonstrated by those attending, the transcripts and
papers presented have been published for distribution.




ties of other programs in hospital administration
and other invited guests met this year at our
Sixteenth Annual Symposium which explored
the issue of “Government involvement in the
health services delivery: The Canadian Experi-
ence,” an approprate topic in light of the heated
debate in Congress. The Canadian experience
was explored by long-range planners, profes-
sors, and administrators from that country with
first-hand knowledge of the system. Their
charge was to describe and analyze the Cana-
dian experience and attempt to identify the im-
plications it might have here.

There are many alternatives to the present
organization of health care coverage: one need
only look at the massive number of legislative
proposals before Congress. Possibilities for
changes are limitless. The papers presented
and the related discussion reported in these
proceedings will hopefully have continued jm-
portance in the development, examination,
evaluation, and ultimate choice from among
these alternatives.

ELAINE SCHEYE
Editor



Introductory Remarks

STEPHEN M. SHORTELL, Ph.D. and ODIN W. ANDERSON, Ph.D.

DRr. STEPHEN SHORTELL: Good morning,
Welcome to the Sixteenth Annual Symposium
on Hospital Affairs. This year’s meeting will be
chaired by Odin W. Anderson.

Odin, of course, is known to all of you. I am
not going to give him a long introduction, or we
would be here until the noon hour. He is Profes-
sor of Sociology in the Graduate School of Busi-
ness and the Department of Sociology, Director
of the Center for Health Administration Studies.
His recent book, “Health Care. Can there be
Equity?” is a comparative study of the health
systems of Sweden, Great Britain and the
United States, and I think represents sort of an
intermediate, at least, culmination of Odin’s
thought and work in thinking about comparative
health systems and the components of health
service delivery systems. He is currently en-
gaged in research himself on the Canadian
Health Services System with one of our speak-
ers this morning. I am sure that we will be
learning more of some of Odin’s work in this
area,

CHAIRMAN ODIN ANDERSON: Thank you very
much for that generous introduction, Steve. I
am pleased to have had something to do with
this particular meeting because of my interest
and the gathering interest in the experiences in
Canada and in other countries.

This meeting today is, I must say, a spinoff of
the work that Robin Badgley and I are doing in
Canada with particular reference to Ontario.
He will be the first speaker this morning.

[ am also very flattered by the ready accep-
tances that the speakers gave me when | wrote

to them a month ago if they would take time off
from their busy schedules and share their ex-
periences with me. But last week I got a little
worried whether they would be coming at all
because I was going over my private papers and
sort of preparing for life hereafter, you might
say. I was looking at my pension schemes, and
then I came across a little document from the
“Canadian Pension Council.” I contributed a
little money into that in the three years during
which I was at the University of Western On-
tario. I noticed that I would have a pension of
$225.00 a year at the age of 65 from the con-
tributions that had been made. So I thought I
would write to the Canadian Pension Council
and ask if I can’t negotiate a flat sum now be-
cause | can’t take it with me.

I wrote a letter, and then the next day a letter
came back postmarked Chicago and said,
“Temporarily out of service.”

I thought: Is Canada temporarily out of ser-
vice, and then I thought of this wonderful con-
ference we were planning, and I thought maybe
you wouldn’t come here at all.

In introducing the speakers today, I will not
go into elaborate backgrounds which they all
have; we will simply take it for granted that they
are illustrious. I will introduce them in terms of
their current positions.

The first one will be my friend and colleague,
Robin Badgley, who is Professor and Chairman,
Department of Behavioral Science, University
of Toronto Faculty of Medicine. He will set the
framework for the Canadian scene. Although I
haven’t cleared this with him I hope he will tell
us why Canadians behave the way they do.



An Overview of the Canadian Social and Political Scene

and Universal Health Insurance

A\
ROBIN BADGLEY, Ph.D. and CATHERINE A. CHARLES

DR. BADGLEY: Odin hadn’t previously told me
of thé second part of his expectation—that 1
was to discuss the whys of being a Canadian.
Perhaps that will become obvious as my col-
leagues and I from North of the Border speak.

As I was coming on this trip through the To-
ronto International Airport, I had my bag
cleared #nd ticket checked. I then met the
American immigration officer, a man in his
mid-fifties. He asked me the typical questions:
Where do you live? Where were you born? How
long are you going to be in the United States?
Where are you going to? Why?

When I came to the “Why,” 1 said: “I have
been invited to speak at the University of
Chicago.”

He then asked a question which was of per-
. gonal interest. ““What are you going to say at the
University of Chicago?”

[ said, *“I am going to talk about how health
services are organized in Canada.”

He said, “Do you think the doctors will like
what you are going to say?”

He had immediately assumed that my talk was
going to be somewhat negative and made before
a medical audience.

Without waiting for a reply. He said, “I have
been here three weeks. My family and 1 are
staying at the airport Howard Johnson’s. I have
heard of your health plan (Ontario Health In-
surance Plan). God, you are lucky. I am just
waiting to get my family on this plan to get com-
plete coverage.”

This was an intriguing start. I then picked up
the evening Toronto Star. Let me pick out some
of the items in that edition.

Non-professional hospital workers’ pending strike
settled with 61 percent vote of the hospital workers
representing a 50 percent salary increase over a two
year period.

Three-quarters of the nurses in Saskatchewan,
are threatening to go on strike (in 84 of 130 hospitals)
protesting the level of their wages and wanting to
widen the wage differential between themselves,
nursing assistants and other hospital workers.
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May Day isn’t celebrated in Canada, but it was in
Quebec this year. There were rotating strikes in-
cluding hospital workers in Montreal.

In Hamilton, a city about 40 miles from Toronto,
the Professional Association of Interns and Resi-
dents voted 148 to 52 seeking to have the provincial
government negotiate their wages, hours and work-
ing conditions. They are seeking a 43 percent in-
crease from a base sum of $7,000.00 to $10,000.00.

These issues in just one issue of a paper sug-
gest that our immigration friend who said:
“God, you are lucky,” should read that paper.
He would then find that there are some rough
burrs in the Canadian health system.

1 will draw here from a study on which I have
been working with Odin Anderson and a re-
search colleague, Catherine A. Charles. We
have been looking at the overall impact of hos-
pital and health insurance on the health system
in Ontario with the aim of trying to put these
events in a comparative perspective.

Speaking to the Committee on Health of the
House of Commons in 1944, Henry E. Sigerist
called state health insurance a corrective
mechanism, not a revolutionary idea. Tracing
the history of social security legislation for
members of parliament and the senate, this dis-
tinguished medical historian observed that
among available options in providing state
medicine “health insurance . . . seems prefer-
able to many people because the change is less
radical and permits the preservation of some of
the traditional forms of medical service.” He
continued: “It may ... be considered as an
intermediate step . . . no bill is perfect from the
very beginning.”” But “‘a beginning must be
made and be made soon because in war as in
peace the people’s health is one of the nation’s
most valuable assets.”

[n weighing the assets and liabilities of state
health insurance, Sigerist advocated that this
form of social security should be universal,
comprehensive and compulsory. Such a plan
would protect the individual from unforeseen
health risks. As a population’s health needs



were predictable, such a program could be es-
tablished on a firm actuarial basis. Most state
programs, he noted, included only medical
benefits, not services provided by other health
workers such as chiropractors or osteopaths.
The needs of the disadvantaged, special groups
such as Indians and people living in isolated
rural areas required a greater allocation of
health resources if they were 1o achieve equity
with other citizens. Group medirpl centers were
an effective and more economical alternative
either to solely hospital-based or solo medical
practice. Th the past Sigerist warned the estab-
lished health professions had opposed the
changes he called for, but such a state program
was a ‘‘stop-gap” to more radical legislation
which guaranteed work and a sufficient stan-
dard of living for the individual.

The diffichlties of state health insurance
forecast by Sigerist in 1944 was that it was a
cumbersome and costly program to operate.
Such plans were often unsatisfactory to doctors
because they required incessant itemization
and surveillance of bills rendered for services.
The unit fee-for-service basis of payment, in
contrast with salary or capitation methods was
variable; it rewarded men unequally on a basis
of their experience, type of practice setting or
specialty training. The type of state medical
care he envisaged, Sigerist predicted, would
hecome a public service just as education al-
ready is.

Sigerist’s parliamentary audience was
knowledgeable but wary of the federal
government’s prerogative in the sphere of na-
tional social security. Parliament’s efforts, it is
recalled, to enact a national Employment and
Social Insurance Act had been declared ultra
vires in 1937 by the Privy Council. To achieve
its intent of introducing national social security
legislation, parliament subsequently embarked
onspecific, conditional health grants to the prov-
inces. These programs whose constitutionality
is still untested by judicial review established
minimal terms under which federal monies
might be used to initiate various provincial
health programs. Some thirty years after
Sigerist’s landmark address, Canada now has a
complex mosaic of a national health program
which includes the training of health profes-
sionals, support of public health activities and
state and medical care insurance plans.

The beginning Sigerist called for has evolved
slowly, deliberately resting at each stage on the
thrust of public opinion and the uncertainty of
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constitutional validity. While the structure of
the national health system is still changing
rapidly, it is relevant drawing on his blueprint to
examine the nature of changes which have oc-
curred in how the health professions are or-
ganized, in the shape of current health institu-
tions and in the concerns of the public for whom
the services are provided.

Health insurance has had some significant ef-
fects on how the professions are organized,
what they do, how they are paid and on the very
nature of professionalism as a social phenome-
non. In many respects the health system is now
the cynosure for all professions. What is hap-
pening here may eventually affect all of them.
There is a growing public scepticism about the
concept of professionalism held by the public
and government about the health field. The
general trend in new legislation is to curb the
traditional powers of the established profes-
sions and to restrict the degree of power and
autonomy of the would-be professions. If pro-
fessionalism means a grant by the state of self-
regulation in exchange for the guarantee of
ethical behavior in the public interest then
these basic terms of reference are being ques-
tioned, in some instances, redefined and on oe-
casion, challenged.

Many of the changes that are taking place are
intangible while others have had a direct and
visible consequence.

From a financial point of view, most of the
health-related occupations have benefited from
universal health insurance. Before the advent of
hospital insurance most hospital employees
were poorly paid in comparison with similar oc-
cupations in other industries. The hospital’s
position was then a “resource-starved” institu-
tion which had to get by with whatever re-
sources were available. During the Sixties the
Department of National Health and Welfare
found that although hospital workers started
from a low income base, they enjoyed relatively
higher wage gains than most workers in other
industries.

The health workers who have done the best
out of health insurance are those who were al-
ready on top, the physicians. Their income
climb started in the early *60s before the intro-
duction of medical care insurance. During the
past decade, physicians’ average net incomes
increased faster than other professions and fast-
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The doctor in Canada, we would conclude
now, neither enjoys unbridled power nor is he
yet fully attuned to a role as a career public
servant. In the context of Canadian experience
it is unlikely that he will adopt either role but
rather emerge as a professional entrepreneur
with certain privileges sharply defined by the
state. In this new evolving role private and pub-
lic interests will co-exist which will challenge a
rigid specification of work functions, and in
turn, contribute adaptability by the profession
in the face of social change.

When the 1958 federal hospital insurance
program was ushered in, many hospitals which
were in financial difficulty were not adverse to
more extensive governmental support. Four
provinces already had a variable form of gov-
ernment sponsored hospital insurance. Political
support for the program was widespread; the
medical profession had for several years antici-
pated, indeed called for the fulfillment of this
program. The newly established provineial hos-
pital programs designed to be cost-sharing
mechanisms also sought to raise the quality of
care and to develop an integrated hospital sys-
tem. The programs, it was anticipated, would
have rationalizing and standardizing effects on
hospital financing, operations and planning.
Implicitly, but not stated these changes would
require a substantial transfer of power and re-
sponsibility to the public sector.

Hospital insurance led to an inter-provincial
rationalization and standardization in account-
ing and operating procedures. Prior to the pro-
gram hospital budgets were developed in terms
of special institutional needs, priorities and for-
mats. To obtain financial reimbursement pro-
spective budgets must now be submitted to the
scrutiny of a provincial agency. Accounts must
be uniformly formulated to permit valid com-
parison with other hospitals of the same size in
terms of their requirements for personnel,
salaries, days of service equipment of general
operating costs. Unlike the immediate post
World War II period, hospitals now, although
they complain vigorously, no longer live in a
world of economic uncertainty. Through long-
range planning, major deficits can be avoided or
minimized and major expenses predicted in ad-
vance.

Current budgetary review mechanisms illus-
trate the growing bureaucratization of the hos-
pital system and the flow of power from local to
central units. The development of complex so-
cial and administrative machinery at the pro-
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vincial government levels has evolved to im-
plement these massive programs. Provincial
budgetary review procedures provide the op-
portunity for a centralized evaluation of local
costs and operating efficiency on a comparative
provincewide basis. Individual budgets can and
are pared down or expanded in keeping with
government guidelines and standards.

Overall expansion has become limited to
specific growth lines. The Saskatchewan Minis-
ter of Health last year for instance cited with
some disbelief one hospital’s 1973-74 estimates
which sought a 56 per cent increase. Hospitals
must now meet provincial criteria before receiv-
ing their defined ‘necessary’ costs of operation.

Because hospitals are dependent on the pub-
lic purse, fiscal control is a significant lever for
effecting related organizational changes. This
dependency is exemplified by the various pro-
vincial government inquiries into medical staff-
ing procedures and by the concern with modify-
ing prevailing hospital acts. Provincial and fed-
eral agencies offer consultant services to local
hospitals concerning their operation and ad-
ministration. The effect of these several
changes has been to promote a far greater de-
gree of state involvement than before, not only
in the financing of hospitals but in their surveil-
lance and possibly in the raising of institutional
standards.

There is now a limited margin for private en-
terprise in the development of the hospital sys-
tem. Capital costs can and still are financed
independently. Since the start of health insur-
ance, major building projects have been under-
taken by parochial hospitals, certain centers
with a national service reputation, by some
municipalities or by private business as One
Medical Place and Medical Inns, Ltd. in On-
tario. The construction of such new hospital
facilities does not guarantee their financial sol-
vency for operating costs. Unless provineial
governments back up these extended facilities
with subsequent legal and financial support,
these private enterprise undertakings may fail
or continue to rely on private philanthropy.

Centralized planning and fiscal control have
become the evolving hallmarks of the hospital
insurance program. How effective they have
been in establishing an integrated hospital sys-
tem and in improving the level of patient care is
unknown. Recent government fiscal ceilings
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and cutbacks in hospital beds, some observers
contend, may have an adverse effect on an
institution’s ability to maintain high quality pa-
tient care. In other respects, provincial plans
have done little to change the distribution either
of doctors or hospital facilities.

In essence, the insurance mechanism itself
was neutral with regard to existing patterns of
distribution. The fact that the rural and outlying
areas in a province like Ontario were perhaps
able to hold their own in the supply of doctors
may reflect the impact of special programs for
underserviced areas rather than the impact of
medicare.

In the short run health insurance has crystal-
lized the status quo ante; it may be, however,
generating pressures which will lead to some
radical ¢hange.

Stringent controls on hospital operating costs
are emerging at a time when the hospital labor
force is becoming unionized and the hospital
workers are becoming increasingly restive. Al-
though many of these workers have traditionally
espoused professional ideals, centralized plan-
ning and its structured by-products are foster-
ing the growth of union membership in hospi-
tals, a trend which is occurring within overall
fiscal ceilings. Union negotiation and contracts
will begin to replace ba}rgaining by individuals.
Strikes and walkouts, until recently, rather rare
in the Canadian health system, are now becom-
ing more commeon levers to extract more favor-
able wages and working conditions, and the
momentum of these can be expected to increase
sharply.

The service intensive hospital industry can
be expected to rely more heavily than in the
past on labor-saving procedures and facilities.

These cumulative pressures, if hospital
budgets are to be contained, will redefine in the
future the nature of hospital care and determine
the volume of patients admitted to hospitals.
This transformation, now slowly gaining
momentum, may be a contributing force in
shifting the fulerum of the health system from
the hospital to the community where institu-
tional alternatives will begin to assume some of
its traditional functions. During the current
transitional period, few such viable alternatives
have yvet emerged to meet the persistent de-
mand for hospital care or to compensate hospi-
tals with institutional incentives to realign more
efficiently existing programs.

The long held justification for implementing
national health insurance has been to secure
and improve the public well-being. Two
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anomalies remain as these programs have
evolved in Canada and as more recent propos-
als have been considered by provincial legisla-
tures. Little is known about either their impact
on ameliorating the health of Canadians or the
nature of their performance rating in public
opinion.

The introduction of Canada’s health insur-
ance plans has not, based on available evidence,
seemed to have insured a sense of broad satis-
faction by the public or represent on its part a
lasting endorsement. Health legislation erased
the traditional idea of privilege ingrained in
health care replacing it in the public’s mind as an
individual right paid for by taxes. Such a pro-
gram in the Canadian experience has served
like Oliver Twist to raise the public’s hopes to
expect more services to which they feel they are
entitled, even though these aspirations on occa-
sion may be unrealistic or not readily feasible. A
state program which deals only with health costs
does little by itself to alter the structure of hos-
pital care, the distribution of facilities or per-
sonnel or the conditions under which medical
care is provided. These issues, vaguely perhaps
incoherently voiced in opinion polls or letters to
newspaper editors, are at the root of much of
the public’s present disenchantment.

The current organization of the health market
place still favors some individuals on a basis of
residence and social class while discriminating
against others in the types of services which are
available. The existing system, as it distributes
health services, cuts across lines of language,
income and health needs. Tradition and per-
sonal convenience still rule where health work-
ers and facilities are located. Up to the present
time politicians and the health professions for
the most part have ignored or tolerated these
inequities. Their efforts to effect a balance be-
tween regions have been symbolic, ineffective.
The move toward a rational allocation of scarce
health resources within regions of provinces is
now being considered in several provinces. The
success of these as yet mostly untested blue-
prints will depend on whether government is
prepared, for whatever reasons, to exercise
sufficient and adequate controls in a hitherto
free market sector which it is within its power to
rectify through legislation. If the health of all
Canadians is to be considered of equal import,
then political philosophy and pride of profession
must confront these issues.

Power to shape health affairs in Canada is
delicately balanced between federal and pro-
vincial jurisdictions. While a highly centralized



and rationale plan is precluded, this division of
responsibility ensures structural flexibility and
a measure of regional autonomy. Programs of
special concern to a province can and are
- started by local tax monies. These experiments
in social security innovation function as a social
testing ground for possible subsequent adoption
by the nation. This degree of structural
flexibility carries with it the liability of certain
inequities as residents of an affluent or socially
reformed-minded province may enjoy greater
benefits from the state in these respects than
other Canadians.

During the*past three decades the Canadian
health system has shifted from a mix of free
enterprise values, limited civic support and
philanthropic service to an emergent federal-
provincial public service. The priorities of the
state now largely prevail. Although inequities
and glaring disparities persist, the reins of gov-
ernment control the training of health workers,
how their services are paid for and provided.
The beginning which Henry E. Sigerist called
for in 1944 before the House of Commons
Committee on Health has been completed and
for the most part is well endorsed by Cana-
dians.

Sigerist then envisaged a universal, compul-
sory and comprehensive state health system
which was publicly administered incorporating
central planning with a regional allocation of
facilities and personnel. Such a plan has come
about but only in part and with some unantici-
pated consequences. Certain disadvantaged
groups identified by Sigerist, such as Indian
bands or isolated rural residents, who he felt
needed special programs, have not benefited as
fully from health insurance as other Canadians.
Although this issue to the present has been of
marginal concern to health policymakers, some
current measures as, for instance, the Ontario
rural doctor program or expanded federal Med-
ical Services for Indians are extending care ef-
fecting a more equitable regional distribution of
services.

Sigerist assumed that once national health
Insurance was established, its total costs would
be known based on accurate predictions of the
expected volume of a population’s illness. In
the open-ended payment system which now
prevails, the scope of treated illness and the
number of medical visits have risen sharply,
almost as though the state had opened a
Pandora’s medicine chest. Health costs have
usually not exceeded estimates but these have
risen by an average of nine per cent for several

AN OVERVIEW OF THE CANADIAN 5OCIAL AND POLITICAL
SCENE AND UNIVERSAL HEALTH INSURANCE

vears. What constitutes sufficient or adequate
therapy as defined by physicians complemented
by an expanded public concepl of the sick role
have resulted in an unprecedented demand for
health care.

As fiscal controls emerge, and this process is
now starting, the new constraints will clash with
public expectations for service and challenge
the level of expensive technical care to which
they and their highly trained healers have be-
come accustomed. This dilemma, unforeseen
by Sigerist, may well result, if fiscal constraints
are enforced, in a greater restructuring of the
health system than that witnessed in the past
three decades. Current proposals being consid-
ered by federal and provincial ministers of
health, if approved, would tie health cost in-
creases from federal contributions to the growth
rate of the gross national product.

Sigerist’s second concern about health costs,
that retaining the fee system would be expen-
sive and inefficient has proven to be valid. The
inherent attributes of this established payment
system have not rewarded doctors equally on a
basis of their training or experience, has wid-
ened the income differential between them and
allied and paramedical workers, created a
magnetic marketplace for emigrant entre-
preneurial physicians and stimulated the con-
struction of costly technical facilities. Sigerist’s
forecast that the fee system would be cumber-
some to administer has been experienced by
several of the provincial plans. An expected
byproduct of the fee system would be a detailed
scrutiny of services rendered by i)llysicians,
again an accurate prediction which combined
with the capability of the computer gives an in-
stant profile of patient and healer aclivity attri-
butes.

On the positive side of the ledger the fee sys-
tem has preserved certain intangible values but
at a stiff price. Core values of Canadian society
seek to ensure an individual’s right to choose
what type of work he does, where and how he
works. While preserving the spirit of these val-
ues and the right of professional associations to
challenge and counterbalance state policies,
the traditional framework of the health system
will increasingly emerge as a state directed pub-
lic service. The introduction of state health in-
surance by itself Sigerist contended was not a
social revolution. Rather, it was a barter to pre-
serve the status quo. A genuinely significant
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change would be the acceptance of a complele
integrated social security system in which an
individual's health care was protected with his
right to work and to rely if need be on a guaran-
teed income. Only when such measures were
combined would the health of the individual and
of the state reach optimal levels.

In calling for his utopian health syslem within
a broader social security context, Sigerist
transposed to an essentially colonially reminis-
cent free enterprise society ideas developed
and partly implemented in some of the Euro-
pean socialist and communist nations. Wise in
many of his observations, he ignored or chose to
underestimate the political changes which his
proposals represented and that values appro-
priate and accepted in one state may not enjoy
universal appeal. As a distinguished medical
historian his writings deal little with the pri-
macy of law and constitutional precedence.
These forces combined with Canadian values of
how men should be governed molded its health
system with dttributes common to other nations
but with its own consensus and distinctive
shape. Like many other aspects of Canadian
life the health system is a complex matrix of
overlapping and balancing civic powers.

At a time when government was held to be
the dispensable voice of the public, Sigerist as-

sumed that its health programs would be sensi- _

tively attuned to changing social needs. Left
unspecified in his proposals were the types of
institutional mechanisms which might be re-
quired to check or challenge the powers of a
total institution or how old policies were to be
discarded, new plans adopted. Some health
systems, or so it would seem, have the relative
inflexibility of a 1984 Orwellian fantasy. For
better or worse and despite its deficiencies the
“check-countercheck” Canadian health system
is relatively amenable to constant accommoda-
tion to variable public and political interests, In
addition to counter-balancing political con-
straints the health system blends at virtually
every level public and private concern. In a na-
tion which has had five minority federal gov-
ernments in seventeen years, vet during this
period enacted sweeping health legislation, the
timeworn adage must be transposed to: “United
we stand, divided we rule.”

The goals which Sigerist set for his par-
liamentary audience in 1944 have yet to be at-
tained, their social feasibility still far on the
horizon. They remain -optional targets, a
baseline to measure change and a constant spur
in the search for social equity.
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CHAIRMAN ANDERSON: Thank you for that
presentation, Robin. Instead of giving a paper
on “Why Canadians Belave the Way They
Do,” he gave a paper on “Why Human Beings
Behave the Way They Do in Certain Political
Systems.” Are there any questions?

MEMBER: [ would like to ask Dr. Badgley if
he would talk to the point of self-sufficiency of
physician manpower or whether Canada is still
utilizing imported manpower from countries
that were former members of the British Em-
pire.

DR. BADGLEY: Migration is a national affair:
Licensing a provincial one, Some of the
provinces have actively sought out physicians
from abroad over the years. Some provinces
have depended extensively on foreign health
manpower, as in the case of British Columbia,
where recent estimates suggest that a sizable
number of their doctors came from other parts
of Canada or from other countries.

Since the introduction of medical care insur-
ance, there has been a phenomenal upsurge,
almost a deluge of physicans coming to Canada
and to Ontario in particular. Certainly, the On-
tario Medical Association and the medijcal
faculties are actively concerned and are seeking
ways in which changes can be made. Migration
of professionals goes beyond the question of na-
tional restrictions as it raises the international
ethic of people migrating.

MEMBER: You spoke of consumerism. Are
there structured ways in which this is brought
into the system?

DR. BADGLEY: There is an active sense of
momentum now moving across many of the
provinces to introduce regional prograins, to
decentralize the power of provincial health de-
partments of their hospital and medical insur
ance programs and to seek coordination be-
tween health and social development services
as for example in the Province of Manitoba.

There is a great deal of variablity in these
efforts across the country. For example, various
options in organization suggest that within a
given region there should be a coordinator; or a
board; that this board should pull together rep-
resentatives from traditional hospital boards,
from voluntary organizations and members of
the public. In Ontario a recent green paper has
recommended that hoards be appointed. A
proposal for British Columbia suggests initial



appointments with a subsequent election of
members. In Manitoba, an active program is
beginning of introducing district health and so-
cial development regions which are seeking a
fusion of health and essentially Social Security
programs. These boards are now established by
appointment. There is then, now, no uniform
structured mechanism across Canada for direct
consumer participation, although such in-
volvement is likely within a decade.

MEMBER:=At the last APHA meeting there
was a paper that indicated that the policies in
Ontario and other provinces rather than
stimulating the development of group practice
and improving organization are eroding the
position of those group practices that have been
developing. .

Has the government given any thought to
that? Are there any policies under considera-
tion that would provide incentives for physi-
cians or patients to enter that kind of organiza-
tion?

DRr. BADGLEY: It would be appropriate to ask
this question of other speakers, but there are
two issues. One is the upward trend in Canada
toward group practice which over a period of
two decades has changed substantially. For
many years it was at a relative plateau, perhaps
between 8-11 percent of all physicians in pri-
vate practice. From a recent trend report it
might now be as high as a quarter of the physi-
cians working in some form of group practice.

What makes an answer difficult is what con-
stitutes a definition of group practice. If you
mean corporate group practice in the sense of
pooled earnings along the model of the Ameri-
can Kaiser-Permanente Programs or in On-
tario, centers such as St. Catherine’s, or Sault
Ste. Marie, then it must be concluded that the
conservative government has not encouraged
these programs. It hasn’t forced them out of
business, but it has not enthusiastically facili-
tated their growth. Global budgeting for these
programs based on a previous year’s experience
has recently been established.
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As well there has been relatively little active
encouragement in other provinces. The medical
profession is now merging into groups for pro-
fessional convenience. When I asked first-year
medical students at Toronto this spring about
their ideas of future practice, between 50-60
percent envisioned that they will be working in
some form of group practice. They disliked the
idea of solo work or small partnerships. The
development of group practice will probably
come about in Canada more because of these
forces reshaping medical practice than by
adhering to a stated intent of what might be

optimal for patients or the doctors who serve
them.

There have been a number of proposals at
the provincial and federal levels about how
health services should be organized. These re-
ports receive little professional or critical review
of their total import. Usually they are criticized
for specific, convenient reasons relating to one
occupation’s stance or as they relate to the man-
date of the hospital.

None of these proposals has been anchored to
meeting the actunal health needs of the Cana-
dian population. Typically, the data in the re-
ports have been derived from existing hospitali-
zation figures or on an emerging basis from
medical insurance data which are superb. But
these findings don’t tell us about the actual
health of the Canadian people.

The health programs are operating on the
basis of current demand. There is now a pro-
posal by the federal government to launch a na-
tional health survey modeled along the lines of
the U.S. National Health Survey which would
seek to monitor health needs. Whether such in-
formation, if obtained, would then serve as an
effective and significant basis for building
health programs remains to be seen. Certainly
the experience of other nations does not foster
much optimism that this will be so.

11



The Impact of Health Insurance on Health Service
Organization and Delivery—The Ontario Experience

STANLEY W. MARTIN

CHAIRMAN ANDERSON: You see before you a
rather rare species in that he had combined
over his long administrative career both the pri-
vate and the public sectors in hospital adminis-
tration in the Ontario Blue Cross. He became
director of the Hospital Service Corporation
when the province went into hospital insurance
and then when physician care came in they had
two separate organizations. They combined
them, and Stanley Martin is now heading the
whole ball of wax.

So I present to you Stanley Martin who is on
the firing line in Ontario, and will tell you, at
least so the title says, about “The Impact of
Health Insurance on Health Service Organiza-

tion and Delivery—the Ontario Experience.”
Stan.

MR. STANLEY W. MARTIN: My Good Friend,
Odin, Ladies and Gentlemen: I am assuming
that most of this group are familiar with the
relatively short history of government-
sponsored health insurance in Canada and its
ten provinces. I had just commented upstairs
that Robin Badgley had done a superb job in
trying to wrap up a very complex social de-
velopment in a period of about 35 minutes. My
role in this symposium in the general overview
of the Canadian system is, I think, to reflect for
you from my experience some of the more im-
portant effects and forces for change that 1 per-
sonally believe occur in a health delivery sys-
tem that is backed up by universal health insur-
ance coverage under the direct administration
of, and funded by, governments.

Private-public sponsorship of health insurance

Many times over the past two decades, I have
heard people suggest that the movement of gov-
ernment into the field of health care financing
through the assumption of responsibility for the
payment of various kinds of health services is
merely a transfer of funding for such services
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from the private sector to the public sector.
Therefore, the overall economic effect should
not be significant except for the extension of
protection from the cost of such services to
those in our populations who previously could
not, or would not, seek such protection from
private insuring agencies—either for-profit or
not-for-profit in their operations.

I submit that a fundamental weakness in
such a position is that when the cost of health
services is financed for individuals through
other than governmental channels, the people
thus protected anticipate that when they re-
quire such services their insuring agency will
take care of, directly with the supplier, or by
rebate to them, all or part of the cost of services
received as identified on a statement of
charges. I have seen little evidence to suggest
that the people expect the insuring agencies to
insure that, through their prepayment
mechanism, these commercial enterprises
should not only pay their bills but also assure
the adequate availability of hospitals and other
institutions or the services of doctors and other
health care workers. Immediately, however,
the responsibility for payment of required
health services is moved from these commercjal
carriers to government, the people no longer
demand only that their bills be paid, but also
that prompt and efficient services be available
to them in their own locations and, to a high
degree, under circumstances which they feel
are suitable to them. This important fact in it-
self is bound to bring about significant changes
in any system of health care delivery.

The people, quite understandably, bring re-
lentless pressures upon their elected represen-
tatives for government to provide additional
services, usually suggesting that as government
requires them, by law, to pay some form of
premium or ear-marked tax for health services,
these should be always conveniently and qual-
itatively available to them. These forces are
even more accentuated under a government
umbrella because the political parties in opposi-
tion usually find it more to their advantage to



rebuke the party in power for not acceding to
stated demands of citizen groups and ignore the
greater question of overall cost involved in at-
tempting to meet all such requests.

Priority setting in government programs

A second, and equally important, factor in-
volved in government sponsored health insur-
ance programs is the choice of priorities, by
governments, of those health services they de-
cide to move into their area of responsibility,
and to what extent selected benefits are made
universally available.

At the time the federal government of Canada
was attracting the provinces to introduce uni-
versal hospital insurance coverage by offering to
pay approximately half the cost of such a pro-
gram, our province (Ontario) made strong rep-
resentations to the law makers in Ottawa that
unless similar financial incentives were simul-
taneously introduced to afford equal sharing of
costs for other parts of institutional care, and
possible substitutes therefore, a most expensive
and self-perpetuating skewing of the health
care system would occur.,

This hypothesis seemed valid because their
emphasis was being directed to the mainte-
nance of the most expensive type of health care
institution and, furthermore, unduly priorized
the secondary level of health care. If hospital
services exist to effectively serve the most jm-
portant levels of primary care, the cost effec-
tiveness of such a move should have been
clearly seif evident. Such a thrust also required
these highly sophisticated and expensive forms
of health delivery to take over increasing
amounts of primary care delivery services.

These arguments were forcibly set out in a
series of papers developed in Ontario in support
of including the services and costs of ambulant
(out-patient) services, nursing homes, home
care, ambulance services and total psychiatrie
care at the outset of universally available hospi-
tal insurance to permit of a more orderly de-
velopment of health care delivery.

Again, in the late 1960s, when the federal
government decided to attract the provinces to
introducing government-sponsored universally
available personal health care services, strong
arguments were advanced for equal cost shar-
ing for the services provided in a variety of
health disciplines other than physicians. It ap-
peared clearly evident that, again, undue em-
phasis was being placed on the highest cost ser-
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vices within the personal health care field,
those provided by physicians. The federal gov-
ernment justified their actions by indicating
they were anxious to assist the people by pro-
viding immediate assistance with high cost
items of health care and in making access to
these services available to everyone regardless
of their economic condition. Their failure to
recognize that allocation of fiscal resources
would skew delivery to the highest common de-
nominator has proven to be a misfortune for our
country which will take a number of years, in-
volving large amounts of money, to effect any
reasonable measure of correction.

These, you might say, are brash and
generalized statements, but before condemning
them as some form of political propaganda, let
me review a few facts as they relate to my own
province of Ontario and, to varying degrees, to
the rest of our country.

Effects on health delivery by government
sponsored health insurance

Immediately prior to, and following introduc-
tion of, universally available government spon-
sored hospital insurance in 1959, the creation of
new and enlarged hospitals with particular em-
phasis on bed-care facilities raced ahead in an
endeavor to meet incessant demands for the
diagnosis and treatment of all levels of health
care. One could hardly expect the people to be
sympathetic to the fact that many health condi-
tions could be adequately cared for through the
use of the hospital on an ambulant basis, or that
many degrees of illness could be suitably
treated in nursing homes or by home care ser-
vices when under the economic circumstances
then prevailing, treatment within the hospital
required little or no immediate outlay of funds.
The options demanded outright and, in many
cases, continuing cash outlays for which no
form of first-dollar prepayment coverage was
available. Additional treatment services on an
out-patient basis in hospitals were added in On-
tario five and one-half years (July 1, 1964} after
the introduction of the Plan, but even this move
continued to center health delivery on the hos-
pital.

During the first half of the '60s, the total
economic impact of this course of action was
not truly apparent because the supply of skilled
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workers, so vital to overall institutional opera-
tion (such as nurses, technicians and tech-
nologists of various kinds), was in very short
supply. This fact brought about quite a natural
demand for major increases in the output of
these skilled people. A massive attack was
made on this problem in Ontario through an
objective of doubling the annual number of
graduates and by creating new regional schools
of nursing and various technologies. The attack
was quite successful and by the early "70s re-
verse pressures began to generate. Certain
skilled péTsons, particularly nurses, began to
find it difficult to obtain employment, especially

in the preferred geographic areas of the Province.

With a reasonably adequate supply of labor of
all kinds becoming available, the cost of operat-
ing the extensive institutional network, built up
across the Pfovince, began to be felt in rapidly
escalating terms. Suddenly governments
realized that health costs were consuming more
of the public-sector dollar than they felt was
warranted, and the stage was set for a series of
moves aimed at skewing the health care deliv-
ery system away from these expensive crea-
tions.

Hospitals had successfully met the challenge
of the demands made upon them by the people,
but their very success resulted in such a cost
that the people (as represented by their gov-
ernments) concluded they could not afford it.

Over the years, the various provincial gov-
ernments have repeatedly requested the federal
government to extend its shared-cost agree-
ment relating to hospitals and diagnostic ser-
vices to embrace alternative forms of care such
as nursing homes, home care, ambulance ser-
vices (to permit of better district developments)
and all psychiatric services; but the federal
government, realizing the “blank check”™ as-
pects of existing agreements, not only refused
to consider such requests for the same type of
cost sharing, but began to present proposals of
their own which would have had the effect of
limiting or “close ending” their portion of the
costs under modified agreements.

Despite the refusal of the federal government
to cost share in alternative forms of institutional
services, certain provinces, including Ontario,
realized that positive moves had to be made to
hetter balance the health delivery system.

Costs of ambulance services were added to
the government sponsored program in 1968;
and approved nursing homes and home care
services were made universally available in

1972.
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The costs of all of these services were
financed almost entirely by the provincial gov-
ernment.

Concurrently or shortly following these
moves, annual spending ceilings were placed on
the operations of all active treatment hospitals
in the province, in recognition of the fact that,
as economic barriers to the use of alternative
facilities become a reality, there should be a
reduced need for a certain amount of the bed-
care facilities in almost all active treatment
hospitals. Besides certain designated bed re-
ductions identified by government in very obvi-
ous surplus bed locations, the approved spend-
ing ceilings were set extremely tight, but the
hospitals were permitted to live within them by
either closing certain numbers of beds or im-
proving the overall quality of their administra-
tion, thus achieving a greater degree of cost ef-
fectiveness.

These forms of reparative treatment to the
health delivery system were indeed drastic and
received not without considerable pain and
criticism. Additional costs are also incurred, as
resources required to start up alternative forms
of care to that provided by active treatment
hospitals are necessary before such bed care
services can be rationally cranked down. Vari-
ous devices have been utilized to develop an
appreciation for the need to reduce the num-
bers of active treatment beds in the individual
hospital but T will not take time to elaborate on
them this morning other than to say they in-
clude both statistical and on-sight evaluation
methods.

I mentioned a few moments ago the assump-
tion by government in Canada of the responsi-
bility for the cost of personal health care ser-
vices in the late 1960s and the determination by
our federal government that basically the ser-
vices of medical doctors of various kinds would
form the cost-sharing model. Certain of the
provinces, realizing that if the services of these
individuals were the only ones to be available
under a government-imposed plan, took a deci-
ston that their programs would have to be much
more broadly based. In Ontario consideration
was also given in the program to those services
provided by osteopaths, chiropractors, op-
tometrists, podiatrists and dental surgeons, al-
though annual dollar limits were placed on the
amount of services which would be paid for by
the Plan {or the services of these practitioners.
No proper arrangements were made to include
services provided by other important health
disciplines such as nurse-practitioners {physi-



cians’ assistants), public health nurses.
physiotherapists, occupational therapists, dieti-
tians, etc.

Again, the thrust of government-sponsored
insurance payments was directed to the most
highly skilled and most expensive parts of the
health delivery system. The suggestion that if
government provided relief from the high cost
services the people could afford to purchase
needed auxiliar:” health services ignores a basic
fact: people compelled to participate in a form
of health insurance resist and rebel against on-
the-spot payments, and will seek out the ser-
vices of individuals for whose services the costs
are covered under their health insurance plan.

Simple anomalies within the insurance
mechanism in Ontario (such as the constraint
suggesting that eye examinations by optome-
trists would be paid for only once a year while no
similar constraint was applied to services pro-
vided by ophthalmologists) further amplified the
streaming of people towards the most highly
skilled and relatively most expensive prac-
titioners. Relatively small considerations, such
as this example, together with the much larger
consideration that it is comparatively easy to
define the scope of practice for medical prac-
titioners while accepted scope of practice for
other health disciplines is clumsy or nonexis-
tent, undoubtedly contributed heavily to pursu-
ing the expedient course of action we in Canada
have taken.

Private health insurance can provide a mea-
sure of control over the extent of services to be
available by the tool of indemnity and/or fixed
co-payment mechanisms. Governments find
such fiscal devices almost completely untenable
as already demonstrated in several Canadian
provinces. Imposition of fixed co-payments for
either basic institutional or personal health care
services by the governments of the day have
been frequently followed by defeat of that gov-
ernment and either complete or substantial
withdrawal of such mechanisms by the suc-
ceeding legislatures.

This observation then brings me back to the
powerful and explosive tool represented by
government-sponsored health insurance in the
development of a health delivery system. Rec-
ognizing that there is a wide variety of skilled
practitioners who are a vital part of any liealth
care delivery system, and that the efforts of
these practitioners should be properly orches-
trated to provide efficient and timely care for
the people, it is becoming increasingly apparent
that fairly clear practice lines need to be deter-
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mined. The major controls that are really effec-
tive in any form of government supported health
insurance are not basically fiscal but, rather,
the volume of facilities of every type and the
number of practitioners with varying skills mak-
ing up a health care delivery system.

Ideally, decisions on this type of objective
should be made before governments embark on
universally available health insurance pro-
grams. The alternatives adopted for expediency
lead to delivery systems more closely oriented
towards the benefit of the providers of service
than to the real health needs of the people they
must eventually serve.

I have already indicated that in Ontario we
are at present suffering considerable agony in
our endeavors to redirect the health care in-
stitutions sector, but we realjze codifying and
rationalizing the personal health care services
will be an even more difficult and challenging
task. We have, however, taken the first steps by
introducing legislation to create a health disci-
plines board; to provide for public representation
on the boards of all the sell~governing profes-
sional colleges, and to enable our ministry to
require of the professional colleges compliance
with desirable changes in their operations and
practices, if they themselves will not take such
action of their own volition. Each of the recog-
nized health disciplines will eventually have a
section within this legislation related to their
particular place in the health care delivery sys-
tem, including defnition of a specific scope of
practice. Within this context the health insur-
ance tool becomes very important in influencing
the health delivery system as it will be the major
economic resource for those disciplines whose
services are included in the government-
sponsored plan.

Organization

Up to this point I have been largely directing
your attention to the question of the impact of
health insurance on the delivery of health ser-
vices. I would now like to consider with you the
separate but related issue of some of the effects
I feel take place within several organizational
patterns in the overall management of health
services,

For some years now, in both Canada and the
United States, various individuals, committees
and task forces have been consistently observ-
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ing that the existence of health insurance, while
making available to many people medical ser-
vices they could not afford in the past, have not
automatically improved the level of health for
the population. ("Health Care in Canada: A
Commentary’—H. Rocke Robertson, March,
1972) While we repeatedly speak of “health in-
surance,  careful analysis clearly indicates that
a more proper designation might be “sickness
insurance’, as most of the benefits made avail-
able are directed lowards treatment of existing
illnesses or disabilities with little, if any, thrusts
toward prevention. The promotion of positive
health has not been seen as an important role of
the health insuring agencies.

All of these studies and reports relate to the
same baSic issues—availability of services,
quality of care and costs. These are the same
concerns expressed by consumers in their de-
mands for better service.

Because of the relative level of prosperity in
our two countries since World War I, govern-
ments themZelves have been in a position to
respond with fiscal resources to an unlimited
number of special interesis in the health field.
While various individuals and agencies have not
always received all the financial support they
feel they deserve, they have obtained enough to
enable them to pursue their self-appointed
goals with little need to constructively evaluate
how such goals might best integrate with others
serving almost identical client groups.

Organization of both government and
health-oriented associations, corporations and
colleges trended toward emphasis on various
aspects of health delivery with overt, if not out-
right, competition for allocation of resource dol-
lars to their own specific area in the health field.
Programs directed to treatment of physical ill-
nesses received much greater support than
those applicable to mental or psychiatric ill-
ness. Public health programs, largely con-
ducted by government agencies, had difficulties
in competing with private practitioners and
proprietary or public health care institutions. A
multiplicity of special purpose bodies came into
being dealing directily from a central source
with their clients in their particular area of in-
terest. Health services became fragmented, on
distinet program bases, with limited integrative
interaction possible between the disparate
groups.

Alarming annual increases in the cost of
treatment services, and a realization on the part
of government and the public that such condi-
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tions begged ij(:‘edy change, have contributed
to major shifts in organizational pallun at
least in our province.

Several studies in our Province suggested
that only by decentralizing the functions of
health planning and evaluation to a level com-
patible with local community identification
could more effective integration of the delivery
of health services be achieved. To accomplish
such an objective it became readily apparent
that resource-allocation mechanisms and com-
peting program-oriented structures, long a tra-
ditional form of organization at the provincial
level, would have to be radically restructured.

During the long period of expansion in our
Province following World War 11, there was be-
lieved to be sufficient resources to make it pos-
sible to settle most of the claims on government
through an allocative process. This process did
not give everyone everything they wanted, but
at least everyone got something and the pur-
poses of the competing institutions were left
largely unchanged.

Now, however, with a growing demand on
available resources, a disenchantment with
categorical programs, and with a growing rec-
ognition of the interdependence of things, par-
ticularly in the health field, the solutions which
policy makers need to come up with are integra-
tive. This is to say that, in order for govern-
ments to be authoritative, it is necessary that
political decision-making should bring the aspi-
rations of competing institutions into direct re-
lationship with one another and, through a pro-
cess during which these aspirations are
modified, produce solutions which have a wide
degree of acceptance. This acceptance will
have been achieved through a series of stages in
which the point of view of all the participants
gradually changes.

With the advent of government-sponsored
health insurance, our Province, like many
others, recognizing that the delivery of such
services would be accomplished through a
series of autonomous institutions and prac-
titioners, had set in place commissions with
broad and important delegated powers to not
only operate the health insurance plans but also
to plan for and manage the facilities and prac-
titioners involved. In the meanwhile, our Pro-
vincial health department was left with the re-
sponsibilities for public health and mental
health and other aspects of the total health pic-
ture as these were seen as more direct service
operations of government itself. These were ob-



viously competing systems with the health in-
surance aspects having a high public profile
backed up by cost-sharing agreements with the
federal government, leading, for some time, to
the rather erroneous philosophy that thrusts
under this umbrella were only fifty-cent dollars
insofar as the Province was concerned.

As it hecame clearly apparent that the tradi-
tional allocative process could no longer be sus-
tained and it would have to be replaced by some
form of “integrative” functioning, it became
evident alsov’that a new administrative structure
would have to be created having as its objective
all aspects of total health. To this end, the spe-
cial purpose commissions were dissolved and,
as part of a general reorganization of govern-
ment in our province, a Ministry of Health was
created with eomplete responsibility for all as-
pects of health.

Within this massive reorganization the

former emphasis on “programs’ (here I refer to
programs as public health, mental health,
treatment rehabilitation, the traditional forms
that we have seen the health picture broken up
in) gave way to a “standards” model, with a
focus on health-care delivery in all its forms, as
the central core for Ministry functions. The in-
tention is that the Province will be divided into
approximately thirty districts each having a Dis-
trict Health Council which will be responsible
for health-care services, planning and policy in
its own geographic area, that there will be a link
here with the social services because it is rec-
ognized that the line between health and the
so-called social services is very gray and obvi-
ously the overlays here are many and impor-
tant. :
While at this stage it will not have direct
power to authorize expenditures, since the tax
base is largely at the provincial level, its advi-
sory function will be acutely recognized and,
with broad provincial guidelines or standards, it
will be able to plan, priorize and evaluate all
health services within its geographic area. It is
a process which, we hope, will give us
significant rationalization of our health pro-
grams at a local level, particularly, as for the
foreseeable future. All health programs will
have to be contained within some fixed dollar
limits,

This is the art, then, of trade-offs, priorizing,
to see which becomes more important.

The Ministry itself will be organized to sup-
port such a district and area concept largely
through a strong Standards Division which will
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not only be charged with the development of
flexible standards for all aspects of health care
of our Province, but also will have a capability
of providing expert consultative advice to
Councils and agencies throughout the Province.
A series of six or seven regional offices and Di-
rectors will also be established within the sec-
ond major group of the Ministry, i.e., Health
Services Delivery, to insure close liaison with
District Health Councils and to assist institu-
tions and agencies in carrying out their respon-
sibilities.

Hopefully, the Ministry will eventually be
able to divest itself from the direct operation of
health delivery services by folding them back to
their community interest. This should
strengthen the Ministry’s major roles of plan-
ning, research, major goal setting, development
of standards and evaluation.

The Health Insurance function is now recog-
nized as a basic administrative machine re-
sponsible for the usual business aspects of
premium collection and claims payment. But
policies for its administration will be developed
within other groups of the Ministry whose over-
all objective is total health. It is anticipated
that, in this way, the workings of health insur-
ance can be utilized as a major fiscal resource
for support and development of total health
care, rather than the more limited perspective
of specialized treatment procedures or
facilities.

Basic to the health delivery system will be a
strong emphasis on primary care. A recently
concluded report of a special Health Planning
Task Force! describes the essence of this
approach:— “The Health Services System is an
aggregate of inter-related health services ar-
ranged so as to function as a complex whole.
Within the system, there are two distinct sec-
tors: Primary care and secondary care. Primary
care services are provided by groups of medical
and allied health personnel. Each group, in the
provision of such services, contributes to an
overall program of primary care in the commu-
nity. In the secondary-care sector, the services
of specialists are grouped around programs or
areas of specialty,

“The concepts of primary and secondary care
are basic to our proposals for health care in

tReport of the Health Planning Task Foree—January 28, 1974,
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Ontario. It is through the development of inte-
grated and co-ordinated primary and secondary
care services Lhat the quality and efficiency of
future health services will he maintained and
improved.”

The Minister of Health, on the occasion of his
introduction of the Report of the Health Plan-
ning Task Force (January 28, 1974) stated:— **I1
makes proposals and recommendations that
could bring about wide and fundamental
changes affecting the entire health care system,
changes in roles, structures and practice, at all
levels.”

Within this model are contained inherent
changes in the Health Delivery System affect-
ing the traditional functioning of almost all
agencies and practitioners. The Report was ta-
bled with our Ministry early this vear and has
now been made public. Interested groups, as-
sociations and individuals are being asked to
review and comment upon the Report. These
observations and suggestions will he carefully
reviewed by eur Ministry and in due course the
final results will form a working objective for the
health delivery system of our Province. There
are several suggestions within the Report as to
how Health Insurance funding can be used to
reorganize and revamp our health delivery sys-
tem.

In the sense of a Monday morning quarter-
back, it would seem that great advantages
might have accrued to our health delivery sys-
tem if the feasibility work related to both the
health disciplines and the delivery system had
preceded the introduction of the universally
available government sponsored programs of
health insurance. However, without the practi-
cal experience of the past fifteen years it is
highly probable that many of the innovations
now taking place would have met with serious
resistance by almost all parts of the health field.

I would just like to say a few words, then,
about the payment mechanisms before I close,
Mr. Chairman.

Institutions. As you are no doubt aware, even
prior to the introduction of hospital insurance
our provincial government enacted legislation
whereby no hospital could be created, enlarged
or modified in any way without its explicit ap-
proval. Generous capital support programs
have been in existence, although approximately
one-third of approved capital requirements
have remained the responsibility of the hospi-
tals themselves. The costs of operating hospi-
tals have largely been met from the insurance
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plan through a system of prospective budgeting
permitting of bulk sum payments twice monthly
in accordance with prior approvals by our
Ministry.

When care in nursing homes became part of
the healih insurance package, legislative action
was taken to provide the full licensing of any
nursing home in the Province. Standards for
licensing were carefully set out and provision
made for license revocation or levying of fines
for failure to comply. No nursing home can now
be erected, modified or sold without the per-
mission of our Ministry.

Payments for nursing home care and home
care are slightly different but all controlled by
government legislation. The insurance
mechanism is thus used extensively as a control
tool for institutional care.

Personal Health Care Services

Payments for personal care services are also
controlled through the health insurance plan.
The traditional fee-for-service patterns are still
used based, in the ease of doctors, on a fee
schedule developed initially by the Provincial
Medical Association. While in the early days of
the Plan the doctors demanded the right to alter
the fee schedule unilaterally, this past year has
seen the creation of a Joint Committee on
Physicians’ Compensation for Professional
Services, comprising representatives of gov-
ernment and the medical association for negoti-
ation of changes in unit amounts for services as
well as relative values in the schedule itself.
The results of the first round of negotiations have
been fairly successful. Payments from the gov-
ernment sponsored program can, however, be
made on an alternative basis to fee-for-service
and there has been a steady increase in alterna-
tive modes of professional remuneration. This
ability to vary payment methods is particularly
useful as practitioners increase group opera-
tions and extend their basic services within the
group to include other health professionals and
social workers. Again, the health insurance
payments are being used to effect significant
changes in our health delivery system.

Universal insurance permits the development
of most accurate practice profiles for each doc-
tor in the Province. These profiles are reviewed
on a monthly basis. With the co-operation of a
special Medical Review Committee of our pro-
vincial College of Physicians and Surgeons,
there has been developed acceptable practice



profiles for all medical generalists and
specialists. These are used by the Adminis-
trators of the Health Insurance Plan to monitor
the actual billing experience of the doctors. De-
viations in excess of these standards are im-
mediately forwarded for review to the Medical
Review Committee. After careful consideration
by the Committee, with the assistance of their
inspectors, recommendations are made to the
Administrator of the Health Insurance Plan as
to whether accounts submitted by the doctor
should be_paid in full, at a reduced rate or not
paid at all. Through this process certain doctors
are then referred to the Discipline Committee of
the College or the Ministry itself may instigate
legal court action if fraud is suspected.

Such controls covering all aspects of a
doctor’s practice have only been possible since
the government took over complete administra-
tion of the insurance plan and eliminated the
services of some forty-plus payment agencies
comprising commercial insurance carriers,
not-for-profit voluntary plans and other desig-
nated agents,

The Health Insurance Plan has also been
used to provide special payment arrangements
for doctors locating in designated “underser-
viced areas™ of our Province. Over eighty
communities in our Province have already been
provided with medical services by this special
arrangement.

Payments under our health insurance plan
are also being utilized to assist in the organiza-
tion of community health services and commu-
nity health centers.

We now have a special group within the
Ministry that is quietly, hopefully effectively,
obviously very slowly, picking up areas in the
Province that are interested in this type of ap-
proach because our philosophy is not one of im-
position but rather one of evolution, hopefully
by education and working with local people.

Summary

Mr. Chairman, I have attempted briefly to
bring to your attention certain basic considera-
tions relating to how a government-sponsored
universally available program of health insur-
ance effects a health delivery system by:

1) Making certain basic health care services
available to almost all people of a designated
jurisdiction.

2) Indicating how priority-setting by govern-
ment as to which health services are included in
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a health insurance plan can have significant
impact on a health delivery system.

3) Suggesting that, while private health in-
surance can be operated without creating inor-
dinate demands for service, a government-
sponsored program carries with it a heavy re-
sponsibility to develop a balanced program of
institutions and personal-care providers to meet
demands of the public.

4) Outlining the need, within a government-
sponsored health insurance plan, for the de-
velopment of some form of control over quantity
and quality of health care services forming part
of the health insurance package.

9) Requiring basic changes in traditional pat-
terns of organization for the development,
evaluation and delivery of health care services.

6) Permitting the health insurance payment
mechanisms to be used as a vehicle for the de-
velopment of a balanced and integrated health
delivery system.

I would like to conclude, Mr. Chairman, be-
cause obviously these sort of introspective
naval engagements may suggest that we have
problems, and we do. Ted Doerr who is head of
the Orthopedics at Toronto General and Profes-
sor of Orthopedics at the University of Toronto
Medical School called me a few weeks ago and
he said, “Stan, how do I get in touch with the
editor of the Daily Star?” (which is our large
daily newspaper). “How do I get hold of
MacLean’s?” (a large popular magazine).

He said, “I have just spent three and a half
months traveling around the world looking at
various health care systems, and I have got to
get to the people to tell them how fortunate they
are, and what they have, and for God's sakes
hang on to it!” So that you can get this kind of
introspective focus that sometimes, ohviously,
we are very much aware of the weaknesses that
we have. But this committee that functioned,
that I referred to in the report on the Health
Planning Task Force, said. “We are fortunate
in Ontario in that the present institutions, per-
sonnel and arrangements within the health-care
sector represent, for the most part, a sound
hase on which to build a comprehensive sys-
tem. [t is neither necessary nor desirable to
sweep away the solid foundation of programs,
services and traditions on which health services
now rest. Our proposed plan, therelore, pro-
jects a system that can evolve from existing ar-
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rangements. We are aware thalt many changes
are currenily taking place in the health care
sector that conform to the general direction of
our recommendations, We are confident that
with the cooperation of all persons involved in
health care, an efficient system of high quality
health services can evolve that meets existing
needs and, also, will be capable of meeting the
needs of the future.” Thank you.

MEMBER: How many people live in the Prov-
ince? What is the population of the Province?

MR. MARTIN: It is just over eight million. It
has the same population as Sweden.

MEMBER: | don’t know if this satisfies your
criteria, but I am curious, Mr. Martin, as to the
predominant mode of hospital reimbursement
for their costs within your Province of Ontario.

MR. MARTIN: Yes, it has been a prospective
type of global arrangement for about the last six

years,

MEMBER: So rather than prospective rates,
it’s prospective global?
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MR. MARTIN: Yes.

MEMBER: You mentioned that some. con-
sumer groups had formulated objectives [or re-
vamping the system, hearings had been held,
and they were going to be considered now by
the provincial authorities. Are those adminis-
trative objectives for running the system better,
or are they service objectives for meeting the
needs of the people better?

MR. MARTIN: 1 think in my hurry to get
through I misled you a little. 1 said that thjs
report was developed by a group of people
selected as a task force, that this had now Leen
floated, in our terms, as a green paper. It pro-
vides a model for the delivery of health services
involving the aspects of consumer participation
and all the rest of it. It is now out in the field,
and it is being examined by the ministry within
the next four or five months. It has only been
out about two weeks. So we are waiting for this
to be examined by all groups all over the Prov-
mce for the feedback from it. We haven’t had
it vet.



The Function of a Data Base for Health Services
Planning—The Canadian Experience

WERNER F. O. DAECHSEL

CHAIRMAN ANDERSON: Werner Daechsel, a
consultant“with National Health and Welfare in
Ottawa, will be giving the next presentation on
“The Function of a Data Base for Health
Services Planning.”

I would wish to make a passing observation.
It is interesting that you can formulate and
develop and enact large scale health services
plans without reference to data, and then after
you have been in operation for a while, they will
say, “Let’s find out what is going on,” I gather,
and so now we are going to go into planning. I
am curious to see if Werner can tell us what
data are necessary and meaningful. I don’t want
to steal your thunder. So here we are moving
into a data base for planning, and what this
country has, we have more data about health
services than any other country in the world,
but we don’t have a policy. Werner, will you
please elaborate on the function of a data base.

WERNER DAECHSEL: It is the intent of this
paper to discuss the use, misuse and neglect of
the data base for Health Services Planning as
related to the Canadian experience. This
discussion should provide you with knowledge
related to the environment in which you will
administer your hospital in the United States in
the years to come. The semantics of the title
and Canadian data base practices will be
discussed as background. Comparisons with
practices in the United States will be included.

By way of definition data will be defined as
“factual material used as a basis especially for
discussion or decision,” base, “supporting or
carrying ingredient,” function, “the action for
which a person or thing is specially fitted or
used or for which a thing exists,”” planning, “to
arrange the parts, to devise realization or
achievement.”"?

In terms of the above definitions one could

'Webster's Third New laternational Dictionary, 1961.

restate the title as “The Canadian Experience
in using the factual material available as the
supporting or carrying ingredient for discussion
or decision making related to arranging the
parts of the health system to devise realization
or achievement in the provision of health
services,”

I am committed to a broad definition for
health services such as all activities which
contribute to the maintenance and
improvement of well-being of people of all ages
with particular references to the fields of
preventative, curative and restorative health
services; ecological arrangements for human
habitation; employment and food production:
and approaches to leisure time activities. For
the purpose of this discussion it seems
desirable to limit the health services under
consideration to those provided in hospital and
to those provided by physicians in or out of
hospital. This limitation is not denying the
importance of the other services but merely a
practical device to concentrate on those
services which have developed with some
divergence between our two countries during
the last decade.?

One difference which has become more
pronounced during the last two decades is the
quality and quantity of factual material
available to use for discussion or decision. Dr.
Perrin’s recent article in the January-February
issue of Health Service Reports in announcing
“The Cooperative Health Statistics Systems’3
for the United States enumerates a number of
objections which have been either in part or in
total attained in Canada. Hospital care
statistics and ambulatory care statistics in
Canada seem to meet the enunciated objectives
of Dr. Perrin’s proposal. At some future date
the writer hopes to have an opportunity to learn
more about this proposal to make a mare

2The papers which preceded on the program provide an insight
i:}ln some of the differences in the development of Health Ser-
vIiees.,

TThe Covperative Health: Statistics System, Edward B. Perrin,
Ph.D., Health Services Reports Jan-Feb. 1974, val. 89, Nu. 1.
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thorough comparison to the Canadian
experience.

The Canadian Data Base Pattern

For the purpose of this discussion, it is
important to remember that the basic
responsibility for providing liealth services rests
with the Provinces. In Canada, the Federal role
by consent is primarily coordinative and
supportive. It has accepted responsibility for
providing leadership and support for efforts to
establish standards for data.

The national standard in Canada for the
Admission and Discharge form provides an
example of the type of arrangement that has
been achieved. These forms are designed by
the Provinces on the basis of decisions made at
Federal-Provincial meetings with respect to the
common information which is to be jncluded by
all Provinces. The province sends the
Admission and Discharge Data on computer
tapes to Ottawa for the purpose of processing
by Statistics Canada. The forms used in
Canada are, in content, similar to those used by
the Michigan Blue Cross.s Differences occur
because of the case billing system which is used
in Michigan but not used in Canada.

Canadian Hospitals submit these forms even
though they do not serve a billing function.
Under the Canadian system hospitals are paid
on the basis of what the Province considers
reasonable operating costs. Unlike most
hospital charges in the United States, charges
and remuneration are not directly based on
individual cases.

Each year the hospitals in Canada prepare an
annual return in two parts, the first part being
“Facilities and Services” and the second
“Financial.” The Regional Planning Council for
New York City uses a similar set of forms for
hospitals of its regions although the Canadian
form is more detailed.

Unit values for departments in Canada have
been designed for the purpose of comparing
departments in different hospitals. They do not
serve for comparing non similar departments.
For departments such as Clinical Laboratory
and Qccupational Therapy, a unit value is
placed on each procedure. Each hospital
reports the unit value for the work done by the

‘Michigan Hospital Service, Inpatient Admission Notice and
Bill, 0256 March 1972.

SHealth & Hospital Planning Council of Southern New York,
Ine., Uniform Statistical Report for Hospitals, 1972.
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departments concerned. The Clinical
Laboratory unit has led to some inquiries {rom
other countries, including the United States.

It is important to recall that under the
Canadian system there is no departmental
revenue such as you have in the States. The
unit values for departments concerned serve as
a possible alternative means for measuring the
output of these departments. The above forms
and returns are universal in Canada for all
general hospitals which includes Chronic and
Psychiatric Care but excludes Mental Hospitals
and Nursing Homes.

In addition, a number of our hospitals are
voluntarily participating in the “Quarterly
Hospital Information System™ which is
designed to provide hospital management with
current indicators for level of services,
efficiency and cost of operations. Statislics
include activities such as average daily number
of operating room visits, percentage of
inpatients visits, utilization in terms of
occupancy, average length of stay and bed
turnover, eic. Costs are reported in terms of
total paid hours, average wage, and salary
rates. Profiles are provided by individual
hospital departments by hospital groupings
based on size and type and by provinecial
grouping. Thus the hospital administrator has
access to information on operations on his own
and comparable hospitals enabling him to make
performance comparisons.

The Quarterly reports were organized by the
Canadian Hospital Association with some
co-operation from the Provinces and Statistics
Canada. This is a service not unlike that which
is offered by the American Hospital Association
to Hospitals in the United States.

In addition, some hospitals in Canada
subscribe to the Professional Activity Study
Service from Michigan or the Hospital Medical
Record Institute service which is Toronto
based. One province, Alberta, requires
hospitals of that province to subscribe to the
Professional Activity Study Service. Recently,
Ontario has encouraged its hospitals to
subscribe to at least a portion of the Hospital
Medical Record Institute Service.

The basic method of payment for physician
services is on a fee for services basis.® This
arrangement requires that a document be
created for each service. The physician or his

SWith exception of salaried physicians which include physi-
cians in mental hospitals, public health physicians and some
physicians who are on staff of other hospitals or elinies.



office is asked to record the type of service
rendered and the illness involved. Based on this
simple document, a Province like
Saskatchewan has developed an extensive
physicians’ profile system with regard to the
type and quantity of service rendered by the
individual physician. Thus the Canadian data
base includes a record of services by physicians
as well as hospital cases.

The data base for Health Services Planning
with respect to manpower has been broadened
by a co-operative arrangement between Health
and Welfare Canada and Revenue Canada by
including information about physicians income
without identifying the link between the specific
physician and his income. It is possible, how-
ever, to be specific with respect to size of the
community,“type of practice by specialty, fee
for service or salary, full-time or semi-retired.
Information about overhead costs for private
practitioners is also included.

Some examples of the nature and scope of the
data base available for Health Services Plan-
ning in Canada are provided as an appendix to
this paper.

Applying the Data Base

The Canadian experience has been similar to
other nations in that use, misuse and neglect
have occurred with respect to the data base
available for health services planning.

Most of the major changes planned for Cana-
dian Health Services particularly with respect
to arrangements for financing have been pre-
ceded by careful examination of the data base.
This examination has taken place both at the
Provincial and Federal level. Three major
studies conducted by the Federal Government
and the Governments of Ontario and of Quebec
serve as examples. These are:

1. Report of the Royal Commission of Health
Services (Ottawa Queen’s Printer, 1964,
1965)

2. The Report of the Commission of Inquiry
on Health and Social Welfare (Quebec:
Queen’s Printer, 1967),

3. Health Care in Canada; a Commentary
Health issued between 1969 and 1973.

In addition extensive studies which could be
included are:

1. Task Force Reports on the Cost of Health
Services in Canada (Ottawa, Queen’s
Printer, 1970),
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2. The Community Health Centre in Canada
(Ottawa, Information Canada, 1973),

3. Health Care in Canada; a Commentary
Background study for the Science Council

of Canada, Information Canada, Ottawa,
1973.

The Report of the Royal Commission on Health
Services provides a reasonable example of how
the data base is used for health services plan-
ning in Canada. A major portion of the report is
devoted to identifying the data base which was
considered relevant. When one examines the
recommendations, however, they appear to rep-
resent objectives which, although within the
context of the data base, do not stem di-
rectly from the data base. This judgement is not
made in a critical fashion. In planning health
services on a broad basis, it is desirable that the
available data base be examined to establish
measurements for requirements and the limits
of resources which may be available for the
provision of Health Services. Judgements can
be made within these limits. The commission
paid attention to the data base in this fashion.
Particular attention was given to financial and
manpower resources which might be available
for the provision of Health Services. Certain in-
ternational comparisons were included particu-
larly with the United States and in some cases
other countries.

When one examines the report of the Health
Planning Task Force of Ontario? which was re-
leased in 1974, the relation between the data
base and the recommendations made is very
similar to that already described with respect to
the Royal commission.

Ontario has a distinguished record in refer-
ring to the data base when engaging in health
services planning. Mr. Martin,® the Deputy
Minister of Health for Ontario, has been as-
sociated with and on many occasions responsi-
ble for the creating and the maintenance of the
record. He has been part of this achievement
both in and out of government.

In considering Health Services planning,
however, it is important to keep in mind the
environment which influences planning as well
as the written recommendations and subse-
quent decisions. Misuse of the data base can

“Ontario, Report of the Health Planning Task Force, 1974.
®The previous speaker on this program.
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occur when isolated or casual examination of
the data base leads to misconceptions which
interfere with both rational and humanist ohjec-
tives. In 1970 the Economic Council of Canada
issued a report that contained the following
statement.

“Looking ahead to 1975, about 81 out of every
$6 or §7 of the increase in the total income in
the economy could be taken up by health care
and higher educatjon. But such a rate of expan-
sion in expenditures in these fields is simply not
sustainable for the long run if the rate of in-
crease of the past five years were to continue
unabated, these two areas of activity alone
would absorb the entire potential national prod-
uct befor&the year 2,000,910

As an individual 1 recognize that any compo-
nent of a mix which increases its share of a mix,
no matter how small the increment each year,
will if the increments continue indefinitely take
over the total mix. The year 2,000 is of course a
rhetorical alatrm bell.

In 1973, the President of the Manitoba Medi-
cal Association in his comment on the Manitoba
White Paper on Health Policy included the fol-
lowing observations: “Tn 1969 and 1970 the
Canadian public spent more on its amusements
than on all health care services combined; hos-
pitals, doctors, drugs, dentists, etc. (Statistics
Canada).

*“In 1971, the Manitoba public spent $113 mil-
lion on alcoholic beverages. Per capita average
of $113 compared to a per capita average for
medical services of $52.50.

“In Manitoba less than $5 per capita is spent
monthly for comprehensive medical care. That
is considerably less than the average smoker
(one package per day) spends monthly on
cigarettes, cigars or tobacco.”11

More recently in this regard United States
M.P. Congressman William R. Roy predicted
that the United States slice of the gross national
product may finally top out as high as 15 per-
cent (present rate 7.7 percent).12

It is interesting to speculate if an informed
public might not vote for allocating to health
and edueation two or three dollars of every six

*Economic Council of Canada, Patterns of Growth, Seventh
Annual Review, September 1970,

“The type of data given or implied by Dr. Badgley's presenta-

tion this morning provides examples of data fields which need
development,

" Connelly, P. “President challenges government” (President of
Manitoba Medical Association) Canada Medical Association
Journal, Volume 108, Feb. 17, 1973. p. 512,

*How much for Healih?”’ Medical Economics, March 4, 1974,
p. 47,
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dollars of any increase in the total economy. An
informed public might he puzzled by a claim
that the devotion of one dollar out of every six
dollars of an expansion in the cconomy for
health and education is not sustainable.

Some neglect of the functions of the data
base for Health Service Planning in the Cana-
dian experience might be admitted here. The
most important in the judgement of the writer
has been the lack of adequate development of
subjective measurements as an important com-
ponent of the data base for Health Service
Planning. Dr. Badgley and his associate are
making a contribution towards filling this gap
with respect to the subjective views and roles of
the consumer, the provider and others involved
in health services.

Mr. G. B. Rosenfeld™® considers the Health
Services Planning process as a f{our element
paradigm. He identifies the consumer, the pro-
ducer, the conceptualizers and the decision
maker. He looks upon the planning process as
four-staged, beginning with fact flowing to deci-
sion flowing to implementation and then to re-
sults. Latent and recognition periods precede
this four-staged process.

He stresses that the passage of time is very
important. Problems don’t remain static.
Changes require considerable time, often a
whole decade. For example, if one considers
physicians manpower based on current popula-
tion to physician ratios, it is important to re-
member that current trends will continye be-
fore any measures to change the trends can be-
come effective. Time lag for change becomes
part of the important.data base for Health Ser-
vice Planning.

With the lapse of time, during the stages of
this process, the nature of the problem may
change. The decision maker may be faced with
a different problem than the one which he rec-
ognized originally. The decision maker must be
alert, otherwise he might apply to outdated so-
lution to the problem as it exists when the solu-
tion is being applied even though the solution
was appropriate for the original recognition of
the problem.

This paradigm also requires that the subjec-
tive approach of each actor in the paradigm be
considered. Without a good subjective data
base, it is difficult to take into account the
influence of the subjective views which the con-

5Rosenfeld, G. B., Acting Director General, Program De-
velopment and Evaluation, Health Programs Branch, Health and
Welfare Canada, Ottawa.



sumers and producers will have with respect to
any given proposal for health services.

A general high level of commitment to health
has prevented disaster resulting from the lack
of subjective measures. In the judgement of the
writer more effective results would be possible
if more efforts were placed on identifying and
measuring subjective attitudes of the principal
parties concerned. One only need to consider
the amount of attention the advertising industry
for commercial organizations pays to learning
consumers attitudes when considering plans for
the future.

Evaluation is required for an effective on-
going planning process. Past evaluation data

Health Service Planning Paradigm
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has been limited to negative measures such as
the ratio of normal to diseased appendix tissues
removed which function as surrogates for posi-
tive measures. Once a more adequate subjec-
tive data base is available, the potential for
positive measures for evaluation will be en-
hanced. Health service evaluation requires sub-
jective judgements of well informed individuals
as well as objective data. Methodology for sub-
jective measurements requires development.
Acceptance of Mr. Laframboise’s message
will ereate new data base requirements for

Decision maker

Problem

ELEMENTS
Consumer
Producer
FLOW
Dimension

Data Base

Conceptualizer

Dimension of Problemn Qver Time

Time Latent — Recognition — Facts — Decision

— |mplementation — Results
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Healtl Services planning.’4 He places new em.
phasis on environment and lifestyle of the indi-
vidual as an important aspect of Health Ser-
vices Planning. This emphasis has grown out of
his development of the Health Field Concept.15
Episodical data which have been available up fo
the present may not adequately serve future
Health Services Planning. Thjs inadequacy will
make more urgent the need for a lifetime health
profile of each citizen. Such a system must
clearly identify the specific groups of special
risk to which an individual helongs for giving
advice to the individual as well as recording ex-
perience by risk group. Such a service will as-
sist in planning for improved health treatment
and prevention as well as providing a sound in-
formation..basis for assisting the individual in
choosing the lifestyle that will fit his require-
ment. "It may be, for instance, that if he is jn a
high cardijac risk group that he will be advised
to eat only unsaturated fats, orif he is in a high
cancer risk group, he will he advised to abstain
from certain_.vegetable fats., A lifetime health
profile record would assist in planning for the
reduction of the number of occasions when
drugs and other treatments which are known to
be contraindicated for the individual through
previous  medical examinations  are
prescribed,””16 .

In Canada we have come frustratingly close
to gaining this capability. We have not, however,
managed to take the final crucial steps. A dem-
onstration project has heen conducted in the
smallest province, Prince Edward Island. A
lifetime number is used (Social Insurance
Number) to identify the individual with respect
to all contacts for Health Service. A hand rec-
ord is kept for each individual listing the ser-
vices given to him.

This modest beginning has still not heen ex-
panded to a major proportion of the population
Or 10 a more detailed profile. It would seem
reasonable to expect that eventually the public
will demand that a health record be kept on the
individual which will provide adequate benefits
to the individual.

Interaction

An examination of the function of the Data

¥Mr. Laframboise will be addressing you this afternoon.

15Lal"ramboise, Hubert }., Health Policy, Breaking It Down
Into More Manageable Segments, Journal of the Canadian Med;-
cal Association, February 3, 1973,

Y¥Daechsel, Werner. “Will Canada Adopt the Universal Healith
Number?” Canadian Hospital, March, 1972, p. 21, 22,
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Base for Health Services Planning requires
some focus on the interaction between the
planner, the keeper of the data hase and the
data base. The keepers of the data base become
[rustrated from the impressions they receive
that the data base js being ignored or inade-
quately utilized for health service planning. A
review of the papers of a recent internatjonal
conference on health statistics!” indjcates that
considerable attention was paid to the need for
and use of data. Health services planners on the
other hand yearn for simplistic and definitjve
answers to questions. They tend to demand a
high level of reliability and don’t wish to be
bothered by caution ahout reliability.

There are of course techniques to reduce
these problems of interaction. Maps and dis-
plays assist the planner in visualizing the mes-
sage of the data base. The synectic approach
which allows the individual to contribute and
interact with a minimum emphasis on pre-
determined roles also can help understanding,

The problems I have referred to exist not only
in health services planning but in urban and
other planning as well. It is useful or at least
reassuring on occasion to have g model of a
situation to assist in understanding it. Dr.,
Eugene Roberts, a neurochemist in Los
Angeles, may have developed a useful model for
understanding the problems of interaction be-
tween discipline or role actors.

Dr. Roberts’ theory of human action and in-
teraction is based on a mode] which includes a
command neuron for a circuijt which has a
specific programmed function. The circuit is
pre-programmed to fire when triggered by an
appropriate stimuli. Pre-programming is de-
termined either by hereditary or early experi-
ence or both, Nothing happens until the com-
mand neuron lets it happen.

The command neurons are restrained by
GABA'® neurons which hold the command
neuron in check unless or untj] they are disinhib-
ited by an appropriate incoming stimulj
thereby allowing the circujt to fire. In contrast
to the previous reliance on excitation, Dr.
Roberts’ theory is dependent on a co-ordinated
interplay bhetween excitations and inhibitions.

The interplay between the Health Service
Planner and the Keeper of the Data Base seems
to provide some relevance to this model. Train-

"The Second International Conference of National Commit.
tees on Vita] Healih Statisties held under the Auspices of the
World Health Organization in Copenhagen in October 1973,

8Gama amino butyric acid or GABA.



ing and experience associated with the two
roles may cause the individuals concerned to
react in very different fashions to the same
stimuli. Yet once the command neuron which is
pre-programmed to respond fres “the fat is on
the fire.” Sometimes the same stimuli can have
opposite effects on two individuals that are
dealing with a situation. A given stimuli may
inhibit one actor and disinhibit the other, or it
may have the same effect on both actors. The
planning process as related to the data base is
very dependent on the reaction and interaction
between the principal participants.

In the foreword of the paper entitled “The
Consequences of Health Care Through
Government”*® Mr. Detwiller?® states
**Canada’s experience has shown an over-
utilization and, over-servicing, thereby inhibit-
ing optimum usage of health care facilities and
finance.” Even though approximately the same
data base is available to both of us, I would
question the inevitability of this conclusion
from examination of the data base. I hasten to
add that others share his reaction.

The underlying assumption which Mr. Det-
willer makes seems to be represented by the
statement, “a population that is promised ‘uni-
versal and comprehensive health services’ will
demand that everything possible be done for
every patient. This is impossible today and no
system can continue to stand up to this type of
demand.””21

This assumption could be wrong. It seems to
ignore the number of cases where available ser-
vices are not utilized even without the require-
ment for direct payment of service. The de-
mand for health services may be finite not

YUDetwiller, 27, “The Consequences of Health Care Through
Government.”

20Mr. Detwiller may be addressing you tomorrow on a similar
basis.

2ibidem, p. 25.
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infinite. The finite limitation may be within the
range of a given society’s available resources to
meet the demand. Further development of sub-
jective and other measurements will assist in

examining this Health Services Planning prob-
lem,

The United States and Canada

It is unlikely that your health service will be-
come a duplicate of Canada’s. It is likely, how-
ever, that as your government plays an increas-
ing role you will be faced with some similarities
with the Canadian experience.

As hospital administrators in the United
States in 1974 who face a future that appears to
offer increased government involvement, how
relevant is Canada’s experience in applying the
data base to Health Services Planning?

My advice would be to be as aware as possi-
ble of the functions of the data base so that you
might be articulate to the planners in terms that
are relevant to the data base. Also almost of
equal importance, be aware of the potential
misapplication of the data base so that you can
assist in preventing inappropriate planning.
The use, misuse and neglect of the data base for
Health Services Planning under government in-
volvement in health services are dependent for
effective and efficient goal achievement on
feedback and reaction from health service ad-
ministrators and other participants.

Planning judgement is the important element
of health services planning. The data base pro-
vides data not foregone conclusions. The func-
tion of the data base is to provide guidelines
with respect to limits and to stimulate action.
The data base function is to assist the decision
maker, not to supplant him. Your participation
is required.
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Appendix
INPATIENT CARE BY DIAGNOSIS (CANADIAN LIST**) 1972
Separa- Patient
tions Days
International Per Per Average
Statistical Separa- | 1,000 | Patient 1,000 Days
Classification Canadian List Number and Diagnosis tions | Covered | Days | Covered| of Stay
_— V. MENTAL DISORDERS 7.641 8.2 93,750 100 12.3
291 52. Alcoholic psychosis 218 3 2,070 2 9.5
295 53. Schizophrenia 856 .9 16,878 18 19.7
296 54, Affective psychoses 1,042 i1 14,802 16 14.2
290, 292-294,

297-299 55. Other psychosces 455 .5 9,373 10 20.6
300 56. Neuroses 2,470 2.7 20,237 22 8.2
303 57. Alcoholism 1,402 1.5 14,108 i5 10.1
304 58. Drug dependence 124 .1 1,525 2 12.3
301, 302, 305-309.. 59, Other nonpsychotic mental disorders 948 1.0 8,773 i0 10.3
310-315 60, Mental retardation 126 .1 4,984 5 39.6

V1. Diseases oF THE NERVOUS SYSTEM AND SENSE

ORGANS 8,608 9.2 78,839 34 9.2
320-324 61. Inflammatory disease of the central nervous system 157 2 3,367 4 21.4
330-333 62. Hereditary and familial diseases of nervous system 59 .1 1,016 i 17.2
340 63, Multiple sclerosis 263 3 5,745 6 21.8
342 64. Paralysis agitans 309 3 5,187 5 16.8
345 65. Epilepsy 680 7 4,707 5 6.9
341, 343, 344,

346-349 66. Other diseases of central nervous system 784 .8 13,712 15 17.5
350-358 67. Discases of nervous and peripheral ganglia 882 1.0 8,080 9 9.2
360-369 68. Inflammatory diseases of the eye 503 .5 3,498 4 7.0
373 69. Strabismus 587 .6 1,928 2 3.3
374 70. Cataract 1,031 1.1 9,335 10 9.1
375 71. Glaucoma 198 .2 1,425 1 1.2
370-372, 376-379 72, Other diseases of the eye 433 .5 3,012 3 7.0
381 73. Otitis media without mention of mastoiditis 1,942 2.1 13,223 14 6.8
382, 383 74. Mastoiditis with or without otitis media 132 .1 1,073 1 8.1
380, 384-389 75. Other diseases of ear and mastoid process 648 ) 3,531 4 5.4

VII. Diseases OF THE CIRCULATORY SYSTEM 20,635 221 304,529 326 14.8
390-392 76. Active rheumatic fever 192 .2 3,038 3 15.8
393-398 77. Chronic rheumatic heart diseases 470 .5 6,478 7 13.8
400-404 78. Hypertensive disease 2,187 2.3 21,930 23 10.0
410 79. Acute myocardial infraction 2,145 2.3 41,055 44 19.1
411-414 80. Other ischemic heart disease 3,840 4.1 50,618 54 13.2
420-429 81. Other forms of heart disease 4,701 5.0 65,919 i 4.0
431 82. Cerebral hemorrhage 138 .2 1,999 2 14.5
432-434 83. Cerebral embolism and thrombosis 396 4 8,751 9 22.1
430, 435-438 84. Other cerebrovascular disease 2,192 2.4 49,105 53 22.4
440 85. Arteriosclerosis 391 4 6,653 7 17.0
441-448 86. Other discases of arteries, arterioles and capillaries 710 8 [3,454 14 18.9
430 87. Pulmonary embolism and infraction 189 2 3,238 4 17.1
451453 88. Phlebitis and thrombophiebitis and venous embolism
and thrombosis 859 .9 10,744 12 12.5
454 89. Varicose veins of lower extremities 1,033 1,1 11,621 12 11.2
455 90. Hemorrhoids 1,014 1.1 7,999 9 7.9
456-458 91. Other diseases of circulatory system 178 2 1,927 2 10.8
V1III. DiSEASES OF THE RESPIRATORY SYSTEM 40,477 43.3 298,228 319 7.4
460-466 92. Acute upper respiratory infection, except influenza 9,812 10.5 60,842 65 6.2
470-474 93, Influenza 3,080 3.3 19,284 21 6.3
480-486 94. Pneumonia 9,488 10.2 103,837 111 10.9
490-492 95. Bronchitis and emphysema 5,738 6.1 52,316 56 9.1
493 96. Asthma 2,850 3.1 22,750 24 8.0
500 97. Hypertrophy of tonsils and adenocids 6,208 6.6 15,000 16 2.4
503 98. Chronic sinusitis 384 .4 1,940 2 5.1
504 99, Deflected nasal septum 807 9 2,942 3 3.6
301, 502, 505-508 100. Other diseases of upper respiratory tract 696 .7 2,923 3 4.2
510, 513 101, Empyema and abscess of lung 16 * 464 1 29.0
513, 516 102. Pneumoconiosis and related diseases 9 * 21 . 2.3
511, 512, 514,
517-519 103. Other diseases of respiratory system 1,389 1.5 15,909 17 11.5
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Scpara- Patient
tions Days
International Per Per | Average
Statistical Separa- | 1,000 { Patient 1,000 Days
Clasrification Canadian List Number and Dingnosis tions | Covered{ Days | Covered| of Stay
[X. DISEASES OF THE DIGESTIVE SYSTEM 24,770 26.5 219,169 235 8.8
520-525 104. Diseases of teeth and supporting structures 2,019 2.1 4,549 5 2.3
526-529 . 105, Other digeascs of oral cavity, salivary glands and jaws 398 4 2,824 3 7.1
532 ~* 106. Ulcer of duodenum 1,672 1.8 20,036 21 12,0
531,533 107, Ulcer of stomach, and peptic ulcer site unspecified 1,089 1.2 11,883 13 10.9
535 108. Gastritis and duodenitis 1,785 1.9 9,39 10 5.3
530, 534, 536, 537 109. Other diseases of esophagus, stomach and duodenum 627 7 5,438 6 8.7
540-543 110. Appendicitis 3,024 3.2 19,782 21 5.5
550, 551 111. Heeniz without mention of obstruction 2,874 3.1 24,279 26 8.4
352, 553 112. Hernia with obstruction 280 .3 3,299 4 11.8
560 113, Intestinal obstructicn without mention of hernia 782 .8 7,904 9 10.1
563 114, Chronic enteritis and ulcerative colitis 274 .3 3,749 4 13.7
561, 562, 564-569* 113. Other diseases of intestines and peritoneum 2,543 2.7 23,602 25 9.3
571 116. Cirrhosis of liver 354 .4 5,813 6 16.4
570, 572, 573 117. Other diseases of liver 154 .2 1,684 2 10.9
574 118. Cholelithiasis 4,370 4.7 52,119 56 11.9
575 119. Cholecystitis and cholangitis, without mention of calculus 1,828 2.0 15,115 16 3.3
576 120. Other diseases of galt bladder and biliary ducts 290 .3 3,099 3 10.7
577 121. Diseases of pancreas 407 4 4,603 5 11.3
X DISEASES OF THE (GENITOURINARY SYSTEM 18,108 19.4 143,585 154 7.9
580-584 122. Nephritis and nephrosis 351 .4 6,697 7 19.1
590 123, Infections of kidney 1,625 1.7 12,008 13 7.4
592, 594 124. Calculus of urinary system 801 .9 7,303 8 9.1
595 125. Cystitis 1,103 1.2 7,172 8 6.5
391, 593, 596-599 126. Other diseases of urinary system 2,049 2.2 16,338 17 8.0
600 127, Hyperplasia of prostate 1,728 1.9 32,218 35 18.6
605 128. Redundant prepucc and phimosis 506 .5 1,806 2 3.6
601-604, 606, 607 129. Other discases of male genital organs 942 1.0 6,823 7 7.2
610, 61t 130. Discases of breast 875 1.0 4,334 5 5.0
612-616 131, Diseases of ovary, fallopian tube, and parametrium 965 1.0 6,865 7 7.1
620, 622 132. Infective diseases of uterus, vagina and vulva 718 .8 3,910 4 5.4
623, 624 133, Uterovaginal prolapse and malposition of uterus 1,532 1.6 16,930 18 11.1
626 134. Disorders of menstruation 3,398 KN ) 11,806 13 3.5
621, 625, 627-629 135. Other dissases of female genital organs 1,515 1.6 9,375 10 6.2
XI. COMPLICATIONS OF PREGNANCY, CHILDBIRTH AND
THE PUERPERIUM 22,809 24 .4 120,402 129 5.3
630, 633 136. Infections of genital tract during pregnancy and urinary
infections during pregnancy and puerperium 298 3 1,405 2 4.7
632 137. Hemorrhage of pregnancy . G59 i.0 4,590 5 4.8
636-639 138. Toxemias of pregnancy and the puerperium 686 g 3,402 4 5.0
631, 633, 634 139. Other complications of pregnancy 2,429 2.6 6,936 7 2.9
640-645 140, Abortion . 2,567 2.8 8777 9 3.4
650 141. Delivery without mention of complications 12,231 131 68,660 74 5.6
651-653 142, Delivery complicated by: placenta previa or antepartum
hemorrhage, retained placenta, or other postpartum
hemorrhage 443 .5 4,041 4 9.0
654-657 143. Delivery complicated by: abnormality of pelvis, feto-
pelvic disproportion, malpresentation or other pro-
longed labor £,268 1.4 [0,930 12 8.6
658-662 144. Delivery with other complications including anesthetic
death in uncomplicated delivery 1,535 1.6 10,363 1 6.8
670-678 t45. Complications of the puerperium 388 4 1,298 1 3.3
XH. Diseases oF THE SKIN AND SuncuTaneous Tissue 4,349 4.6 37,088 39 8.5
680-686 [46. Infections of skin and subcutancous tissue 1,942 2.1 14,047 15 7.2
690-698 147, Other inflammatory conditions of skin and subcutancous
tissue 1,347 1.4 13,279 14 9.9
700-709 148. Other diseases of skin and subcutancous tissue 1,060 1.1 9,762 10 9.2
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INPATIENT CARE BY DIAGNOSIS (CANADIAN LIST*¥) 1972

Separa- Patient
tions Days
International Per Per | Average
Statistical Separa- | 1,000 | Patient | 1,000 Days
Classification Canadian List Number and Diagnosis tions | Covered | Days | Covered| of Stay
K11 DISEASES OF THE MUSCULOSKELETAL SYSTEM AND
CONNECTIVE TISSUE 7.929 8.5 90,368 97 11.4
712 149, Rheumatoid arthritis and aliied conditions 681 el 13,096 14 19.2
713 150. Osteoarthritis and allied conditions 1,326 1.4 20,075 22 15.1
710, 711, 714-H%8 151, Other arthritis and rheumatism 1,688 1.8 15,317 i6 9.1
720-723 152. Osteomyelitis and other diseases of bone 503 .5 7,716 8 15.3
725 153. Displacement of intervertebral disc 1,353 1.5 15,657 17 11.6
724, 726-729 154, Other diseases of joint 1,061 1.1 8,496 9 8.0
731 155, Synovitis, bursitis and tenosynovitis 526 .6 2,801 3 5.3
732-738 156. Other diseases of musculoskeletal system 791 .9 7,210 8 9.1
XIV, CONGENITAL ANOMALIES 1,881 2.0 21,161 23 11.2
741, 742 157. Spina bifida and congenital hydrocephalus 67 .1 2,026 2 30.2
746, 747.0-747.2 _158. Congenital znomalies of heart 272 3 3,576 4 13.1
749 159, Cleft palate and cleft lip 0l .1 1,287 1 12.7
750,751 160. Other congenital anomalies of digestive system 233 2 2,233 2 9.6
752,753 16). Congenital anomaties of genito-urinary system 37 4 3,305 4 8.9
754-756 162. Congenital anomalies of musculoskeletat system 389 4 5,146 6 13.2
740, 743-745,
747.3-747.9,
748, 757-739 163, Other and unspecified congenital anomalies 448 .5 3,588 4 .0
XV. CERTAIN CAUSES OF PERINATAL MORBIDITY AND
MORTALITY 1,603 1.7 13,614 14 8.5
764-768-4th digit

.0-3,772 164, Birth injury 67 . 583 1 8.7
764-768-4th digit

4,776 165. Asphyxia, anoxia or hypoxia 256 .3 3,008 3 11.8
714,775 166. Hemolytic disease of newborn 123 A 895 1 7.3
777 167. Immaturity unqualified 14 * 469 * 3.5
760-763, 764-768-

4th digit .9, 769-

771,773, 778,

719 168. Other causes of perinatal morbidity and mortality 1,143 1.2 8,659 9 7.6

XVI. SYMPTOMS AND [LL-DEFINED CONDITIONS 8,873 9.5 54,670 58 6.2
793 169. Observation, without need for further medical care 189 .2 527 * 2.8
780-792, 794-796 170. Symptoms, senility and ill-defined conditions 8,634 .3 54,143 58 6.2
XVI1. AcCIDENTS, POISONINGS, AND VIOLENCE
(NATURE OF INJURY) 21,414 22.9 174,348 187 8.1
N800G-N804,

N850-N854 171. Fractures of the skull and other intracranial injury 2,652 2.8 14,186 15 5.3
NBOS-N309 172. Fractures of spine and trunk 948 1.0 15,198 16 16.0
Ng10-N819 173, Fracture of upper limb 2,420 2.6 12,283 13 5.1
MN820-N821 174, Fracture of femur 1,101 1.2 32,533 35 29.5
MN822-N829 175. Other fractures of lower limbs 1,651 1.8 16,709 183 10.1
N830-Ng48 176. Dislocation without fracture, sprains and strains of joints

and adjacent muscles 1,662 1.8 9,143 10 5.5

N860-N869 177. Internal injury of chest, abdomen and pelvis 355 .4 3,920 4 11.0
N§70-N929 178. Laceration, open wound, superficial injury, contusion

and ceushing with intact skin surface 4,930 5.3 26,415 28 5.4

N930-N93% 179, Foreign body entering through orifice 382 .4 1,492 2 3.9

N940-N949 180. Burns 816 .9 10,373 11 12.7

N950-N959 181, Injury to nerves and spinal cord 59 . 1,061 1 18.0

N960-N979 182, Adverse effects of medical agents 1,721 1.8 8,410 9 4.9

N980-N98% 183. Toxic effects of substances chiefly non-medicinal 498 .5 1.436 2 2.9
N997T-N99Y 184. Complications peculiar to certain surgical procedures,

other complications of surgical procedures and other

complications of medical care 1,535 1.6 15,489 17 0.1

N9903-N996 185. Other effects of external causes 684 ) 5,700 &6 8.3

SUBTOTAL 215,080 230.1 1,957,424 2,094 9.1

SUPPLEMENTARY CLASSIFICATIONS 16,192 17.3 94,606 101 5.8

Y00-13 . Special conditions and examinations without sickness 2,816 3.0 14,949 16 5.3

Y20,22,23,26,27 187, Mature infant 12,700 13.6 67,041 72 5.3

Y21,24,25,28,29 188. Immature infant 621 .7 11,871 12 19.1

999 —— No Diagnosist 55 * 745 1 13.5

ToTAL 231,272 247.4 2052030 3195 8.9

NOTE: “Patient Days Per
* Less than 1 per 1,000,

** A Canadian List of 188 diagnoses selected as a basis for st
I Diagnosis without a code for eutside-of-Canada,

Thousand Covered™ are indicated as the nearest full day.

udy by provincial lospital

insurance programs,
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PROCEDURES, DAYS, AND AVERAGE DAYS OF STAY )
FOR SIXTY-FOUR SELECTED OPERATIONS FOR PROVINCIAL PLAN INPATIENTS*

(Including out-of-province hospitalization)
January 1 - December 31, 1972

Appendix C-10

ICDA Number of Number of Average Days
Code Operation Procedures Days of Stay
A2.3 BiSpsy of breast 120 533 4.4
A4.6 Cystoscopy and urethroscopy without effect upon tissue or lesion 1,339 11,009 8.2
03.0 Laminectomy 105 2,909 21.7
14,5 Extraction of lens, intracapsular 1,037 9,715 9.4
17.0 Myringotomy 284 852 3.0
17.6 Tympanoplasty, Type [ (myringoplasty) 181 1,266 7.0
17.7 Other types of tympanoplasty (Types iI, HI, IV, and V) 36 269 7.5
19.1 Section of nasal septum 776 2,855 3.7
2.1 Tonsillectomy without adenoidectomy 1,402 3,938 2.8
21.2 Tonsillectomy with adenoidectomy 4,564 10,811 2.4
21.3  Adenoidectomy without tonsillectomy 284 734 2.6
22.1 Thyroidectomy, partial or subtotal 247 2,569 10.4
22.2 Thyroidectomy, complete or total 36 424 11.8
24.4 Excision and ligation of varicose veins 718 5,887 8.2
25,0 Incision of lymphatic structure 15 131 8.7
25.1 Simple excision of lymph nodes and Iymph cysts 107 1,249 11.7
25.2 Radical exeision of lymphatic structure 27 452 16.7
38.0 Repair of diaphragm and dizphragmatic hernia, abdominal approach 92 1,624 11.7
38.1 Repair of diaphragm and diaphragmatic hernia, thoracic approach 10 275 27.5
38.2 Repair of inguinal hernia except recurrent 1,820 14,138 7.8
38.4 Repair of femoral hernia except recurrent 76 751 9.9
38.6 Repair of ventral or incisional hernia 353 4,746 13.4
38.8 Repair of umbilical hernia 271 2,307 8.5
41.1 Appendectomy 2,606 19,403 7.4
43.5 Cholecystectomy 3,682 50,464 13.7
46.1 Pyloroplasty and other drainage procedures 468 7,893 16.9
46.2 Gastric resection, partial or subtotal 361 8,052 22.3
46.8 Vagotomy 5 88 17.6
47.5 Resection of colon, partial or subtotal 310 8,840 28.5
47.8 Colostomy 103 3,089 30.0
50.3 Proctectomy ' 93 3,260 35.1
51.3 Hemorrhoidectomy 863 7,719 8.9
56.1 Local excision and destruction of lesion of bladder,
transurethral approach 303 5,066 16.7
57.5 Dilation of urethra 842 5,499 6.5
38.1 Prostatectomy, suprapubic 87 2,403 27.6
58.2 Prostatectomy, transurethral 1,233 28,113 22.8
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PLANNING—THE CANADIAN EXPERIENCE

Appendix C-10—(Continued)

PROCEDURES, DAYS, AND AVERAGE DAYS OF STAY
FOR SIXTY-FOUR SELECTED OPERATIONS FOR PROVINCIAL PLAN INPATIENTS*
(Including out-of-province hospitalization)

i January 1 - December 31, 1972
ICDA Number of Number of Average Days
Code Operation Procedures Days of Stay
58.3 Prostatectomy, other 171 4,879 28.5
60.1 Vasectomy 128 211 1.6
60.2 Ligation of vas deferens
61.2 Circumcision 456 1,752 3.8
65.0 Mastotomy 29 201 6.9
65.2 Mastectomy, partial 984 4,442 4.5
65.3 Mastectomy, complete 63 1,038 16.5
68.5 Ligation and division of fallopian tubes, bilateral 2,324 14,675 6.3
69.1 Abdominal hysterectomy, partial or subtotal 11 142 12.9
69.2 Abdominal hysterectomy, complete or total 2,146 25,991 12.1
69.4 Vaginal hysterectomy, total and subtotal 703 8,999 12.8
70.3 Dilation and curettage of uterus 4,173 11,274 2.7
70.7 Uterine suspension 88 700 8.0
71.3 Colporrhaphy 59 524 8.9
71.4 Plastic repair of cystocele and/or rectocele 751 8,727 11.6
71.6 Dilation of vagina 148 818 5.5
74.7 Dilation and curettage to terminate pregnancy 458 1,353 3.0
74.8 Intra-amniotic injection to terminate pregnancy 134 453 3.4
74.9 Other antepartum procedures to terminate pregnancy 79 216 2.7
77.1 Cesarean section, low cervical 832 9,212 11.1
78.1 Dilation and curettage after delivery or abortion 1,649 4,984 3.0
81.5 [Internal fixation device without fracture reduction 186 6,185 33.3
81,6 Traction and external fixation device without manipulation
for reduction 745 7.392 9.9
83.3 Closed reduction of wrist fracture 533 1,905 3.6
84.4 Ciosed reduction of other bone site fracture 730 4,642 6.4
86.4 Excision of intervertebral cartilage (prolapsed disk) 382 6,107 16.0
86.5 Excision of semilunar cartilage of knee joint 404 3,992 9.9
99.3 Extraction of tooth, forceps extraction 1,833 5,985 3.3
SuB-TOTAL 45,055 366,192 3.1
ALL OTHERS 28,072 316,157 11.3
ToTAL SURGICAL PROCEDURES 73,127+ 6823404+ 9.3

* Excluding newborn.

** Excludes codes R1.0- R19 radiotherapy and related therapies, R4.0- R4.9 physical medicine and rehabilitation and R9.0 . R9.9 other non
surgical procedures for 1,797 scparations and 16,089 days.
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TABLE A8

Number of Admissions (Adults and Children)
to Listed Hospitals Reporting,

and Rates per 1,000 Population(1)

Canada and Provinces, 1961, 1966-1970

TABLEAU A8

Nombre d’admissions (adultes et enfants)

dans les hopitaux énumérés aux Accords et faisant rapport,
et taux par 1,000 habitants(1)

Canada et les provinces, 1961, 1966-1970

Rate of Admissions par 1,000 Population
Admissions —
Admissions par 1,000 habitants
Province Province
1961 1966 1967 1968 1969 1970 1961 { 1966 | 1967 | 1968 | 1969 | 1970
Newfoundland 50,915 65,427 69,900 74,954 78,009 78,971 111.2|132.6 | 140.1 | 148.1 | 151.8 | 152.7 | Terre-Neuve
Prince Edward Island 16,225 18,136 18,526 18,992 19,561 21,445| 155.1| 167.1| 170.0; 172.7 | 176.2 [ 195.0 |ile du Prince-Edouard
Nova Scotia 109,270 | 117,939 | 117,575 | 119,880 | 125,260 | 131,490| 148.3 | 156.0| 154.7 | 156.3 161.6 168.1 |Nouvelle-Ecosse
New Brunswick 104,333 ) 107,297 | 107,038 | 112,141 ] 112,513 | 115,652| 174.5 ! 174.0] 172.6 ) 179.4 | 179.2 184.5 |Nouveau-Brunswick
Quebec 725,535 | 792,920 | 785,754 | 807,054 | 777,775 769,663 138.0¢137.2| 134.0{ 136.1| 130.0 128.0 |Québec
Ontario 949,771 | 1,064,236 [1,086,705 | 1,131,476 | 1,185,850 | 1,269,985) 152.3 | 152.9| 152.5 | 155.8 160.6 | 168.2 |Ontario
Mznitoba 165,555 | 174,979 | 173,565 | 179,227 | 181,425 | 184,636| 179.6|18L.7) 180.2| 184.6 185.5 | 187.8 | Manitoba
Saskatchewan 199,448 | 211,495 | 206,243 204,712 206,611 | 214,712] 215.6 | 221.4| 215.5] 213.2 215,7 | 228.2 | Saskatchewan
Alberta 261,617 | 292,758 | 307,550 | 321,732 329,970 | 353,132| 196.4 | 200.1| 206.4 | 211.1] 211.7 221.4 | Alberta
British Columbia 285,835 | 329,311 338,609 | 352,172 364,455 | 381,762| 175.5) 175.8| 174.1| 175.8 176.9 { 179.4 |Colombie-Britannique
Yukon 3,491 2,963 2,900 2,956 3,429 3,886 238.7 .uom.o 193.3 197.1| 214.3 | 228.6 | Yuken
Northwest Territories 4,554 7,072 7,457 7,490 7,593 8,184| 198.0| 246.1| 257.1| 249.7| 244.9 | 248.0 | Tertitojres du Nord-Ouest
CANADA 2,876,549 [ 3,184,533 | 3,221,822 | 3,332,786 | 3,392,451 | 3,533,518| 157.7| 159.1( 158.1 ! 1810 161.5 | 165.9 CANADA

(1) Based on the Census of Canada in 1961 and 1966 and revised population
estimates of StatisticsiCanada zs of June 1st in other years.

(1) A partir des recensements du Canada, 1961 et 1966, et des estimations démo-
graphiques revisées, Statistique Canada, au 1T juin, pour les anndes intermédiaires.



THE FUNCTION OF A DATA BASE FOR HEALTH SERVICES

PLANNING—THE CANADIAN EXPERIENCE

TABLE 9

Approximate Sources of Increase in Budget Review Hospital Expenditure

For The Period 1961 to 1970

Annual Average
Percentage Increase Percentage
of Expenditure of Total
Source by Source Increase
1. Population growth L79 12.85
. Increased number of patient days
per capita 1.48 10.66
. Increase in hospital salaries and
wages per paid hour of work 6.25 44.88
. Increase in paid hours of work
per patient day 1.67 11.97
. Increased cost and/or volume per
patient day of:
(a) Medical and surgical supplies 0.30 2,17
(b) Drugs 0.22 1.60
(¢} Food 0.13 0.50
(d) Other non-labour items 2.09 14.97
TOTAL 13.93 100.00

35



€

TABLE A19 TABLEAU A19

Operating Expenditures Per Patient Day (Adults and Children)
of Budget Review Hospitals Reporting(1),
Canada and Provinces, 1961, 1966-1970

Dépenses d’exploitation des hopitaux 4 examen du budget faisant rapport(1},
par jour d’hospitalisation (adultes et enfants)
Canada et les provinces, 1961, 1966-1970

Operating Expenditures per Patient Day

Dépenses d’exploitation par jour d’hospitalisation
Province . Province
1961 1966 1967 1968 1969 1970
3 3 3 b b $
Newfoundiand 20.00 32.10 38.75 44.90 48.64 52.15 Terre-Neuve
Prince Edward Island 19.04 26.61 29.43 31.62 3531 39.12 fle du Prince-Edouard
Nova Scotia 23.66 34,01 41.15 45.20 50.57 55.37 Nouvelle-Ecosse
New Brunswick 23.72 32.31 36.02 39.64 43.37 44.82 Nouveau-Brunswick
Quebec 22.63 44.00 4746 50.05 57.99 (1)55.94 Québec
Ontario 24,26 35.63 40.69 47.15 52.36 ‘ 58.29 | Ontario
Manitoba 2]1.94 31.34 35.55 39.89 43.80 | 49.58 Manitoba
Saskatchewan 21.18 30.60 33.99 38.07 42.23 (244 26 Saskatchewan
Alberta 20.42 30.04 33.93 37.47 41.36 (344,54 Alberta
British Columbia 23.85 31.80 35.88 40.95 45.69 50.38 | Colombie-Britannique
Yukon 29.43 52.87 70,74 89.87 87.96 97.30 m Yukon
Northwest Territories 3445 33.84 38.08 41.15 54.93 62.90 “ Territoires du Nord-Ouest
Canada 01 | 3618 40.54 | 458 50.67 56.27 | Canada

(1) One hospital deleted during year, provided

coverage.

(2) Six hospitals did not p
{3) One hospital deleted d

year coverage,

¢

ovide fInancial data,
ring year, provided information for part of

information for part of year

(1} Un hopital, rayé des Accords durant Papnée, a quand méme fourni les renscignements
pour la période couverte par Passurance-haspitalisation,

(2} Six hépitaux n'ont pas fournj les donndes financidres

(3) Un hopital, rayé des Accords durant I'année, a quand méme fourni les renscignements
pour la périodc couverte par Passurance-hospialisation,



TABLE "A”. PROVINCIAL MEDICAL CARE INSURANCE PLANS (As of March 31, 1973)

NOTE: (1)

(2)

All plans provide insured services of federal program (i.e. medically required services of medical practitioners
and certain surgical-dental procedures undertaken by dental surgeons in hospital),

The premiums given in the table are those for persons who do not qualify for premium assistance on account of
limited income, The provisions for assistance vary from province {o province.

[Regular premiums payable by those who
Public Authority do not qualify for a subsidy, per month,
Province Date of Entry Extra Benefits (b) Responsible Tor Plan and other charges (3)
Category Iﬁgitlii\.?{n Other Charges
British July 1, 1968 Optometry, chiropractic, naturo- Medical Services Commission, Single $ 5.00 -
Columbia pathy, physiotherapy, podiatry, Parliament Buildings, Victoria,
orthoptic treatment and services B.C. {Insurance contract may be |Couple $10.00 -
of Red Cross nurses, special nurses | obtained from British Columbia
— and V.O.N. Medical Plan, 1410 Government |Family $12.50 -
Street, Vigtoria, B.C, or approved
carriers.) {c).
Alberta July 1, 1969 Dental services rendered by dental | Alberta Health Care Insurance Single $ 5.75(d} -
surgeons as specified in regutations, | Commission,
optometric, chivopractic, podiatric | P.O, Box 1360, Couple $§11.50(d) -
and osteopathic services, and ap- Edmonton, Alberta.
pliances provided by podiatrists, TSE2N3 Family S11.50{d) s
{An optional health services
contract is available through the
~ Commission at subsidized rates to
residents who are not members of
a group.)
Saskatchewan] July 1, 1968 Optometry, refereed orthodontic Saskatchewan Medical Care Single $ 1.00(e) -
service provided by a dentist for Insurance Commission,
care¢ of cleft patate, chiropractic. Provincial Health Building, Couple § 2.00(¢) -
3211 Alber? Street,
Regina, Saekntchev.an S4S 0A8 | Family $ 2.00(e) -
Manitoba(a) April 1, 1969 Optometry, chiropractic, Mamtoba Hea!th Serv:ces Single 8 .55
Prosthetic devices and services and | Commission, 599 Empress
certain limb and spinal orthotic Street, Winnipeg 10, Manitoba Couple § Lo -
devices when prescribed by an
M.D. Family $ 1.10
Ontario Oct. 1, 1969 Optometry, chiropractic, podiatry, | Ontario Health Insurance Plan, |Single S11.00(f}), -
osteopathy, 2195 Yonge Street, Toronto 295 i
Ontario, {Insurance contract may| Couple §22.00(D) -
be obtained from the Plan at !
that address or from district Family 322.00() -
offices.) !
Quehec Nov. 1, 1970 Optometry; oral surgery in a Quebec Health Insurance Board, { All - 0.8% of carn.
university institution, Drug benefit | P,O. Box 6600, Eligible ings with ceil-
{social assistance recipients.) Quebec 2, P.Q. Residents ing of $200.00
o o /year(g).
MNew Yan, 1, 1971 Department of Health, All - -
Brunswick Box 5100, Eligible -
Fredericton, N.B. Residents
MNova Scotia April 1, 1969 Medical Care Insurance Commis- | All - -
sion Lord Nelson Building, Eligible
I P.O. Box 500, Residents
Halifax, Nova Scotia
Prince Edward Dec, 1, 1970 Health Services Com mission, All - -
Island P.0O. Box 4500, Eligible
Charlottetown, P.E.1. Residents
Newfound- April 1, 1969 Nawfoundland Medical Care All - —
jand Insurance Commission, Eligible
Elizabeth Towers, Residents
Elizabeth Avenue
St John 5, Newfoundland
Yuko April 1, 1972 Yukon Ileal!h Caﬂ. Insurance Single $ 6.50 -
Territory (a) Plan, P,C. Box 2703
Whitchorse, Yukon, Couple $12.50 -
Family §i4.50 -
Northwest April 1,197t N.W.T. Health Care Plan, All - -
Territories Yellowknife, NW.T., Fligible
XOF {tHo Rusidents

(a) Coverage depends on rusidany stutus rather thun on payment of premiums.

{b} These benefits are prnwdud generally on a limited basis, For speeifie details, information may be obtained from provincial authority; the
federa] government is not contribuling towards the costs of these extra benefits.

(e} Approved carriers limited to group coverage.

{d} Premium exemption for basic {and for optional) coverage if member of a premium unit is 65 years or more,

() Premium exemption for resident 65 years or more,

(N Rates are for combined medical care and hospital insurance coverage. Premivem exemption if member of premium unit is 65 years of more and

resided for at least the previous 12 months in provinge,

(g}

Single persons with net incomes under 52,500 and families under $5.000 are exempted.
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ACTUAL VERSUS ESTIMATED ENROLLMENT AND PER CAPITA COST

TABLE “B*” CHIFFRES REELS ET ESTIMATIFS DU NOMBRE I’ ASSURES ET COUT PAR HABITANT
TABLEAU “B” 1972.73
Actual No, of Insured Actual per Capita Cost

Province

Persons (b)

Coat téel pur habitant

Nombre réel d'assurés (b)

Newfoundiand - Terre-Neuve

Prince Edward Island —
{le-du-Prince-Edouard

Nova Scotia — Nouvelle-ficosse

New Brunswick —
Nouveau-Brunswick

Quebec
Ontario
Manitoba
Saskatchewan
Alberta

British Columbia —
Colombie-Britannique

Yukon

Northwest Territorics
Territoires du Nord-Quest

Canada

b) Used for calculating actual cost to provinces.

¢} Costs of Iaboratory services in the province of Manitoba were transferred
from this program to the Hospital Insurance Program retroactively 1o
1971-72, The total amount transfleried, $9,103.251, reduced Manitoba's
per capita no.nwﬁo:_ $55.45 and the national per capita cost from
$58.97.

534,000

113,000
783,000

640.000
6.043,000
7,827,165
1,014,846

917,500
1,685,000

2,256,000
19,000

37.000
21,869.511

3199

40.67
46.21

37.60
55.98
67.90
46.48 (c)
47.32
55.19

63.28
38.55

43.76
58.55 (c)

b} Utilisé pour le caleul du coiit réel supporté par les provinces,
) Les codits des services de laboratoire rendus dans la province du

Manitoba ont ét¢ transtérés de ce programme au programme
a,n%z_.u:nn-:ox:E_:E_omr a compter rétroactivement de 167172,

La semme totale transférée, $9.103.251. a réduit Ic voit per capita
du Manitoba de $55.45 ct le cotit national per capita dc §58.97.
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ESTIMATED NATIONAL HEALTH EXPENDITURES BY BROAG CATEGORY

1970
CANADA AND THE UNITED STATES

Total Expenditures Expenditures As Expenditures As  Estimated Per Capiia

(in milhons of A Percentage A Percentage of  Nanonal Health
dollars) of G.N.P. Pesonal [ncome Expenditures
o - (in dollars)

Instiiutional Care
(includes hospital &
nursing home care)

CANADA  U.SA  CANADA USA CANADA USA, CANADA  USA.

2,989 30,667 35 31 45 3.8 140.19 150.47

Professional

. Services (includes

physicians, dentaj &
other professional
services)

1,398 20,179 16 21 21 2.5 6557 99.01

Drugs & Appliances
(includes prescribed
and non-prescribed
drugs, eyeglasses,
hearing aids, etc.)

753 9,163 0.9 0.9 11 1.1 35.31 44.96

TOTAL PERSONAL
HEALTH SERVICES

5,140 60,009 B0 62 77 75 241.07 294.44

Other Health Services
(includes prepayment &
administration public
health, Voluntary organ-

izations, research, &
medical facility
construction)

632 11564 07 12 10 14 29.67 56.74

TOTAL

5,773 71573 68 73 87

8.9 270.74 351.18
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The Medical, Social, and Political Problems of Long
Range Planning in Health—The Canadian Projections

H. L. LAFRAMBOISE

CHAIRMAN ANDERSON: As vou can see in try-
ing to design this program, I tried to have some-
thing for everybody. 1 also have the past, the
present and the future. Those of you who have
found the past intolerable and the current scene
hardly beatable, we have a futurologist with us.

I 'am glad to present H. L. Laframboise, As-
sistant Deputy Minister, Long-Range Health
Planning, Department of National Health and
Welfare,

Mr. H. L. LAFRAMBOISE: | want to thank
Odin first of all for asking me to come down to
speak and secondly, I would like to say that the
subject of Canada’s experience with health in-
surance and health care delivery services is one
which is being well covered both by the speak-
ers we have already heard and those that we
will be hearing tomorrow morning.

What [ am going to try to do today, instead of
giving you one more angle in respect to univer-
sal health insurance and Canada’s experience,
is to stretch the subject out to the whole field of
health, not simply health care. In talking to you
about the long-range health planning we are
doing, and I am talking about the whole health
field, not simply the health care delivery sys-
tem, | will speak of the things which might be of
interest to you as hospital administrators and
people involved in health care delivery.

When I accepted Odin’s invitation to come, |
didn’t know whether today would be a “pre-
working paper day” or a “post-working paper”
day because 1 didn’t know the day in which our
Government would issue ijts comprehensive
Working Paper on Health, that is its long-range
view of health problems in Canada. If it hadn't
been issued, | would have had to have been a
little careful in what I said, but on Wednesday
afternoon, this week, my Minister tabled in the
House of Commons of Canada a document
called “A New Perspective on the Health of
Canadians”™. It is the document that the Long
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Range Health Planning Branch has been work-
ing on for the past seven or eight months. Since
it is public, everything that is in it, all the ideas
and all the angles that led up to its preparation
can be exposed.

So T will give you a general outline of long-
range health planning from the federal point of
view, and will try to relate it to the particular
interests that you have.

You will find at the same time, that many of
the things I talk about are outside the health
care field because health—the level of health,
the status of health, the factors influencing the
health of Canadians and Americans—is far
vaster than anything that can be corrected or
pursued solely through the provision of personal
health care.

Before my branch was established, and it is
only three years old, the federal approach to
health planning started from a jurisdictional
point of view. That is, the federal government
would say: “What are our constitutional POWErS
and our constitutional responsibilities?”

And having determined these, “What kind of
programs can we develop?”

This jurisdictional approach seems very logi-
cal on first glance, but it had a very limiting
effect on the horizons of what the federal gov-
ernment could do. By approaching health prob-
lems from a jurisdictional point of view, we
have seen developed food and drug laws, which
are federal, narcotics control laws, laws re-
specting hazardous substances, health services
to the Indians, Northern Health Services for the
Northwest Territories, quarantine medicine,
emergency health, particularly in respect to the
atomic threat of several years age, veterans
treatment services, immigration medicine and
so on, and this has tended to be the range within
which federal health planning took place.

The second approach, in addition to the
jurisdictional one, is the one we all know called
the “‘reactive approach™, so that when some
pressing public need arises, the elected rep-
resentatives react lo it.



This can be said to be true in respect some-
what of universal medical and hospital insur-
ance, but it is particularly true in the problems
that have arisen for drug abuse which had all
our teeth on edge three or four years ago and
which has not managed to work itself into the
limbo of our immediate consciousness.

The reaction to the thalidomide crisis in
Canada and the number of controls that we
have put on new drug submissions is again a
reactive approach. We are always reacting as
well to things which get a lot of press but which
are sometitiies of very little significance in the
over-all picture of health,

If there is an outbreak of Salmonella in black
pepper as there was last week, we get all
worked up working weekends on recalling all
the black pepper manufactured by a particular
company, but'the net importance of such inci-
dents is usually blown up by the press out of all
proportion.

Single incidents such as these create a great
press, but in fact, the policies and the activities
and the protection regulations that we set some-
times are reacting to these crises and really are
not as important as a lot of other things that are
going on unresolved but do not get much public-
ity.

As a result of limiting itself to jurisdictional
and reactive approaches to long-range plan-
ning, the federal government has played a rela-
tively minor role in many areas of health. This
can be understood, in retrospect, because di-
rect health care to the general public is a pro-
vincial responsibility which is jealously guarded
by the provinces. As a consequence no major
federal thrusts have been launched in such
areas as mental health, or on such specific dis-
eases as cancer and coronary artery disease.
Divided federal-provincial authority over the
environment has severely limited federal initia-
tives, and the same situation obtains in respect
of accident prevention programs and the care of
the aged.

Finally, when it comes to data management,
we all know that if we could meld on a national
basis, with a standard methodology, those data
that are lying there in our data banks, our Med-
icare data banks, that we could learn a great
deal about the health status of Canadians, at
least those who come in contact with the health
care system; we could also learn a great deal
about the utilization. We would learn about
ages and sexes in relation to specific procedures
used and diseases and so on. Much as we would
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like it, we still federally have not brought to-
gether this kind of a thing or subsidized, as you
have in the United States, the data collection
facilities at the state level such that we have a
standard system of integrating these data.

So what I have said in effect is that the juris-
dictional and reactive approach has led the fed-
eral government in the past to disregard large
areas on the simple and understandable basis
that they didn’t fall within its responsibilities.

Now what has been done in the last three
vears, and it has been done gradually, is to
change this approach to long-range planning to
an entirely different view.

We have started by determining what
Canada’s health problems are. We don’t care
about jurisdiction. We say, “What are the
problems?”—the problems having to do with
the health status, whether it be morbidity or
mortality, problems having to do with cost, ac-
cessibility, quality and so on. What are the
problems in this country that are really
significant and worth looking at?

It has not been done in as orderly a fashion as
I am perhaps giving you the impression. Itis a
little more disjointed, but basically, this is what
we have done. We have attempted to rank these
problems as to their gravity, and I am speaking
particularly of problems of mortality or morbid-
ity.

We have also identified problem areas to
which a great deal of attention is now being
given. For example, there is no point in long-
range planning heading into the problems of de-
livery health care in Canada because of the
amount of attention that this problem is already
getting from so many other people.

We have had in Canada in the last few years,
the Royal Commission Report by Justice Hall,
and the Castonguay Report in Quebec. We
have had a report of the Council of the Healing
Arts in Ontario. We have had a White Paper
from Manitoba. We have had the Task Force
Report on Health Costs, nationally. We have
had the Foulkes Report in British Columbia and
the one that Stan Martin mentioned today pre-
pared under Dean Mustard from McMaster
University. So the whole business of how you
organize and deliver health care is getting so
much attention by so many people because of
the costs that are involved, that although we
recognize this problem, we do not put our long-
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range planning resources on it because we
would simply be falling over one another’s feet
in a field which is crowded with a herd of buf-
faloes right now, figuratively speaking,

When we look at the problems, however, we
are interested in knowing what their underlying
causes are. It is by looking at the underlying
causes of problems that you can develop some
plans so that these causes can be moderated.
You can identify the ones that are “attackable”,
if you want to use that word. You can identify
the ones where the benefits and costs are
favourable, and you can identify the ones in
which there is a sufficient sharing of interest by
other people in the decision making process,
and by this I mean provincial or municipal gov-
ernmentsy-professions and so on, that you can
reasonably expect to get a consensus on a pro-
gram being put under way.

Having again identified the underlying causes
of these problems, we are interested in knowing
what can be done to abate the problems. What
are the tools.that we have available? What are
the avenues and the corridors that are open to
us? And only after all this analysis has been
done, “What can the federal government do?”

This particular approach of leaving the fed-
eral role to the end of the analytical process
instead of defining it at the beginning has re-
sulted in us finding all kinds of things which the
federal government can do to help abate these
problems and their underlying causes which
were nowhere evident had we started with the
narrow jurisdictional approach.

We learned, for instance, that in federal
planning we have to set out to influence the
whole system.

In other words, it is not simply a new regula-
tion under the Food and Drug Law or some new
activity in respect to the problems of alcohol
abuse among the Indians or something. There
are out in the health field not only those people
in health care delivery. There are physical
educators. There are teachers. There are volun-
tary associations. There are citizen’s groups.
There are media people, people who are in-
terested in programming for television and so
on, in areas of public concern in health.

There is a whole system that is involved in
health that affects health directly such as the
food processing industry, and we have to get at
the whole system and not simply try to function
on a simple federal regulatory basis.

Finally, we came to the conclusion that the
information we develop and the jdeas that we
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bring forward have to be presented in a fashion
that is sufficiently dramatic that the information
will influence some one, whether it be one of the
partisan groups in health or the Minister, the
Deputy Minister or the provincial government
or the public or something, because planning
information or the identification of underlying
causes and courses of action never materialize
into programs unless the information jtself and
the gravity of the problem are well understood by
the people concerned.

The people must identify themselves with a
need to do something for the problem and, in
fact, must be taken to the point where they de-
cide that activity is necessaryv. This requires the
presentation of information in simple language,
and, if at all possible, the use of simple graphics
in order to communicate.

One of the things I didn’t know but which I
found out in the course of looking at what the
federal government can do is to find that under
the Canadian Constitution, there is a federal
power called the “spending power.”

This sounds sarcastic, about the amount of
money that the federal government spends, but
it is not. The federal government under the
Constitution is allowed to give money Lo any
person, organization or otherwise in an area of
provincial jurisdiction as long as it does not
constitute a regulatory activity.

This permits us to provide the 50 percent that
we provide under medical and hospital insur-
ance. It permits us to do the research funding
through the Medical Research Council directly
to universities for medical research. It permits
us to grant money to associations, recreation
and sports associations, to finance the cost of
our Olympic Team and our International
Teams, and in fact, this spending power is a
corridor so wide that given the availability of
funds and subject to the condition that we are
not making regulations in a field of provincial
jurisdiction we could launch programs in our
country in areas of health promotion, research,
experimental and clinical trials, almost without
end as long as we didn’t pass laws or require
regulations in.areas which were not our own
authority. So the corridor is very, very large,
and it is a corridor that not very many people in
the federal government were aware of at the
time that we started doing studies.

I am going to get on now to some of our
findings. When we looked at health, we were
very much influenced by Professor Thomas
McKeown who is Professor of Social Medicine



at the University of Birmingham in England,
and who, as an historian in the status of the
health of people, studied England and Wales.
The factors affecting health in England and
Wales were analysed as far back as data were
reasonably reliable, back to about 1800, and his
conclusion is quite simple that the changes in
the level of health of the British and Welsh peo-
ple were, first of all, due to a limitation of family
size, a reduction in the average number of chil-
dren born to a woman during her child-bearing
years. _.:

The second most important factor he found to
be the increase in food supplies. There has
been a general increase in the amount of food
available per head of population so that the
problems of deficient or insufficient nutrition
had largely been overcome.

The third most impoertant factor he found to
be a healthier physicial environment, the
changes in the conditions of work and the hours
of work, the ages at which people went down
into the mines and worked in the cotton mills,
the factors of sewage disposal and potable
water and so on.

The fourth most important factor affecting
health was specific preventive and therapeutic
medicine.

This was a revelation certainly to me as a
layman coming in the health field who has al-
ways put medicine and health care first, as the
most important factors affecting health.

McKeown’s review of history tells us that this
is not so, and furthermore, he makes the state-
ment that these environmental and lifestyle fac-
tors are still the ones to which we have to look if
we want to make significant improvements in
the level of health of Canadians.

By “level of health,” I am going to use a sim-
ple definition, just as increase in the number of
disability-free days in the lives of an average
person.

McKeown puts the case so strongly that
maybe he is overstating it to make his point. He
says that if a heavy smoker who has no congeni-
tal abnormalities and has sufficient income to
meet the ordinary needs of food and shelter and
80 on were to give up smoking and give up
physician services, he would probably do more
for his health than if he kept both.

When we look at these figures, we looked first
of all at the mortality. Mortality is a suspect
figure as far as health status is concerned. Peo-
ple say “Well, you can’t dwell too much on mor-
tality. You have got to think of hospital morbid-
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ity, untreated morbidity and so on,” but the
mortality figures, limitations as they may have,
gave us some very important information.

As you are well aware, Canada and the
United States are very similar. There js a T-year
gap in the life expectancy of the average male at
birth as compared to the average female.
Females in Canada on the average have seven
vears longer life. This is growing. In 1931 it was
only two years. It was 60 for men and 62 for
women. Now it is 69 for men and 76 for womnen,
and they are racing right out of sight,

That reminds me of—swho is that crazy
American poet? Ogden Nash. He wrote a poem
called “Sexual Politics Farewell”, and in it he
says:

We grew careless,
We grew lazy and slumberous.
Little did we reck

That you were preparing to outnumber us,

Canadian figures that you could probably find
paralleled in American statistics are: Two men
die for every woman between the ages of 15 and
69. Tn 1971 there were 43,500 male deaths and
22,100 female deaths between the ages of 15
and 69, and it really does make you wonder.

The girls are preparing to outnumber us!

We found that just looking at gross mortality
statistics gave so much weight to the deaths
overage 70, if you take all the causes of death at
all ages together, that the over-all statistics
obscured those causes of death which were im-
portant in premature or early death, and we
consider this to be death before 70. So we
eliminated all causes of death over age 70 as an
analytical assumption and focused on all the
deaths between age one, eliminating congenital
and neonatal deaths, and age 70, that is, be-
tween one and 70. We then caleulated years of
potential life lost according to the average age
at death by cause, from people who died be-
tween the ages of one and 70.

So that if the average age at death in an au-
tomobile accident is 26, there are 44 years of
potential life lost from each such death, and if
the average age at death from coronary artery
disease is 43, then there are 27 years of poten-
tial life lost. By using this as a measure for rank-
ing the gravity of causes of death and making
the assumption that people over the age of 70
have, in fact, made it in a way, that they have
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lived a long life—and hopefully they will live to
be 90—and worrying more about the people who
die before their time, we found the causes of
death in Canada ranked as follows:

Number One, automobile accidents caused
more loss of potential years of life than any
other single cause of death between one and 70.

Number Two is coronary artery disease.

Number Three is other accidents, including
industrial, recreational and so on.

Number Four is respiratory disease including
lung cancer,

Number Five is suicide.

Those are the major causes of premature
death and the major causes of potential years of
life lost in Canada for people between age one
and 70.

When we looked at hospital morbidity, we
could have done it in more than one way, but we
looked at it by measuring days of hospitaliza-
tion. We excluded days of hospitalization for
normal deliveries, child birth, as not being a
sickness, but being a normal, natural health
service, and, having done this, we found the
major cause of hospital days was coronary ar-
tery disease.

The second was all accidents and trauma,
burns, violence, automobile accidents, home
accidents and so on.

The third was respiratory disease including
lung cancer.

So the pattern has changed a little from the
mortality to the morbidity aspect, but the same
package of accidents, respiratory disease,
coronary artery disease comes out in the hospi-
tal days as comes out in mortality.

When we looked at the underlying causes of
these, we found that the aggregation of indi-
vidual decisions made by people as to their
lifestyle, as to the things that, at least, in theory
they can choose to do or not do, was very, very
important. We found as well that unless we
could do something to bring those risk factors
down, then all the health care services in the
world which were serving as a catchment net
for these victims, whether they be COronary ar-
tery victims or automobile accident victims or
long cancer victims—obviously the suicides
succeeded in evading the health care system
—that if we don’t do anything to reduce these
factors or at least interest ourselves in them,
then we will be pouring, and we will be continu-
ing to pour, an awful lot of money into sophisti-
cated life-saving facilities and skills for diseases
which, at least in theory, are very, very largely
preventable.
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Turning to traffic deaths. for example, we
had 6221 in Canada last year which is a 15 per-
cent increase in two years. Alcohol is involved
in 50 percent of the accidents. It is not neces-
sarily the governing factor in every case, be-
cause accidents are a combination of things,
but we know that alcohol is important.

We also know that if 50 percent of the popula-
tion properly wore seat belts, we would proba-
bly effect a 15 percent reduction in the number
of deaths of automobile occupants and a similar
number of hospital injuries. So when you look at
these figures and you say to yourself these pos-
sibilities or these potentials are there for us if
we can get mandatory seat belt legislation ac-
cepted and delivered in a way that the Canadian
people will understand, there is a lot more that
can be done by that than perhaps by adding to
the sophistication of the life-saving facilities in
a particular location and at very little cost to the
taxpayer.

As a result of this, we came up with a Health
Field Concept which I have written up in the
“Canadian Medical Association Journal”, and
which is the basis for this working paper. |
haven’t got copies of it, but I have copies of a
summary which are on the corner of the desk
here should any one want it. The Health Field
Concept as a result of analysing thése factors
breaks the health field down into four elements.

One is human biology having to do with all
those health problems that come as a result of
us being human beings, our genetic inheri-
tance, aging, maturation, our body svstems and
S0 on.

Secondly, the health problems that result
from the physical and social environment about
which the individual can do little or nothing as
an individual.

The third areas are the health problems that
arise from lifestyle or self-imposed risk which
are the health problems that arise from the
things that individuals can, in fact, do some-
thing about; and the fourth element consisting
of the health care organization which is the tra-
ditional health care delivery system of all the
people and the facilities involved in delivering
personal health care, both preventative and
curative,

If you take these four elements of the health
field and you start to analyse your health prob-
lems across the elements to determine what
various contributing causes are coming {rom
each area or looking at what can be done in
each of these areas in order to modify in a posi-
tive way the health status of the people. you will



get quite a difterent view of the health field than
if you simply deal with the health care organiza-
tion, which is the area that you are interested
in. You come to the conclusion that we are not
exploiting the possibilities for improving the
health of Canadians in the areas of human biol-
ogy and lifestyle to the extent that we could by
comparison with the amounts of money that we
are pouring into the system that most of us have
been discussing today.

This doesn’t mean that the system needs to
be neglected because the Canadian people
wouldn't stand for it. They want better health
care. They want more health care. They want
more insured services, and the demand by the
public for these services assures that the funds
will be made available within the limits of not
completely bankrupting the governmental
treasuries. But for the other areas of prevention
and research of health promotion, of recreation
and fitness trails and all of the areas of physical
education in schools, the public demand is not
there with the same kind of urgency as the de-
mand for health care, particularly for the sick.

Therefore, it is a responsibility of the gov-
ernment, if they analyse out these problems and
ascertain their underlying causes, to them-
selves give attention to the opportunities in
these other areas because the direct public
pressure is simply not strong enough. So gov-
ernment has to accept its responsibility to act as
a surrogate for the Canadian people in promot-
Ing programs in areas which may or may not
have an extremely popular political appeal and
for which there is no great sense of urgency.

The problem with preventive health mea-
sures is that you are asking people to sacrifice
some self-indulgence as Odin said in one of his
articles which helped get me on to this particu-
lar theme. People prefer the short-range
hedonistic model, and they don’t like to
sacrifice an immediate pleasure for a long-term
reward or to avoid a long-term punishment. It is
a marketing problem.

How do you get people to buy life insurance?
How do you get people to make out wills?

This is spending money for something which
they can’t see for a long time.

The same kind of challenge exists in getting
people to modify their behavior (and you won't
do it by preaching sermons) so that they will, in
fact, be prepared to give up a small bit of im-
mediate pleasure as a means of obtaining a
long-term reward, or the possibility of a long-
term reward, or the possibility of avoiding a
long-term punishment.
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Our thinking led us to the concept which you
are all very familiar with which is a population
at risk concept. Rather than dwelling on the
individual episode of illness, we needed to iden-
tify high risk populations and to direct prograims
at reducing the risk in those high risk popula-
tions so that tens and hundreds of thousands of
people would be affected by the programs
rather than the individual episode of illness it-
self, and the population at risk approach means
taking a population, and you can take a popula-
tion in Canada, in respect of a certain health
indicator, infant mortality or whatever it may
be, the accident rate, coronary disease, by age,
by sex, and determine what part of that popula-
tion is the greatest adverse contributor to the
statistic,

You might find in Canada that our infant mor-
tality rate, the favourite toy of health status in-
dicators, is 17.5 child deaths per thousand
births, but in a wealthy Canadijan suburh, it
may be 11, and in the Indian northlands, in
Manitoba and so on, it may be 40. So vou don’t
come out with a national infant mortality reduc-
tion program. You select the high risk element
or that element which is contributing the most
adversely to that factor, and you aim a program
at that high risk element.

Similarly, the drinking driver, the cigarette
smoker, the person who lives a sedentary life, is
25 or 30 pounds overweight and 45 years old,
has a high-pressure job, drinks a lot of coffee,
and gets no exercise is a candidate for a coro-
nary. He is a high risk person, and he is the
person to whom you should direct your risk re-
duction programs and not just simply conduct a
program across the whole Canadian population
that is directed to everybody regardless of their
risk state,

The population at risk concept is a treacher-
ous one hecause you can get into some Very
subtle analysis. For instance, il you look at
sickness and death among children five to four-
teen, you will Aind that the rates are very low. In
other words, they are theoretically one of the
healthiest groups in our population, and you
wouldn’t consider them to be a population at
risk. but if you peel one layer off the onion, you
will recognize that the way those youngsters are
being formed in the ages five to fourteen and
even before five will be very important in
whether they start smoking, whether they
abuse alcohol, whether they will feel comfort-
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able and have fun doing physical recreation and
playing games, whether they will be or will not
be promiscuous, whether they will be careful
drivers, whether they will be rebellious against
society and so on.

So this threshold age group of five to four-
teen (or you can make it four to sixteen). in
spite of the fact that sickness and death [actors
don’t indicate them to be at high risk, becomes
a very important population for directing pro-
grams that are going to shape their ideas and
their attitudes and their lifestyle health habits,
perhaps for the rest of their life.

So if you are going to use populations at risk
analysis, you don’t only deal with statistics, but
you also~deal with threshold populations which
are exceedingly important.

This has led us into an area which is very
contentious, and we always speak of it with
great care and qualification, and it is an area
called social marketing. Social marketing quite
simply is to take the marketing practices of
business that are used to modify people’s buy-
ing behaviour in respect of goods and services
and to see whether or not the same skills
——analysing the market motivations of people,
identifying needs and then providing services at
a certain cost, either financial or in
convenience—can get people to modify their
behavior or their attitude.

Now we know it is not easy. Behaviour
modification is not easy, but there are some
successes that we can point to.

We take it for granted in North America, in
both Canada and the United States, that as the
deadline rolls around, we must complete our
income tax form. We do this at great inconve-
nience because the forms are not easy to fill out.
Quite often we will pay money to go to a tax
consultant or a tax firm to have it done, and
then we send it in with a check for the amount,
if we happen to owe some money, and we take
this for granted.

People in Ttaly who come over are amazed
that the Canadians should be so submissive in
respect to paying over money to governments,
but we have been social marketed in this coun-
try in respect of the need to respect the income
tax law.

I know that there is fiddling that goes on but
in getting that form done and in on time, it is a
marvel. It is an absolute marvel to an Italian tax
collector who has to pursue people and seize
their books and take them to court for ten years
in order to get them to pay their income tax.
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So we are socially marketed.

We had a campaign some years ago in
Canada which you also had in the United
States, a “Mail Early™ campaign in order to get
people to mail their post cards or Christmas
cards to beat the log jam at Christmas, which
was very successful. By December the 15th,
there was no mail left.

Now, obviously, things have deleriorated, par-
ticularly with our sporadic strikes in Canada, to
the point where it doesn’t really matter whether
you mail it or not, it is going to take a long time
to get there. But it was good social marketing.

Campaigns for War Savings Bonds in the last
war were excellent social marketing. Kate
Smith was appealing directly over the radio to
people to pick up a telephone, call a certain
number and pledge themselves for bonds.

So there are areas where social marketing
has taken place, but it is relatively rare in
Canada.

We are financing federally a private corpora-
tion called Sports Participation, Canada, and
we finance it to the extent of half a million dol-
lars annually. It generates five million dollars a
year in publicity, through the media of radio
and television and others, aimed at getting peo-
ple to be more active physically.

Your own President’s Fitness Council (I was
talking recently to one of its members) operates
on an annual budget of $500,000.00 which is
really very little money and generates 35 million
dollars of activities in the course of a year. It
gets a big piece of the public service time that
the National Advertising Council provides.

You might say, “What effect has this got?
You spend a lot of money”, and so on. It is, of
course, just one, and you don’t want to
generalize from a single case, but this year,
when the program is finished, we will have 67
miles of bicycle paths within the City of Ottawa.
We have 50 miles now, all within the city limits,
on which there is no other traffic but bicycles.
So in Ottawa there are literally hundreds of
families on every nice day from the 15th of April
through to October who are out bicycling espe-
cially on Saturdays and Sundays. There is an
urge by people to get out and do something. If
we can provide facilities easily available to
them, they will, in fact, do it.

One of the marvels of Ottawa is that the
Rideau Canal is converted into a 5-mile skating
rink in the wintertime, and there are as many as
35,000 people out on a given day skating on this
o-mile rink, ¢f all ages. So it is with the interest



of Canadians in weight control, and an interest
in knowing the nutrients that they should be
eating; all are elements which are positive in
our society and which indicate that social mar-
keting can build on trends and needs and moti-
vations, many of which the Canadian people
now have.

Many of the solutions to our problems do not
lie with the Health Department. We find this
more and more. It may lie elsewhere with the

federal government, but not with us. It may lie

in Indian Affairs. It may lie in the Department
of Labour,.the Department of Transport, the
Department of Justice, the Department of Fi-
nance,

There are a multitude of agencies who have
the power to act in matters affecting health,
much greater in certain areas than the Health
Department has.

As far as automobile accidents are con-
cerned, the Departments of Highways and
Transports and the laws that they are prepared
to administer, and the law enforcement agen-
cies are prepared to enforce, are much more
important in reducing the deaths and injuries
than anything that the health people can do in
the provision of emergency services and ambu-
lances.

What does all this mean for health adminis-
trators? It certainly doesn’t mean that the fed-
eral government in its paper is just leaving or
abandoning its interest in health care adminis-
tration, in order to pursue all these routes.
There is no way that can happen.

The federal government’s contribution to the
various health care plans you heard of this
morning is of the order of 2.3 billion dollars a
year, whereas its expenditures on the health
side in all other activities only amount to about
150 million dollars. Thus we have a very large
interest in that sum of money that we are spend-
ing in health care administration.

When we looked at the basic problems in
health care administration, we have locked at
these in a less comprehensive way than we have
at some of the other problems, and we read all
the reports and still continue to read the reports
that are prepared by provinces in health care
administration.

We came to the conclusion that mostly the
problem was not in learning what we should do.
We certainly have reached the point where we
have sufficient knowledge to warrant action
being taken in certain directions.

The problem is that we don’t know how to go
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about doing it, and one of the reasons is that we
have an open system, and there is either a re-
luctance or an inability to put the system on a
command and obedience basis. This is quite
understandable because if we had health plan-
ners in, say, Stan Martin’s department that
would say “From here on in we will tell the
doctors where to practice, and we will tell these
people and those people”, and so on, we could
have corporate-type plans the same as General
Motors or Ford have in bringing out cars like the
Edsel. But we haven’t got that.

So we have a system wherein an analogy is a
team managing a chess board where the differ-
ent types of pieces belong to different players.
They all want to win, but no one wants to win at
the expense of sacrificing those pieces that are
his. So the guy who should move the bishop up
to sacrifice says “I am nol going to move my
bishop up. T want to win, but you put your
knight over there and sacrifice your knight.”

Everybody wants to win this game and I think
pretty well has an.idea of how to go, but each
person who holds a piece of the action wants the
game won without him having made a sacrifice
in the interest of winning the game.

We think, too, and not always with the
agreement of our colleagues, that the physician
is the key person in health care delivery not
only in the provision of services, which is all
well admitted, but also in the manner in which
those services are being provided.

We feel that until we consciously recognize
that the physicians should be organized in a way
by which they have spokemen who can commit
them and negotiate with them and commit their
people to experimental arrangements, to par-
ticipation in district health councils and so on,
we are going to have—I won’t say nothing but
trouble—but more trouble than we would
otherwise have,

As long as physicians are independent of di-
rection by their own profession in the organiza-
tional and service arrangements that councils
and regional boards are going to require, we are
going to have difficulties, and we should do ev-
erything we can to pursue a system of building
physicians into the organization in a formal
way.

We have looked in Canada at the measures
that are being taken with respect to establishing
regional health authorities, and my branch has
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prepared a report showing at least at the point
in time we did it, which is about six or eight
months ago, what each province in Canada was
doing in the way of evolving a system for estab-
lishing either regional or district councils, and
of the kinds of authorities they were giving or
had given or intended to give to these councils,
of the extent to which they were bringing to-
gether health and social services within the
same organizational and geographical
framework. So we have looked at the problem
of regionalization in Canada, and [ must tell
you, if [éan quote Mao-Tse-Tung, “It’s a many
flowers approach”, and it proves to you that
there is no one way that is so clearly superior to
all others that this can be done; and secondly,
that the attitudes and circumstances (and I
don’t mean political; I mean social values) vary
a great deal in Canada from one province to
another. What might be ideal in one place may
be anathema in another place. But the purpose
of a report like this is simply to provide a “state
of the art” review for everybody as to what js
going on so that each province can learn what
the other is doing, and perhaps get some idea on
what is and what isn’t working.

We have in Canada, as Werner mentioned, a
data resource which is perhaps unavailable in
any other country. These are the data banks for
all the medical care treatment that is provided.

The United States hasn’t got it. You haven't
got it as comprehensively as we have in
Canada. Great Britain hasn’t got it because they
don’t operate on a fee-for-service basis. But in
Canada, every contact between a physician and
a patient is going into a bank with a physician’s
name and the patient’s name. The physician’s
specialty can be obtained, the age of the patient
and the sex. Very often the diagnosis is given
(even though the diagnosis is often very dicey as
a means of measuring the illness) but the data
are all going into our data banks.

If we could design a methodology for unlock-
ing these data (we are already doing it, as
Werner says, in some directions) but if we could
do it in some other directions such as in measur-
ing days of disability that can be extracted from
the kinds of illnesses that patients are being
treated for, we might be well on our way to
measuring changes in health status and also
well on our way to assessing the consumption of
services according to age, sex, economic class
and so on and so forth.

The area of community health services is
very contentious in Canada. It is the most
motherhood area you have ever heard of—we
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had a report by Dr. John Hastings a year ago, in
which very few people could find things to dis-
agree with, but certainly couldn’t-find in there
what action needed to be taken in order to ar-
rive at the promised land.

Community health centres are no panacea.
There is no model. Everybody want a model.
They want it simplified for them., They want to
be able to say “Five physicians of this kind, two
of these, one of those and so many square feet”’
and so on and so forth for such-and-such a
population.

These things aren’t there, and I must say that
I commend Stan’s government in Ontario for
responding to the initiatives that are being
taken at the local level so that they can help in
the development of things which suit the peo-
ple, with the professional advice of his branch,
rather than sitting in Toronto and laying down a
particular building and multiplying it fifty times
over in different communities,

We are interested in the problem of chronic
care and particularly the care of the aged be-
cause we know, as you do, that the proportion
of the total population over age 65, or if you
want to go down to 60, is going to increase by
about 35 percent, from 8 to 11 percent of the
total population in Canada based on present
growth rates between now and vear 2000, and
i, as we know, that a person over age 65 re-
quires something like three times as much in
the way of health care services, as the average
population, and if, as we hope, our program
succeeds in reducing premature death it will
increase the number of people who will survive
to 65 and therefore generate greater costs. Tak-
ing all that together and taking together the im-
portance of chronic diseases today as opposed
to acute illnesses and parasitic infectious dis-
edses, we are very concerned about attention
being paid to the problems of the aged and the
problems of long-term care; and we are also
concerned with the insufficient value which the
health care system and the physicians place on
long-term care by comparison with the impor-
tance that they place on acute care and the
great thrill they have when they cure somebody
who is sick.

We don’t attract nearly enough people to re-
habilitation medicine, geriatrics, psychiatry and
a whole flock of areas where we have to some-
how get the system to appreciate that that kind
of care is as important and rewarding as the
cure which is the thing to which a physician is
usuaily trained.

Now the Concept and all of these solutions in



the Working Paper result in five federal
strategies. One is a health promotion strategy
with a whole number of propositions aimed at
influencing people, associations and so on, to be
more active in matters concerning health,

There is a research strategy for what the fed-
eral government hopes to encourage in eight or
nine different areas in order to improve our re-
search facilitity, among which is learning more
about the relationship between self-imposed
risks and diseases, and also identifying high
risk populations.

In addition to the health promotion and the
research strategy, there is a regulatory strategy
consisting of propositions by which we expect to
use our power and encourage provinces to use
their power to pass regulations which may have
an important effect on the people of Canada.

There is a health care efficiency strategy
which has 13 or 14 items to improve or to bring
into the best possible balance the cost, the ac-
cessibility and the quality of medical care and
personal health care; and finally, the fifth
strategy is a goal-setting strategy whereby we
hope to set goals either quantifiable or by date
or both in respect to all of these four areas, so
that where we can get agreement with prov-
inces or other participants in the decision-
making process, we will try to set goals as to
what we expect to achieve in relation to particu-
lar areas.

These five strategies encompass 74 Droposi-
tions, most of which are not in the federal do-
main. They are simply exhortations to all of the
people in the health field to please let’s get to-
gether with the federal government and see
what you can do with our leadership and assis-
tance in moving in certain directions.

They can be as simple as subsidizing people
to be trained as counsellors in aleohol abuse for
industry.

They can be encouragement for trade unions
to establish physical fitness programs as part of
the contracts they negotiate with their em-
ployers, but these 74 propositions in these five
strategies are aimed at two simple goals.

One is to reduce the hazards in the popula-
tion to mental and physical health, and the
other is to improve the costs, the accessibility
and the quality of personal health care.

Now the subject of my talk was “The Medi-
cal, Social and Political Problems of Long
Range Planning in Health in Canada.” I have
answered to that, I think, in an indirect way. I
think it is very plain that if you are going to
move in this area, you have to have a sound
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framework from which to work. You have to
have people who agree that this conceptual
framework is a reasonable one, and you have to
be able to work the invisible system.

This is an open system of influence, contact,
pressure in which you have to do your
homework, as far as using and analysing the
information that is available. You have to apply
your efforts to this total system rather than sim-
ply rely on one-shot, individual programs that
are all wrapped up in a nice legislative way.

Thank you very much.

MEMBER: You stated that the demand for
services assures that funds will be available.
Yet Stanley Martin has explained that in the
Ninteen Sixties health costs were more than
warranted, and he described provincial actions
to close dead capacity to discourage abusive
demand,

Could you explain the formal mechanisms
available for consumer influence in long-range
health care planning in Canada?

MR. LAFRAMBOISE: You are talking about
two things. When I say that the public demand
for health care is an imperative, it is not some-
thing that you can play around with, I am sim-
ply saying that if political or government people
ever withdrew or made less available in a sub-
stantial way the things that Canadians are now
receiving, there would be hell to pay from a
political point of view, and one of the reasons
that we have permitted the cost, or we have had
to accept the cost escalation of 12 to 14 to 16
percent over an extended period of five years is
that we have shown the people a promised land,
and there is simply no way that we can abate it.

Now not only do I hear few complaints from
the Canadian citizens as individuals about the
cost of health—I never hear them, [ have never
heard one in my life. T have never heard it from
the people involved in the field.

Generally speaking, the hospital adminis-
trators and physicians don’t complain about the
cost. They are the complainees, not the com-
plainers,

But where the complaints come from are
{rom public servants and politicians who see the
alternative ways of spending that money going
up the chute because of the increases in health
costs, and if they weren’t going too fast, we
would have five million dollars more for this and
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ten million dollars more for this, and my experi-
ence has been that our political masters and our
public servants are the prime ones who are con-
cerned about the cost of health services.

I have tried to impress audiences with what it
costs, $275.00 per head for a year in Canada for
personal health care. It is $1100.00 for a family
of four.

I have spoken to Kiwanis groups and so on
and tried to shock them. I have never once had
any one come up and say “Isn’t this shocking?”
They say “It is quite normal.”

MEMBER: I think your long-range plans are
admirable.

Have you any evidence to indicate that cam-
paigns at the political or social level to get peo-
ple to change their lifestyles to reduce hazard-
ous behaviour will be successful?

MR. LAFRAMBOISE: On the whole scale of
behaviour modifications, it is obvious that mar-
keting campaigns aren’t going to do much for
heroin addiction, nor are they going to do much
for cigarette smoking, not all that much, but a
little bit of success. They are certainly not going
to stop an alcoholic from abusing alcohol, but as
you move down into the areas of ignorance and
indifference, that is where the people are not
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doing things because they don’t have enough
information.

I hate to come back to the safety belt usage
because we have had so many public education
campaigns that have failed. The wearing is at 15
percent and we can get it up to 25 percent by
intensive advertising and so on. Within six
months it is right back down to 15 percent
again, but I do perceive people interested in
their weight, more people interested in their
weight today that I did ten years ago. This may
not be such in your particular circle, but I am
talking about my own perception in Canada.

I do see more people interested in physical
exercise. You have got the cycling craze. We
know that it might be a fad. We have bicycle
paths. We have people skating. We have
swimmers. We have all kinds of things. People
are building horse shoe pits. I don’t say every
second house, but they want to get out from
behind the television set more often.

Do you have cross-country skiing? Do you
have the cross-country skiing craze in the
United States? There are golf clubs in Canada
that are staying open in the winter now, when
they used to be closed, because they have so
many of their members out cross-country ski-
ing. As if they don’t suffer enough misery on
that course in the summer, they want to do it all
year!
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CHAIRMAN_ ANDERSON: You have before you
a cross section of the six healthiest Canadians
that I could find. They are a product of the
Canadian’s Insurance System.

Since most of the people in the audience are
in hospital administration, I want to start out
with a question directed to the hospital. I prob-
ably should have had a person who administers
a hospital in Canada, but I think maybe a per-
son like Stanley Martin, and several others,
who have had a great deal of experience and
can speak to the issue might answer this ques-
tion.

What is it like to be an administrator of a
hospital in Canada?

MR. MARTIN: Two things, I think, have con-
tributed to some change insofar as the role of
the chief administrator officer of the hospital
under the structure. _

First of all, it is very important that when
government enters the picture, there is the
political route. The politicians are probably
more prone to listen to the voice of the volun-
tary people, i.e. Board of Trustee members for
example in the picture than the paid official.
Consider now some of the actions that can take
place between the individual hospital and the
central agency. Obviously, in these cases pres-
sures can center around the power base, center
around the chairman of the hospital board
agency.

The administrator, or the chief executive
officer’s position in most of our hospitals, I
think, has been considerably strengthened
when it comes to the kind of traditional no
man’s land that may exist between board, med-
ical staff and the administrator.

The program of accreditation involves the
fact that inspectors from the College can drop
in at the hospitals at any time. They may want to
review the charts to see whether or not the med-
ical people are utilizing the facilities of the hos-
pital in a proper manner. The force of these
recommendations and so on are then left. They
do eventually strengthen up the role of the ad-
ministrator. The medical staff are much more
responsive to the direction that may come from
this spot. This has been our experience prior to
the last five or six years. I had a simple axiom
that there were three fixed places in the hospi-
tal—the board, the medical staff and the ad-
ministrator. The one that was expendable was
always the administrator. I think that the ac-
creditation program has improved the role of the
administrator considerably in areas of quality
control and certainly standard of service for ex-
ample.

CHAIRMAN ANDERSON: I want to introduce
more formally the two new panel members.
Evelyn Lazare is an MBA graduate from the
University of Chicago. She is now The National
Administrator of the Canadian Red Cross,
Blood Transfusion Service. Murray Brown re-
cently got a Ph.D). in Economics from the Uni-
versity of Chicago, was a research assistant for
the Center for Health Administration Studies
and did a dissertation with us on physicians’
incomes in the United States,

He is now at the medical school of Dalhousie
University in Halifax,

MEMBER: Stan, did I understand you cor-
rectly that the chairman of the hoard plays a
role in this voluntary hospital in Canada? If

33



there is priority of funds and there is only a
limited number of funds, let’s say, in the prov-
ince, the chairman of the board might be in-
strumental, or that board of that hospital, in
having a say in the priority or getting their share
of the priority?

MR. MARTIN: Certainly, the concept is that
the prospective budget of that hospital that ar-
rives at the ministry is not the administrator’s
budget, but it is the board’s budget. Therefore,
this puts-the fair onus in regard to the further
discussions, if differences develop, as between
what the stated needs of the hospital are and
the decisions of our ministry as to what they are
going to get.

The fact remains that our people on a routine
basis will be dealing with the chief executive
officer. When the crunch comes, it is going to
have to be the chairman of the board because it
is  their budget, not necessarily the
administrator’s budget.

MEMBER: If the administrator’s hospital is lo-
cated in the district of a very influential par-
liamentary leader or what not, is it conceivahle
that might have an effect?

Dr. BADGLEY: Let me respond to that as a
sociologist. This is obviously one of the ques-
tions that would be very nice to study.

CHAIRMAN ANDERSON: As another soci-
ologist, do you think it is researchable?

Dr. BADGLEY: Yes.

CHAIRMAN ANDERSON: Are there further
questions from the floor regarding the hospital?

MEMBER: T just wanted to point out that it
seems one of the things to consider in any setup
like this is whether your political arena is man-
ageable. I think that Ontario, populationwise,
is about the same size as New Jersey. One won-
ders in our own setup with a national system
whether anybody is worried about how the polit-
ical situation is going to be managed.

[ would gather in a province of 8 million peo-
ple with politics everywhere, you can visualize
that it begins to fall into some kind of pattern
and becomes manageable.

I don’t see how that is going to work on any
kind of a national basis in this country.

CHAIRMAN ANDERSON: Do we know yet?
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MR. MARTIN: [ think that is a very good point.
Some people who listen to my remarks today and
who had heard me speak eight years ago might
think it was all purely coincidental if anything
was the same.

In those days I think I said we saw some
strength in the fact that the administration of
these programs was at the provincial level be-
cause of at least some flexibility. If it were a
completely national program, we would have
problems that were even worse.

Now I recognize that in saying that, that I
don’t really see how your program can be done
any other way. But, that doesn’t excuse the fact
that, as an individual, I would still make the
observation that I think our programs are more
manageable broken down into ten distinct parts
than if it were a total national.

MEMBER: Why do you say that our program
can’t be done any other way?

I presume what you meant by that is that in
this country if we were to have national health
insurance, the administration would have to be
on a national level.

MR. MARTIN: No, 1 just said I couldn’t figure
out how you would do it in a country this hig on
a national level.

MEMBER: I understand.

MEMBER: T have spent a lot of time in and out
of Canada now for the last 20 years and have
been in all of the provinces. When you talk
about federal policy, two things stand out in my
mind: you didn’t talk about the Indian problem,
and you didn’t talk about the Eskimo problem.
They are not really provinces in the Northwest
Territory.

I don’t even quite understand how that is or-
ganized from a managerial point of view, but are
there not also problems in the care of both the
Eskimo and the Indian?

MR. LAFRAMBOISE: There are problems at
many levels, not only at the level of health care.
The principal problem is that the Indians have
no right under the law to free health care. But,
we have been giving it to them for so long that
we continue to give it to them while denying our
constitutional responsibility for doing so.

We are, therefore, involved. There are many
kinds of Indians. There are only 250,000 or
300,000 Indians to start with, but there is
variance among their levels of economic activ-



ity, language, location and so on, as you could
possibly imagine.

There is no single type into which all Indjans
fall. We would like to gradually transfer the re-
sponsibility for health care to Indians over the
provinces such that they would get their care in
the same way as any other resident of the prov-
ince that they get in.

We are prepared to pay their premiums if
there are premiums for health care in that prov-
ince. However, the quality of care that the Fed-
eral Government is giving the Indians in iso-
lated are®s in very small groups is far superior
to that which the provinces would be prepared
to give them. The coverage we give them not
only with respect to medical and hospital care,
but dentistry and drugs and so on, is far greater
than most provinces would be prepared to give
and that which they now give their own other
non-Indian citizens.

As a consequence, we are trapped with not
being able to transfer. The Indians themselves
don’t want to get their services from the prov-
ince because they know that they have far more
leverage from the Federal Government.

There is far more popular emotion behind
the cause than if they were simply residents of
Saskatchewan, Manitoba, or wherever.. So we
are caught with delivering health care services
or financing the health care services of a popu-
lation for which we have no constitutional re-
sponsibility with respect to this particular thing.

Now what are the health problems of In-
dians? We know them all. We know from re-
search that the conditions under which many
Indian populations live are a far greater threat
to their health than the availability of health
care services, '

We are talking about sewage disposal, the
availability of potable water, electricity, refrig-
eration for food, housing, clothing, and all of the
other things. We can treat Indians and save the
life of a child with intestinal flu and send that
child right back to a community where that bug
is going to be picked up within a week.

These other elements of health, the environ-
mental elements, are not in our Department of
National Health and Welfare. They belong to
the Department of Indian Affairs. So whether a
sewage disposal plant or a garbage disposal
plant or a plant for purifying water is installed is
something which Indian Affairs decides, and
not us.

MEMBER: How about the Northwest Ter-
ritories?
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MR. LAFRAMBOISE: The Northwest Ter-
ritories have a territorial government now.
There are only 56,000 or 60,000 people in that
whole vast land. There are another 35,000 or
40,000 in the Yukon so the total population of
the North doesn’t amount to 100,000 people.

They have a territorial government to provide
services to the North, both for the native and
non-native population. We were, in fact, pro-
vided with and administered a health plan on
their behalf.

We do the same thing with the Yukon simply
because they haven’t got the money in such a
small population to be able to finance the kind
of care that requires long distance plane flights
and nursing stations serving communities of
only 75 or 150 people. Theoretically, we are fac-
ing the responsibility for health care in the
Northwest Territory, to the territorial govern-
ment, and theoretically we are doing the same
with the Yukon, but only as they are willing to
take it on, and as their income base permits
them to finance it.

CHAIRMAN ANDERSON: Murray, do you have
any observations? Are there emerging trends in
controls or patterns of paying physicians in
Canada in this system?

Mg. MURRAY BROWN: [ think one of the in-
teresting developments is the pattern of bilat-
eral negotiations which occur in each of the ten
provinces when it comes time to adjust the fee
schedule which is used to pay 75% or so of all
clinicians in Canada.

The pattern which is emerging is that the
provincial medical societies, more specifically
their economic subcommittees, undertake
either officially or unofficially to negotiate with
the insurance commission at the first step, and
ultimately through the insurance commission,
with cabinets to decide firstly, what sort of
global increase in total payments to physicians
for services rendered under the plans is accept-
able in the following year or two; and then a
second phase of negotiation is concerned with
how the global increase shall be translated.

CHAIRMAN ANDERSON: By global increase,
you mean the whole pot?

MR. BROwN: That is right. The total expense
of each program.
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CHAIRMAN ANDERSON: In each province?
Are the physicians at risk in that pot? I mean,
are they limited to that pot for the year?

MR. BrRowN: No, it is not quite as strict as
that. In terms of projecting increases and ex-
penditures, there is some negotiation about
what js a target level of change. At a more de-
tailed level, there is the question of how the
change is to be translated into increases or de-
creases in specific fee items. As I see it, the
negotiations at this stage are largely within the
medical society itself. So, you have a situation
where different specialties are competing
against one another for the pot.

MR. DAECHSEL: As to this question of the
specialties, there is quite a wide disparity. I
think there is some common ground between
various provinces and the medical profession
that they would like to even some of this out.

They don’t feel necessarily that that range
should continue. This is a range which is based
on a fee schedule which members started
in the days when collections were a problem
and some specialties had a harder job collect-
ing money. Also, the other question was the
vears at which they would earn the most—earn
at their maximum capacity.

We do have, of course, additional charts on
that to show the difference between various
specialties, and some of these things are trying
to be evened out, I believe, through the negotia-
tions. There is often unwillingness on the part of
both parties.

CHAIRMAN ANDERSON: Are there any ques-
tions that the panel wants to ask each other?

DR. BAGDLEY: There is a question, Odin,
which I would like to ask both Bert Laframboise
and Werner Daechsel, and it concerns the in-
formation base.

It seems to me that there is a neat circular
logical argument that goes in the following
lines:

The data which we have are not adequate.
We recognize that they are collected for ac-
counting purposes. However, on the basis of
this, we have a superb data system, and we
aren’t going to make too much of an effort to go
out and collect subjective data as Werner was
mentioning this morning.

It seems to me that that is, on that part, limit-
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ing very sharply what we know about the health
status of Canadians.

At no point in Canadian health history has, to
the best of my knowledge, a government, pro-
vincial and/or federal, ever gone directly to the
people themselves in one of two ways, either
undertaken a clinical health survey (and I don’t
include the sickness survey of ’51 in that eate-
gory) or have they gone out directly and ap-
proached the population to find out what their
health interests are?

Now the usual argument runs that we are
doing it through the legislative procedure.
When it comes to the deluge of task force re-
ports, I am often at a loss to know how they get
them. So it seems to me one of these dilemmas,
Werner, in your statement of data is that I don’t
think there has been a very strong effort to col-
lect adequate data. I would like perhaps com-
ment from both of these members of the panel.

MR. LAFRAMBOISE: I would answer Robin's
question first by saying that no, it is unlikely
that large sums of money are going to be made
available for medical sociologists.

As Robin is aware, and in one of the proposi-
tions made in the working document, the Fed-
eral Government is now deeply interested, but
not committed to a continuing national health
survey broken in two parts: one is a household
survey, which T consider the most important
part because it is the kind of subjective data as
Robin says that we just don’t have, the un-
treated illness, the prevalence of chronic cases
of arthritis and so on, the living habits of peo-
ple, the number of days’ work that have been
missed, or school and so on, we can only get
from going to the people; the second part is the
clinical survey which is a very expensive one
involving medical examinations at a price of
$150 a head which is intended, according to the
people who are promoting it, to find the health
needs of people through clinical tests and so on
that are not being met.

Idon’t consider the clinical side of the thing,
considering the cost and the limitations on the
size of the sample that you can give it to be-
cause of the cost, to be nearly as valuable as the
information that we can gather from household
surveys. What is being done by Statistics,
Canada, and the Department of Health and
Welfare—and it is Werner Daechsel’s branch of
health programs—is to have together a group of
people who, although they are not working full
time on it, are certainly moving very quickly



into a proposal which is going to be put jointly
by Statistics, Canada, and National Health to
the Cabinet to seek a sum of money which will
be one and a half to two million dollars a year.
So there will be a continuous month after month
gradual coverage of a representative sample
which will give us the kind of information we
need to identify what is happening in our popu-
lation other than those things that appear in
hospital statistics, mortality tables and Medi-
care data banks.

I am very optimistic about this. I am
prepared—I can’t promise because I haven’t
got the decision-making power—but I am pre-
pared to guess that by 1975, in 18 months’ time,
approval and most of the design will have been
done. )

We have beautiful experiences to draw on.
We have your own American National Health
Survey and all the things that have been learned
as a result of it, and we don’t need to repeat
your mistakes.

That is not what the people in Washington
tell us. You have programs. I don’t say that we
can take vour survey holus-bolus, but we can
build on the experience that you have with very,
very little design cost.

We also have a Federal Provincial Commit-
tee, not all the provinces, but for provincial rep-
resentatives, who are particularly interested.
We are in the age old argument. They would
like to increase the size of the sample, such that
within provinces they would be able to distin-
guish differences, urban, rural and by area.

We want something which will perhaps tell
us differences between provinces, but not the
local areas. So the provinces are asking if they
can participate financially in that part of the
sample, so that their sample can be a much
larger one and provide them with the informa-
tion they need as well as the national one.

There are no brakes being put on in the ad-
ministration. My deputy minister, my minister,
have put the proposition to the conference
of Health Ministers of Canada. So [ see nothing
but green lights in getting the kinds of informa-
tion, household information, subjective data, of
the kind that Robin is asking for.

We should have done it long ago. I can’t un-
derstand what has taken so long.

CHAIRMAN ANDERSON: At the risk of asking
an obvious question, how do you see these
household results being used for health delivery
and planning purposes?
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MR. LAFRAMBOISE: I am not a specialist in
the information gathering business. There are
two areas. One has to do with health status. The
other has to do with consumption. We don’t
know what people are consuming, We have
gross figures, let’s say, on over-the-counter
medication and so on, but we really don’t know
where it is going, what classes and so on.

We don’t know whether the people are
significantly deprived of access because of
geographical reasons and social and other
reasons! We haven’t any idea as to whether the
frequency of different kinds of disability such
as missing school, missing work, being laid up
in bed and so on varies at all from one group or
another.

I would say two things. If you want to identify
high risk populations, and this is one of the
things we want, we need the information from
the national survey in order to identify what
those high risk populations are. If we want to
know something about the distribution of the
consumption of health services and health
goods, then we need this information from
household surveys as well.

If we find, for instance, that certain classes of
Canadians get medical care for conditions
which other classes of Canadians for some
reason or other don’t consider worthwhile, we
are very interested, as well, in identifying
abuses that might come up as a result of this.

These are just some of the questions. I think
we are all aware that we are not using the data
we have got. We have got data coming out of
our ears telling us all kinds of interesting stories
that should affect policy. Somehow or other be-
tween the data collections, as Werner said
today, and the policy maker, there is some kind
of a communications gap that we just don’t
seem to be able to move that information up in a
form that is going to excite the interest of a
political party, and this is what we have to do.

So we not only have to collect more data from
national health surveys. We also have to im-
prove our capacity to transform that data.

An example of a little thing that we did in
our branch is a mortality graphic which has
been published in the Canadian Medical As-
sociation Journal, in Weekend Magazine, which
is a weekend insert with a circulation of
2,144,000 and 5 million readership, in
Management Journal, “Optimum,” and in the
Journal of Canadian Public Health in Canada.
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In addition, a pharmaceutical company bought
our negatives and ran 10,000 copies to he
distributed by their detail men to physicians.

That little graphic, although it is very hard for
us to repeat that kind of success, still is an il-
lustration of how you can get a bunch of statis-
tics together and present them in a form where
more or less anyone with a Grade 10 education
can look at it and be interested in what the
stories are about the major causes of death by
age and sex in Canada.

Now that kind of transformation has to be
done more often so that decision makers will
look at things and see what they need to do.

MEMBER: Putting on my Canadian hat, let me
ask two questions, one of which can be an-
swered fairly briefly. The other one might be a
little more complex.

I think it would be useful for this audience if
someone would explain the function of the min-
isterial conference as a negotiating device be-
tween the federal and provincial levels.

The second question has to do with the inter-
face between welfare and health. We have it at
the federal level in the departmental organiza-
tion.

Stan mentioned that the regional councils, at
least in Ontario, are defined as being health and
welfare. We have in our own field a training
program at the University of Alberta which is
moving its training people in social welfare ad-
ministration as part of a health administration
program. Much more significantly for the prac-
ticing health administrator, increasingly, I
seem to see welfare people at the provincial
level in the deputy minister role or in similar
decision-making positions which have
significant leverage over, for example, those
budgets that come up in the hospital board. The
whole interface is something that T think has
some implications for what is happening here.

Ms. Lazagre: I would like to take the second
part of that question about the interface be-
tween health and welfare.

A lot of the work [ did was as a health consul-
tant first for a private company and then a free
lance consultant in Ontario for three years.
Most of the work I was involved in was in dis-
tricts in northern Ontario doing studies not
necessarily for individual hospitals but for
groups or districts which were supposed to have
banded together in forming district health
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councils to provide coordinated or cooperative
services,

One of the problems that we found was that
in Ontario, in our province, certain things, for
example, homes for the aged, may come under
the Ministry of Social and Family Services.
Other things, such as nursing hores, do come
under the Ministry of Health. Active hospitals
come under the Ministry of Health, et cetera.

In theory, these district health councils at the
moment are supposed to have representatjon
from not-only health providers, but from people
whose ministerial relationships, I guess, is the
best way to put it, would be with the Ministry of
Social and Family Services.

It is very, very difficult to define sometimes
which ministry is responsible for what.

However, I guess what I am really doing is
rephrasing the question a little bit to Stan Mar-
tin and asking him how in a population spread
over several thousand square miles you can say
to the people, “Don’t talk to me about this. Go
to the other Ministry.”

The other Ministry turns around and sends
them back, and people end up with no service
after all this negotiation.

MR. MARTIN: I think first of all I would like to
make a distinction between the groups that you
were probably dealing with because these were
originally the basic hospital planning groups
where some 30-odd of them had been struc-
tured across the province over the past decade.
At that time this was done under the umbrella
of the Hospital Services Commission with a
definable role and a definable mission which
obviously was limited to the question of hospital
care, be it active treatment, convalescent or
long-term.

Obviously once you start to think of health as
a total objective, this, of course, brought about
the demise of the special purpose body, the
Commission, it will also bring about the demise
of the special purpose local body known as the
Hospital Planning Councils because their place
will be taken by the District Health Councils,
and the entities that you have been dealing with
aren’t health councils.

Some of the hospital councils have changed
their name to a health council. In actual fact,
they are still a single purpose body devoted
mostly to institutional care. So, you did run into
the problem that the model, at least, the new
model that has been visualized, is quite differ-

ent than the one that you have been used to
dealing with.



Now secondly, T would go back to the first
part of the question, if I may, Odin, and say
this—with the restriction of government in our
province, the whole function of government in
our province, the whole function of government
has been broken up into several policy fields,
and within the social policy field, it is involved
with the Ministries of Education. In our case,
there is a separate one for colleges and univer-
sities, so that is two. There is the community
and social services and health, and now policy
issues that come from any of these ministries
have to be interfaced because these ministers
are compelled to sit down now as a Cabinet
Committee once every week. Nothing can go
forward to Cabinet or on up to policy priority
board that hasn’t been through the innovative
process that is involved in the total Cabinet
Committee and Social Development.

Any issue raised by any ministry that has an
overlap into any of the others has to be worked
up. All of the factors involving any of the minis-
tries then have to be correlated so that when the
policy does come out, at least, it has made al-
lowance for the fact that there are gray areas
between various administrative minjstries
within the social policy field.

The second thing that is within the break-
down of the new district health council struc-
ture in our ministry, it just so happens that this
happens to parallel absolutely and completely
the same planning districts as are now being
structured for the community on social services
mechanism.

These can’t be short-term goals. 1 was
amazed to find that for the first time within a
really definable and not foo disparate district
many of the social service people and many
of the health people had never really met each
other before. There is no doubt about it that
there is a tremendous amount of work to be
done. There will be and the further develop-
ment and why it will likely occur is that our prov-
ince is being divided into a series of regional gov-
ernments. Unquestionably the problem, the use
of our district health council as an advisory
body, both to local government and to the
ministry will change. I think, in fairly short
order as these regional governments become
more sophisticated in their workings, that the
natural result will be that the health and social
planning will be done under one body, so that
we are playing quite a long-range game here.

It will be imperfect at certain stages, but the
other, the further development, is that between
our ministries at the provincial level, that is be-
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tween mine, health, and my sister ministry,
the community and social services, we now
have a joint planning group. No capital projects,
either be they hospitals, homes for the aged or
any other type of institutions, are approved un-
less they go through a joint group to make sure
that the planning is at least harmonious and
hopefully particularly for some of the districts
that you are thinking about. I think in the
North that we can use it probably rather than
planning separate entities, that it would be a
constant development that would come out of it.

In other words, it would probably be a com-
plex involving not only a hospital but also,
likely, nursing home, home for the aged type of
thing, all wrapped up in one.

CHAIRMAN ANDERSON: In the debate in this
country in national health insurance, a political
administrative issue is one of the public sector
using intermediaries like Rlue Shield, private
insurance companies, to pay the providers.

Now in Canada you had by all standards a
rather flourishing voluntary health insurance
sector, 70% of the population, something like
that for both hospital and physician services.

Was the possibility of using these existing in-
surance agencies ever debated or discussed
seriously, and if not, why not?

MR. MARTIN: [ certainly will want to com-
ment.

As you are aware, back in the Fifties, some
500 employees involved in the original Blue
Cross organization in Ontario were turned over
to the government for the nucleus for the ad-
ministrative arm of the then Hospital Services
Commission.

At the time the possible utilization of multiple
agencies was looked at. At that time the insur-
ance companies, particularly the private ones,
however, were not particularly interested in
merely being an administrative arm.

At that time they really took the attitude that
government should take on the poor risks, and
they wanted to continue to use the usual insur-
ance practices in the preferred risks, and these
were mostly employed groups.

So negotiations broke down because the
Premier at that time said, *I am not having any
part of that, so I will take the whole bag on.”

When it came to medical, the personal care
services or the medical care services, the gov-
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ernment did go the route because by this time
the attitude had changed somewhat., Among the
private insurance companies and the voluntary
nonprofit plus certain other designated agencies
that were handling union groups and so on,
there was an effort made for about three years.
These people were used as the agencies, but it
broke down really because hasically it was most
difficult to get uniform administration across
the total of the 40-odd agencies that were in-
volved.

Secondly, there was no central depository of
information in relation to the total claims ex-
perience here in a uniform manner; and thirdly,
it was extremely difficult with 47 agencies to
begin to get any kind of practice patterns, be
they either on the part of the producer or the
consumer.

So government, after taking a look at this in
three years’ experience, said: This is not going
to work out, and having already got the basic
machinery that was there anyhow involved in
the hospital end, I had three years ago the task
of phasing out 47 agencies, phasing out two
commissions and putting them into one.

There is a little bit of economics in it, too,
because in the process we were able in the con-
solidation to obviously get the objectives we
wanted. That was patient profiles or we will get
particularly doctor profiles.

The thing came down in uniform adminis-
tration, and in the process we reduced our re-
sources application by some 875 people.

CHAIRMAN ANDERSON: You are giving the
impression, contrary to what I had up to this
moment, at any rate, that it was a matter of
expediency or decision on its merits.

My impression has been that it was more or
less a political philosophy, that government
money, tax money, should be administered by
directly accountable agencies. Wasn't that so
then?

MR. MARTIN: Well, if that had been an abso-
lute, our province would not have been able to
embark on the program for three years and use
the intermediaries. Unquestionably, the pro-
cess of government funding, and particularly
when it comes under scrutiny of the
government’s public accounts and public au-
ditor, when they go in and want to account for
spending of public funds through the insurance
companies, other private agencies, the ques-
tions that arise are very, very difficult to
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rationalize because obviously one has to accept
the practices that go on in some of these agen-
cies if you are going to go that route.

You can do it by a certain form of contract,
but it doesn’t alway work out because you don’t
get uniform claims administration for one thing,

[ know that you people have had fair success
in your administering of your program through
the Blues and the commercials, but within a
structure then that became totally really funded
by government. I must admit from the begin-
ning that I supported this principle. But I saw
by bitter experience, at least in our situation,
that it wouldn’t work.

CHAIRMAN ANDERSON: May I ask one more
question along that line? You began to allude to
1t.

What degree of interest was there in Blue
Cross when administering an intermediary?
Wat it felt to be something worth doing? Did
they fight for it?

MR. MARTIN: This goes back to the Fifties as
far as Blue Cross is concerned, and I recall be-
cause I was the chief executive officer for the
group at that time. .

There were some real heart searching mo-
ments, but the eventual decision was that they
felt that this agency in administering would
have to be carrying forward. Itis a different ball
park because right from the beginning the fund-
ing of the hospital was done on prospective
budgeting, so that the manner of straight bills
being rendered on the basis of charges that are
set by the producer on his own hook is not there
any longer.

They were legislated out because the total
control over the amount of money that was
going to be allowed to any one of the providers
was legislated by government. Qur group, of
course, the Blue Cross was a division of the
entire hospital association, concluded that it
wasn't the feasible way to go, and then elected
to work with government to try and work out a
reasonably satisfactory piece of mechanism to
administer, and on reflection, [ think their deci-
sion was probably the wisest one.

MEMBER: We have heard a lot about the pro-
cess of coming decision, but [ wonder i{ one of
you or more would respond to a question about
levels of citizen satisfaction with your health
insurance scheme?



I heard two contradicting views. One view is
that there are significant areas of discontent
from different speakers. Badgley referred to
areas of substantial discontent; and the speaker
this afternoon described a population, atleast on
the cost side, that was not discontented.

This may not be a direct contradiction, but
one area of planning and investigation that you
are not referring to is discussions of the re-
sponse of the Canadian citizenry to the im-
plementation and operation of these plans.

MR. DAECHSEL: I don’t think the two speak-
ers were contradictory. I think Robin was refer-
ring mostly to the producers and the govern-
ment and Burt said that the people, the con-
sumers, that is, the ordinary consumer, is gen-
erally satisfied. I think this is true.

MEMBER: Is there any evidence that you can
refer to on that?

MR. DAecHSEL: Yes, but most of it is of a
personal nature. This leads back to the problem
of our inadequate data base, and I would like to
take this chance to say a few words on what
Robin said.

I quite agree with Burt that this health survey
is going to be a step forward, but I think it is far
short. I suspect it will be far short of really pro-
viding us with an adequate data base either in
the subjective area, on what I consider may be
just as important, or almost as important, and
that is this question of providing a working
health profile on the individual person which
will be used for him, plus for identifying special
risk groups.

I think that when you are asking us, “Do we
have any data base to judge the public?” the
answer is no; we don’t, other than with the polit-
ical one of the fact that we suspect, and we have
had some indication about when the system has
been monkeyed with in terms of the consumer,
there has been a change.

Now you never can tell with the political ac-
tion how much of that you can charge to the
health part of it, but on an individual basis, and
I draw my information primarily from personal
acquaintance with Canadians who now live in
the United States, there seems to be a high
level of satisfaction.

They are always making comments similar to
what Robin said of your United States officer
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who is looking forward to being dble to be part
of the Canadian system.

DR. BADGLEY: I would like to try to answer
your question and expand on what I was trying
to suggest.

I think there has been a very long-standing,
indicated interest in health insurance in
Canada. If you go back and look at the biasing
sources of the Gallup Polls which have been
conducted over the last 30 years—I say biasing
because of the way the questions often have
been phrased: Would you be in favor of health
insurance if it meant an increase in your taxes?
these kinds of nice, limiting phrases. Consis-
tently, from the Forties when these questions
were starting to be asked, there has been al-
most invariably between 65 to 85 percent of the
population that has indicated a favorable re-
sponse.

The current evaluation of health insurance as
introduced since the last four or five years can
be gauged from three or four sources. Number
One, a joint study hetween Enterline at the Unj-
versity of Pittsburgh and the Department of
Epidemiology at McGill which did a before and
after study at Montreal which is being reported
now in the New England Journal and several
other journals.

There was part of the Johns Hopkins Interna-
tional Comparability Study which surveyed
some 6000 households in Saskatchewan, Al-
berta and British Columbia, which went into
great depth into life style information and at-
titudes toward care.

There is even a small study that I started in
1960 in Saskatchewan. It went back to 1965 in a
rural community, with a professor of internal
medicine Vince Mathews at Saskatchewan. We
are planning to perhaps go back again over an
11- or 12-year period to look. So there are quite
a few sources of information.

There is one in Ontario which I didn’t men-
tion, the Pickering Report which was under-
taken for the Ontario Medical Association and
surveyed some 800 or 900 families quite selec-
tively. They excluded the families who might
have the sharpest criticisms, those in rural
areas or isolated areas.

These sources, when taken together, would
seem to suggest that there is a growing concern
about fragmentation of care, about the buffet-
ing, the question of accessibility.
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In general, there is a satisfaction with what is
being provided, but a sense of frustration in
wanting more. One would almost have to look at
the individual items to pick this out.

MR. LAFRAMBOISE: The extension of insur-
ance to medical and hospital care has made the
people more irritated by the things they still
have to pay for such as dental bills and drugs
and other things.

Some of the dissatisfaction has to do with
the fact of health insurance not covering
enough sefVices. So rather than be dissatisfied
with the insurance they have, they wa.} the
plan extended such that they can insure them-
selves through whatever premiums or taxation
against the cost of prescription drugs, dental
care and so on. The dissatisfaction is not with
the health imsurance, but with the limitations
which it has.

The second is the problem of accessibility.

People are voting with their feet to go to the
emergency services of hospitals, The
emergency departments of hospitals are becom-
ing ambulatory care centers. Hospitals don’t
want them to become ambulatory care centers.
They are grousing and complaining all the time
about people dropping in with things that are
not really emergency. But the pecple are doing
this because they can’t get house calls. They
sometimes don’t have any way of knowing,

They are dissatisfied very often with the ac-
cessibility of medical care at times when they
feel they need it.

Finally, there is one little irritant which con-
tinues in Ontario for those physicians who
choose to bill outside the plan, to bill the patient
directly. They extra-bill the patient, and the
patient gets a bill for $20 of which he recovers
$16 from health care and has to pay $4 from out
of his own pocket. This is another irritant,

There are problems of dissatisfaction. One of
the dissatisfactions is the survey mentioned by
Robin Badgley in Montreal where before Medi-
care and after Medicare, for quite a good sample
of physicians, the physicians have reduced
their work week before Medicare of 56 hours on
the average to 48 hours after Medicare.

So they have withdrawn something like eight
hours a week of time from the public. They
have reduced the amount of time they spend
per patient from something like 19 minutes,
which was the average before Medicare, to 14
minutes. In French, we say this is to make
volume, and they make money by making vol-
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ume. So it is the problem of accessibility.
Another thing is that physicians are not paid for
anything given over the telephone because it is
uncontrollable, and where in the past they
might have given a lot of temporary advice by
phone, they are now asking the patients to come
in to the office because this constitutes an office
call worth $6.00. So they clog their offices up to
some extent by calling in more patients than
they otherwise would.

The delay factor measured by the same study
reported in the “New England Journal” indi-
cates the amount of time it takes to get a physi-
cian appointment has not increased
significantly.

Contrary to opinions of long queues, the
tounder of Kaiser-Permanente says that if you
introduce a national health plan, vour offices
are going to be clogged with the non-sick, if you
will. It just hasn’t happened in Montreal.

You might have had to average, let's say,
seven days delay for a physician appointment.
It may now be eight and a half days, but there
hasn’t been this clogging up that has taken
place, but accessibility is something that people
do complain about.

MEMBER: At the same time you went from
private money to public money, you went, in
effect, from multiple sources of payment to a
single source of payment. One impression I got
was that there was a lot of pressure politically to
keep on spending more, increasing the volume
of facilities, improving them. Another impres-
sion I get is that it is now possible, given the
single source of payment, to take a look at the
alternatives, to compare and say, “What are we
getting for this?”

I am wondering on balance where you think
you are coming out now, whether there may be
a change in the near future, and is there any
diversity among the various provinces? Is there
some attempt in some provinces to keep the lid
on while elsewhere they are spending more?
Because it seems to me that in England I al-
ways had the impression that going to a single
source of payment made it possible for them to
keep down the amount of money spent.

DRr. BADGLEY: I think this is both one of the
great strengths and one of the weaknesses of
the Canadian system.

It is my understanding that your first point is
quite correct. There has been this flowing from
many into a single source.



However, as you look across Canada, you see
almost a bewildering array of new programs be-
ginning to emerge. So you have various forms of
pharmacare, various forms of denticare, home
nursing programs, et cetera,

MEMBER: Inside or outside your system?

DR. BADGLEY: Being pulled inside the sys-
tem, and almost every province, in fact, is get-
ting some variant of a new program.

This is the traditional hoisting of a balloon,
and if it slcceeds, then it becomes something
which becomes very well known across the
country and serves to raise expectations that
other people want it as well.

CHAIRMAN ANDERSON: I wish to answer a re-
Joinder. It is-really not a single source of pay-
ment. It is government, ves, but it is both a
federal and a provincial.

DR. BADGLEY: These initiatives typically are

taken on, though, under the provincial initia-
tive.

MEMBER: I thought the Federal Government
just pumps the money in.

CHAIRMAN ANDERSON: On a 50 percent
basis, yes.

MEMBER: In regard to some of the adminis-
trative processes going on, they are very much
similar to the certificate of need kind of legisla-
tion that we have here. In using the Gal-
braithian notion of technical structure, direct-
ing the movement of this corporate structure
called the health industries, you have key peo-
ple who are in the strictest role sense responsible
for directing the kind of rules that are made.

I was wondering about the other kind of ex-
perimentation that is going on here in terms of
generating consensus of public via this certifi-
cate of need process.

For example, in Minnesota we have two large
institutions, one is my own and another one is
the Hennepin County General Hospital with the
Metropolitan Medical Center which had man-
dates given to them through this certificate of
need process to open up an ambulatory care
type of program.

This was a grass roots kind of input into deci-
sions which would affect the delivery of care
outcomes.

It seems to me the reverse decision-making

PLANNING FOR HEALTH—PANEL DISCUSSION

process that is going on, as opposed to the public
being involved in consensus generating, is that
there is a technocracy in making these kinds
of decisions.

I wonder if there is any alternative availahle?

The other thing I question is how is the new
technology evaluated in terms of the prospee-
tive reimbursement?

You have a major kind of treatment that re-
quires a major capital investment. How is that
money monitored on an ongoing basis? Here,
we are trying to separate our educational costs
from routine, mostly recognized kinds of treat-
ment. Since you do have a unified source of
funding, I am wondering how do you separate
out the decisions which are made to continue a
routine kind of care versus those which would
bring in a new kind of technology.

l am very interested in how you, among your
provinces, deal with the question of reciprocity
in terms of sharing of personnel or the move-
ment of personnel who are trained in one area
from one province to another province such as
doctors.

How do you deal with that particular ques-
tion? There is a great deal of investment going
into man power development, and it is so pro-
vincially controlled, I am wondering how you
balance out interests in it.

Mg. LAFRAMBOISE: What is being done in
Canada so that the system can become more
responsive to consumer needs, and you gave
examples of institutions in your state where
ambulatory care was being delivered on an ex-
perimental and pilot project basis in response to
consumer needs?

We have a very unorganized consumer
citizenry in Canada in respect to health care.
We haven’t got activist groups. We haven’t got
Nader type community organizations in the
health care field. We have them in many other
felds, tenants associations and neighborhood
associations and so on, but in health, we
haven’t got them.

What we have instead is a scattered rumbling
of various proportions about the mess that most
people think they face when they go to an
emergency department of a hospital: The wait-
ing time, the filling out of forms, the feeling that
their problem is more serious than some of the
others that are being looked after before them
and so on and so forth is being heard.
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The message is being heard by political peo-
ple as well as by officials. There is no question
that even though the consumers are not or-
ganized to demand a responsive ambulatory
center or ambulatory care, our governments are
well aware that we are going to have to do some-
thing to provide for the people, in an organized
way, the kinds of things they are trying to get
out of emergency departments of hospitals
which the emergency departments consider to
be not emergency. That is the consumer thing,

As far as new technology is concerned, it
would have to be some one in medicine to an-
swer that because we haven’t yet in Canada, I
think, ever decided to deprive some one of, say,
dialysis.

CHAIRMAN ANDERSON: Do you think
medicine would be complaining about the lack
of technology again?

MR. LAFRAMBOISE: No, if it was a ques-
tion of cost and we say, “We will have to let that
person die because he is not on the priority list
for this particular technology,” I don’t think
this is anything that anybody does in Canada in
any sort of an open way.

In other words, we haven’t started to limit the
availability of services because of the cost or
the population thing.

Dr. BADGLEY: I disagree with Burt, at least,
in degree.

I think there is fairly active interest. I think
across the country one can find a whole
burgeoning of small groups of people who do
have an active interest. Their voices typically
aren’t well heard. They aren’t well organized,
but I think it is there. There is the concern, and
it hasn’t been well understood or well tapped.

This would make me somewhat skeptical
about perhaps proposed national health surveys
because I think it is going to ask safe questions
since it will be a national survey. There will
have to be a lot of bartering as to the types of
items that will go in or not go in, I suspect even
bartering as to the types of analyses that will
come out precluding certain types of data runs
potentially,

I would like to see it obviously not just ask
people how many days they spent at home or
out of school or off their job because they have
been sick, but really some evaluated questions
about the range of services that they are cur-
rently getting, about the local hospital, about
their doctors, and so forth.

&4

MR. MARTIN: [ would like to comment just on
the question of the new programs really that
came in because basically this is one place, of
course, where central authority does have some
restraining influence in that obviously the re-
sources of new programs cannot. be allocated
unless they are approved.

So in our situation obviously we are working
toward the type of regional organization particu-
larly for the more esoteric services in the health
field.

Just any hospital can’t set up a dialysis ser-
vice nor can just any hospital start an open
heart surgery unit.

Until the squeeze was on, this was fairly loose,
but now these fairly esoteric services are being
planned out on a regional basis. Then, only cer-
tain hospitals are allocated as a base hospital
for it with others satellited to it in the develop-
ment of a grid, mostly in relation to these kinds
of services.

Now up to this time, the governments have
not yet faced up to the very interesting question
which I think may be faced up some time as to
whether or not they will continually allocate re-
sources to take up whatever may develop in the
field of medical science.

I can see there is one coming up now where
there is a suggestion for a whole grid of
specialized perinatal services to cover the prov-
ince, and these, as most of you in the hospital
field know, are selective cases where from the
time a fetus is about a month and a half old,
there is some suspicion that there will be physi-
cal or mental illness developed. Concentrated
care 1s needed with the mother over that whole
period, and they hope to be able to reduce
the possibility of a physically or mentally dis-
abled child being born.

The interesting thing is that as far as we can
figure out, the resources needed for this unborn
child will amount to about $40.000 by the time it
comes on the scene. The issue I see about it is
whether government is going to be prepared to
continue to put that kind of resource allocation
in as opposed to a much broader kind. There is
obviously the hopefully preventive aspect of not
having to look after that child then as a mental
retardate or a complete moron for the rest of
that life, against the other pressing needs of,
say, the rather incessant demand that is coming
on the scene to provide drugs for the older peo-
ple particularly in a bracket that can't afford to
pay for the drugs.

These, I think, are going to be the interesting
decisions that are going to be facing the politi-



cians. At this point in time, I obviously see that
they don’t like this kind of decision making, and
one can well understand why. But these are
avoided, up to now, as long as there is enough
resource to cover everything in all demands. My
guess is that very nearly certainly in our juris-
diction the proliferation of the advances in med-
ical science are not going to be made in the
context of the market. They will first appear
in the highly specialized centers. Then as they
become refined, they do spread. Right now we,
in Ontario, recognize that they are training far
too many heart specialists, particularly in the
surgical field.

These people go up to a small area, and it
looks like a great thing. They think that it is
wonderful to have this very outstanding, well
trained individual. But what he needs right
away is a whole heart-lung pump machine and
all the trained technicians that go with it.

We have already bumpered this one, and we
have said no. So the battle lines have been
drawn already. That is the answer now on the
extension of specialist services into the system.

As far as the manpower issue is concerned,
obviously we have a fair degree of reciprocity
right across Canada insofar as the certificated
or the licensed people are concerned. Although
there are some variations on the West Coast, I
think they still have a little bit of reluctance to
take anybody out there because a lot of people
want to retire there.

It was asked what happened to medical man-
power in our province. You can see that the
program was introduced in between 1968 and
1969 here. At that time, we were producing
from our own medical schools about 278
graduates that were being registered, about 116
from other parts of Canada and about 218
foreign.

We refer here to “foreign” as those people
who are from anywhere else other than Canada.

CHAIRMAN ANDERSON: Trained elsewhere?

MR. MARTIN: Yes but you can see what hap-
pened. I left 1971 out just to get it down more
quickly, but what seems to be of concern is that
while now we are at a point of about 359
graduates from our own school, the other parts
of Canada shifted in here a bit. Obviously, we
are now registering more people from other
jurisdictions than we are of our own people, in
this particular year 1024.

Our projections here that concern me now
are that we have one physician to about 580
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population. The one big element of cost in any
public program is the number of people practic-
ing or the number of institutions available.

Our population is growing at a rate of about
1.7 million, so this is growing at about 6% a year,
and this is what we are looking at now as being
obviously a problem with regard to how we will
cope.

i

DR. BADGLEY: Would you agree, Stan, that
perhaps we will be moving toward the idea of a
concept of a medical establishment, this will
probably not only result in changes of the Fed-
eral Government with migration into Canada,
{in a sense, Canada has become a magnetic
medical marketplace attracting a very large
number of physicians from other countries in
the last four or five years) but also, the regional
imbalances as indicated in the question, be-
cause there is quite a sharp difference between
the provinces.

It is my understanding that Ontario gets just
about as many doctors as it loses. There is
perhaps a stand-off. A province like Manitoba,
on the other hand, loses a very substantial
number of its own graduates to other provinces
and doesn’t get a repatriation, as it were, from
people trained elsewhere. As was indicated, the
net gainer, British Columbia, up until re-
cently had only trained 15 percent of its own
doctors.

MEMBERS: I would like to ask this question
from the point of view of a person who works for
a proprietary hospital chain. What kind of in-
centives are built in to your system to prod the
manager to provide high quality care that the
customer, whether that is a physician or the
patient himself, is satisfied with on an out-of-
the-pocket cost basis? Is there anything you
know that tells this manager: If you do a better
job, you will come out better in X.

MR. MARTIN: Again, there are no parallel
patterns in every province. This is a distinctive
thing. I did say at least Ontario, for the last five
years, has prospective budgeting on a global
base.

Now within that kind of situation, we have
been working under a system whereby if the
individual hospital manages its resources in a
manner that is obviously satisfactory, and I
mean by that, that they haven’t cut out the es-
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sential services, that they have provided the
services. But, it would appear that they have
been able to do this at something less than what
the prospective budget came out. There are two
or three forms of sort of incentive payments
whereby they can retain portions of the money
that is there.

I won’t get into the details only to indicate
that there is some incentive for that hospital
and that board because they then retain certain
portions of the funds on a free basis.

MEMBER: What percentage of those physi-
cians would be called primary care physicians,
internists and GPs; and also you alluded to an
oversupply of heart specialists.

am curious in terms of your current trends
in medical education and especially composi-
tion mix overall to what extent you have any
control over this, in terms of trying to match it
up with the population health needs or medical
demand, and of course, in the context of our
country with the medical supply of surgeons
and indeed some evidence to support that con-
tention,

Murray might want to comment on that also.

MR. BROWN: This question of how to match
demand and supply in terms of medical man-
power is somewhat a tricky one.

The pressures which are on provincial gov-
ernments who are experiencing fairly rapid in-
creases in the numbers of physicians which
come in to the province are substantial. The
claims generated by additional physicians on
the medical care insurance plans must average
out to $60,000 or $70,000 per physician who
comes in. Yet, it is rather difficult to take a
public stance that we are better off with fewer
physicians than more physicians in terms of
meeting consumers’ demands for more and bet-
ter quality of care.

I have not yet heard any public discussions
which indicate that they have reconciled this
particular problem in terms of controlling costs
which are escalating as a function of the fact
that more of this desirable man power is becom-
ing available and also meeting the apparently
real demands of the people for more services.

MR. LAFRAMBOISE: There are many prob-
lems to which we have answers. But, we don't
know how to put them to work. I think the prob-
lem of geographical or specialty distribution of
physicians could be answered if we had reason-
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able estimates as to how many physicians, tak-
ing into account distance, population, spe-
cialty, and so on are needed to service a specific
area.

If we had this, and if a physician could locate
only in an area where there was an opening in
the same way that there is a job available in
most of our professions, then the specialization
would be chosen by the medical graduate ac-
cording to the market demand that he could
foresee for that particular specialty.

You would see a very quick reduction in the
number of people training in specialties which
are in over supply for which very few openings
exist in those areas in which they would like to
live such as the metropolitan areas.

So much of this sounds distasteful. The
answer is to establish medical estimates for
particular areas based on population needs, on
the distance that people have to travel, on a
regional organization of services, on the usual
hierarchy of establishments of university hospi-
tals and acute care hospitals and primary care
and so on institutions would, over the long run,
solve the problem of what specialties were
chosen and bring about a balance.

It is an answer, as I said, which we do not
know how to implement, but the answer is
there.

MR. SHORTELL: Is it more difficult for a
physician from Canada to create their own de-
mand for medical care. It seems to me, in part,
that is what you are implying. In this country
even though we have some evidence that there
Is an over supply of surgeons, they are still
flocking into the surgical specialties. We have
some indirect evidence that they treat an awful
lot of primary medical care and deal with a lot
of primary medical care patients. Why wouldn’t
that also occur in your country?

MR. MARTIN: It obviously does. Within those
set of figures on the board, particularly the
foreign trained people, we are getting a much
higher proportion of specialists than you would
prefer to when the need is really for primary
care or family care, or general practitioner,
whatever term you care to use.

I would say, of course, again that we do con-
trol some of the keys to this, We, at the mo-
ment, have a group, a task force, combining
the medical schools and certain people of our
own in the medical fraternity,

We intend to come up hopefully by this fall



with a pattern for solving the problem.

In other words, we are going to set goals for
all of the number of specialist trained people
that we are going to support through the insur-
ance mechanisms, through all the teaching
hospitals, and through the number of residen-
cies and internships that will be funded.

Because we have a parallel program of capital
inducement going on in what we call our health
resources development program, we have set as
a target for this and participation in it a produc-
tion of 50 percent of the output of the medical
schools at'the family practitioner level. This will
have to be supported in various ways. Basically
the support will be by the development of more
general family practice clinics and so on, but
the ingredients are here. It is a matter of start-
ing to put the mosaic together.

Now having said that, we then have to face up
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to the problem that we can’t penalize our own
people as opposed to immigrant physicians. If
you can put the controls on the number of spe-
cialists that are going to be permissible from
your own people, you have to find some way to
put the cap on. You can’t just have people com-
ing in from other countries with a great advan-
tage of being able to step into practice without
the same restrictions that your own people are
on.

I think we have had some indication from the
Federal Government that as long as we will
define by some kind of a complement basis and
indicate to people the precise kind of person
and the precise location, where they are going
to practice, that will be an ingredient in the
immigration situation.
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A Critical Review of the Problem of Universal Health
Insurance in Canada: Solvable and Inherent Problems

L. F. DETWILLER

CHAIRMAN ANDERSON: | would like to get
started with the windup session. I think we are
very forfliinate to have what we say in baseball
“clean up man with all bases loaded,” and to
have another Canadian who has been looking
over the field in the Canadian scene for a long
time and can take a critical view. So I am very
pleased to introduce Lloyd Detwiller from
British Colimbia who is Administrator, Health
Science Center, Faculty of Medicine, Univer-
sity of British Columbia in Vancouver.

MR. L. F. DETWILLER: My assignment today
is to review from a somewhat different point of
view, some of the areas that our former speak-
ers covered, in addition to new ones. This is
being done in order to highlight some of the
problems that are presently emerging in our
health systems and have laid dormant for 25
years, simply because Canada was prepared to
pay its health bill. This is no longer the case
and, as a result, these problem areas are com-
ing to the surface and represent the kinds of
issues which America and other countries are
interested in studying. The time has arrived in
Canada when we are able to look at ourselves
and ask: “Were we able to do it again, what
would we do differently?”

As my role is to be analytical and critical of
our programs, I would like to point out that I am
very proud of the Canadian plans; that they are
as good as any I have ever seen but, at the same
time, can be improved since they are giving rise
to problems, especially financial ones.

Canada would not want to go back and start
all over again, nor return to its old systems.
However, there are lessons to be learned from
the Canadian experience. It must be remem-
bered that each society is different and every
country has its own particular characteristics.

This is basic when one discusses national
health systems and their applicability to other
countries. Canada is saying to America: “Ex-
amine health programs elsewhere but don’t
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copy them without question.” While Canadians
and Americans are very similar in the majority
of ways, there are still some basic cultural dif-
ferences. Canadians have an outlook on society
that is closer to the European point of view,
especially that of Great Britain, than Ameri-
cans. We are much prone to accept government
in our affairs. The American public creates
government authorities and then resists its in-
tervention into the activity of everyday life.

Canadians are much more likely to accept
regulation, and that is why Canadian health
plans have tended to develop along government
controlled lines.

When one looks at to-day’s society and reads
about it, all of us have our favourite authors. At
the moment, T ind Huxley’s “Brave New
World” and Toffler’s “Future Shock” hoth
stimulating and enlightening. Then there is
Odin Anderson and his most recent book
“Health Care, Can There Be Equity?” It is ex-
cellent, especially since the views coincide with
my own.

I'am an avid follower of the press, believe in
the democratic process, and think that, in this
era, we are very fortunate in having a com-
munication system where we, as individuals,
and members of nations can sit in our front
rooms and really take part in a mass decision
process about the affairs of the country.

Because of the previous papers, their con-
tents, and my desire not to he repetitive, I took
the liberty last night of reviewing the several
clippings which I had uvsed as source docu-
ments for my prepared paper, re-arranged
them, and should like to review them with you
as illustrative of the points I should like to em-
phasize in analyzing our Canadian health plans.

Like Stan Martin, my main qualification for
appearing before you this morning is that both
of us have worked for government and hospi-
tals. I started in government by running the B.
C. Hospital Insurance Service and have ended
up in the hospital field, producing patient ser-
vice. Stan started on the hospital side and has
ended up in the government. We both hope that



this type of experience has given us a pretty
ohjective and realistic point of view about what
really goes on in the development and operation
of government health plans.

When 1 say to you that health is politics in
Canada, I mean just that. Make no mistake
about it, and health is quickly becoming a major
political issue in the United States.

1 have been very privileged to do a lot of work
in the United States, as well as in Canada and,
therefore, back in the early 60’s when Kennedy
began to_propose medicare with the Johnson
administration passing the Medicare Bill in
1965, it was like walking into a theatre and look-
ing at the same show in which I had been in-
volved in British Columbia some 15 years ear-
lier. The same kinds of things appear to happen
when governments become involved in health
care systems, especially in the developed coun-
tries of the western world.

There are major differences for developing
nations which do not enjoy the affluence that we
have had in North America, where we have
been able to develop local health systems, hos-
pitals, fee-for-service medicine, ete. In de-
veloping countries, with few health resources,
they have had to thrust the system down from
the top, giving central direction and control.
Canada, like the United States, has historically
developed a system of local autonomous hospi-
tals, free enterprise, fee-for-service medicine
for the production of health services. Both
countries have indicated they wish to retain this
method of producing the service, since neither
has taken over the hospitals nor the doctors but
both are changing the source of the social capi-
tal required to run the system.

In Canada, literally all of the money to buy
health costs comes from government, federal
and provincial. In this way, the Canadian ex-
perience is proving that it is possible to use gov-
ernment funds to finance health care and yet
produce the service with local and individualis-
tic units. Governments don’t have to take the
hospitals over nor do doctors have to become
civil servants.

In Canada, one of the reasons for the con-
tinued argument about our health systems is
that we are merging two different ideologies
and, like oil and water, they don’t mix very well.
However, if you mix them enocugh, you get an
emulsion. This is what we are learning to do in
Canada—how to mix social and free enterprise
concepts in order to get an emulsified situation.
The present systems satisfy the requirements of
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legislative control of funding as well as the de-
sire for freedom of action of the hospitals and
professional groups.

It hasn’t been easy, but it has been challeng-
ing and interesting. Many of vou have asked
those of us in Hospital Administration in
Canada “What has been left for us to do in an
environment of government control? You are
just puppets.”

That same concern was expressed by hospital
authorities in Canada in the early forties and
fifties, when the hospital system started.

It was the same concern when we started the
medical care system. It hasn’t been monoto-
nous at all, for there is as much fun in trying to
“beat the system™ as there is in trying to de-
velop your own.

I speak from experience. I set the system up
in British Columbia and [ have been doing my
darnedest to get around it for the last ten years. I
can’t beat it.

The new challenge in Canada is to accept the
amount of productivity given to you through a
system and do the best job you can with that
allocation. Of course, Administrators criticize
the authority that gave a piece of the
action—it’s never enough but we are making it
work. Perhaps we are able to do this for, as [
said before, Canadians are more prone to ac-
cept government and, therefore, accept the
democratic process of assigning our productiv-
ity through the decision made in our Legisla-
tures.

Yesterday, Stan Martin was asked if there
was much political influence over Board or
Hospital activity. While these pressures exist,
there is really very little political influence from
Board chairmen and others over the administra-
tion of our hospitals. There is some, but surpris-
ingly little under the circumstances. If it wasn’t
there, we wouldn’t be in a true democracy.
Very few administrative recommendations are
ignored by the politician because administra-
tion has been able to show the politician that the
cost potentials in our health systems are so
great that, unless the politician will listen to the
administration’s control mechanisms, he is
going to unleash—and I shall quote from a
Health Minister—this Frankenstein, this mon-
ster of cost, that threatens to engulf us all.

This is what Werner Daechsel was referring
to yesterday when he stated that, if Canada
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continued to add health and welfare services in
the future at the same rate we have in the past,
they would take our tota] productivity by the
year 2,000. This not going to happen but it is
indicative of present trends. This is the type of
development that many of us in Canada have
been warning the United States about over the
years,

The United States will end up with a different
system than we have in Canada. T am com-
pletely convinced that, because your bhasic
premises and approach are different, you
shouldn’t expect to develop a system which is
the same as other countries,

The contribution of America will likely be a
pluralistic method of financing and service pro-
duction with an increasing bercentage of goy-
ernment funds going into financing.

Let us proceed now to discuss the historical
development of Canada’s health systems, re-
view some definitions, examine how the sys-
tems work, how controls are being imposed in
certain Provinces, etc, Canada has been in-
terested in health matters for a long time. The
attitude of Canadians s that we have always
expected to some day have a national health
system.

In 1948, the then Prime Minister, McKenzie
King, introduced a series of federal grants-in-
aid to assist the Provinces in the expansion of
certain public health programs, construction,
etc. When he introduced this Bill into the
House of Commons, he sajd: “These are the
fundamental prerequisites of a nationwide $ys-
tem of health insurance.” While this was a pub-
lic statement of national intent for a nationwide
system of health care for Canada, that phrase
went unnoticed for years.

In 1958, when the then Minister of National
Health and Welfare, Paul Martin, introduced
the Hospital Insurance and Diagnostic Ser-
vices Act, he said: “This is another step 1o-
wards the system of health insurance proposed
in 1948.”

In 1968, when the National Medical Care Bill
was made effective, the country felt it was g
logical next step in a system bul it was not in-
troduced as the result of provincial political
pressure, but rather for the purpose of obtain-
ing political kudos for the Federal Government
in power seeking political support.

It was resisted by the majority of the Prov-
inces, but when jt came to the vote it was
unanimous. This was interesting, especially
since under Sections 9] and 92 of the British
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North America Act, the majority of health re-
sponsibility is given to the provincial govern-
ments and the main role of the Federal Gov-
ernment is to assist the Provinces. However,
since the federal authority controls most rev-
enues, they can do much more than just assist
the Provinces in their endeavours in the health
field. In fact, the Federal Government js able to
implement national health programs since it
presently controls 50 percent of the money
which supports them. For example, if the na-
tional government says to the Canadian people
that it is prepared to pay one-half the cost of a
national hospital or medical care plan, when
half of the people of Canada and half of the
Provinces put in their own plans, this is a great
inducement for the residents of any Province to
pressure their own provineial governments to
implement such programs.

For example, if 50 percent of the Provinces
have health plans and a national plan is in oper-
ation with participating provinces getting half of
the cost paid by the national government, and
the residents of nonparticipating provinces are
paying federal taxes to support the provincial
plans in operation, it means they are paying na-
tional taxes and not getting any health benefits,
It doesn’t take very long to pressure the local
politician to have the provincial government
Join the national plan so that the residents of
that Province will get health benefits for their
national taxes. In this way, the national gov-
ernment is able to entice provincial govern-
ments into implementing national health policy,
even although, under the Constitution of the
British North America Act, the responsibility of
health affairs mainly rests with the Provinces.

The Canadjan system has had three ten-year
phases—1948, 1958, and 1968—swhen impor-
tant legislation was passed, and these make up
the first stage of the national heaith system.

In addition te jts health plans, Canada also
has programs in Workmen’s Compensation,
welfare, unemployment Insurance, and several
others. We are inching into a social security
System comparable to those in some European
countries.

Canada is now at the threshold of the second
phase of development of its health system. It
will be a period of measurement evaluation and
adjustment, the imposition of coutrols, and an
attempt at the abatement of consumer demand.
As Mr. Laframboige described yesterday, the
government is embarking on a program of posi-
tive health and is asking the population to be-
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have and live a health life. I am not sure that we
are going to be totally successful.

Dr. Badgley described the historical and
sociological developments; Mr. Martin de-
scribed the systems in detail and also some of
the present and future controls; Dr. Werner
Daechsel reviewed the evaluation of data, its
evolution and the basis of measurement; and
finally, Mr. Laframboise spoke on the physical
fitness and the health incentive.

With that as background, let us now examine
some of the phrases that are used in the discus-
sion of health affairs and, unfortunately, are
used very loosely by our politicians in making
promises to the populace in return for the vote.

The first phrase is a question: Is health care
an individual responsibility, or is it a service
that we should obtain through government as a
right?

It is that last word that causes a problem. We
could spend all of this session debating that one
phrase. Its determination is basic to the design
and structure of the health systems in any coun-
try.

Odin Anderson describes health care as a
“eivil right.” Whiting in Australia calls it a
“legal right.”

If I had to pick a phrase, I think I would call it
a privilege. It is a service which a country or
jurisdiction bestows on itself, It is a political
decision, but it is a known decision that is made
in order to provide a service in lieu of something
else,

To illustrate the way in which the debate on
this subject has been carried on in North
America, let us examine these pamphlets pub-
lished by various organizations in the past,

This one, published in 1961, states “Your
Right to Health.” The back printing shows that
it came from Saskatchewan. You all remember
the doctors’ strike in Saskatchewan in 1962.
This was the first real confrontation in North
America over the interpretation of the rights or
individual responsibilities of health care.

This pamphlet, published in 1960-1961 by
the AFL-CIO, is entitled “*Your Right to
Health.”” The theme is the same as the Sas-
katchewan leaflet, suggesting that this point of
view exists in the United States as in Canada.

In 1970, the Committee for National Health
Insurance—the Committee of 100—published
this next document. Its first phrase states “The
American people have a right to good health
care. The Committee of National Health Insur-
ance believes that fulfillment of that right re-
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quires the enactment of a national health insur-
ance.” All through this pamphlet is the term
“right to health care,” indicating their point of
view.

The April, 1972 edition of the Association of
American Medical Colleges Newsletter states:
“Kennedy introduces comprehensive legisla-
tion on health care services” . .. “Introduces
the far-reaching legislation to provide assis-
tance and encouragement for the establishment
and expansion of health maintenance organiza-
tion.”

In that statement, Kennedy moved from the
position of advocating a universal and com-
prehensive plan towards the more commercially
insurance-oriented concept that health care is
an individual responsibility. When Kennedy
supported the health maintenance organization
concept, he moved away from the pure socialist
concept of health care as a service to be pro-
vided to the people through governmental juris-
diction to the compromise position referred to
above.

About two months before he made that
statement, some of the Washington staff spent
several days in Vancouver discussing basic
coneepts, and it could be that that visit had an
effect on the counsel the Senator received from
his advisors. We do have a lot of visitors in
Canada from our counterparts. During these
visits, we do our best to highlight what some of
the basic issues are and that once a government
provides health care as a right it seems inevita-
ble that governments end up going further down
the road than originally intended.

For example, when the B. C. Hospital Insur-
ance Service was introduced in British Colum-
bia it was started for fiscal reasons, not for any
great altruistic purpose. After the war, B. C.
hospitals were in such poor financial shape and
needed such amounts of money to keep going
that the government found, on studying the
situation, that the amount of grant needed to
keep the hospitals going was about equal to the
amount estimated to start a provincial hospital
insurance plan. The original intent of the then
government was simply to pay hospital bills,
just like the Blue Cross. There was no intention
or expectation that it would have to move in
later and take over control of construction of
beds, set per diem rates, ete. and, in {act, exer-
cise total fiscal and system control in one way or
another,
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It was a knowledge of what has happened in
Canada and elsewhere that, I am certain,
influenced Senator Kennedy to make the move
he did in 1972 with regard to his health insur-
ance proposals.

That move culminated several weeks ago
with the Kennedy-Mills Bill. I have not seen the
total Bill but understand it is very similar to that
of the Nixon administration, containing deduc-
tibles, co-insurance, etc., the main difference
being how the funds are to be raised and how
they are to. be controlled and flow through the
system.

The sequel has been the statement by the
Committee of 100 or the AFL representatives,
in which they disassociated themselves from
the Kennedy proposal—and not two years ago
he was the champion of the AFL-CIO Commit-
tee of 100 proposals. Here is a very important
and interesting development in the United
States.

Let us return to the sequence of pamphlets
we were examining which should further illus-
trate the conflict of government and medicine:

On the front page of this pamphlet, it says:
“Political Medicine is Bad Medicine.” It was
printed in Saskatchewan in 1962.

This other pamphlet says: **Political

Medicine is Bad Medicine” but was printed by -

the American Medical Association in the same
year.

Inside the cover, the first heading is: ““Just
What is Political Medicine?”

The same paragraph in the other pamphlet is
entitled ““Just What is Political Medicine?”

Second paragraph of the first pamphlet:
“Political medicine is the type of medicine in
this Province.”

Second paragraph in the second pamphlet:
“Political medicine is the type of medicine in
this country.”

Amazing, just amazing! It is pretty obvious
that these two pamphlets came from the same
source but were used in different countries.

It is an international problem and should be
debated opening and fairly.

The next pamphlet entitled “Medical Care
is Not a Right” was put out in 1969 by the
Association of American Physicians and
Surgeons. The theme of the treatise here is,
“No one has a right to anything he must ask
permission for or in any way take from
another,” etc. Hence health care can’t be a
basic human right.

The next is dated February, 1974, and from
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Australia. Written by an Australian general
practitioner one would expect the following
point of view. “Do you realize that Hayden (he
is the Minister of Health) intends to wipe out
your practice?”

*To claim then that health care is a right, that
a man has a right to be cared for by somebody
else raises the question, what of that somebody
else’s rights, since rights cannot exist.”

It is the same problem now in Australia and
the U.S. that we had in Canada in the early
Fifties. In the 1970°s, Canada is into a new
stage of measurement, evaluation and control
and so look at the Canadian system carefully for
why T think an examination of how we got to
where we are would be a very worthwhile thing
for America to do as you move closer to some
system of national health insurance.

We will do our best not to give you a biased
impression but rather an objective middle of the
road presentation. B.C. visitors meet with the
British Columbia Medical Association, the
British Columbia Hospital Association, private
doctors and hospitals, and then visit the capital,
so as to spend time with the government pre-
payment people and the Minister as well. Only
after meeting with all sides should a person
then arrive at their own conclusions about what
they have seen.

All too often visitors are only given one side of
the story, they meet their counterparts, hear
what they want to hear, and then they go away
with a completely biased, prejudiced opinion.
See everybody you can, and then get out of the
country and look at your own system.

Let’s move on and consider the term, “Uni-
versal and Comprehensive Coverage,” univer-
sal, meaning everybody, and comprehensive,
covering everything,

If you noticed yesterday when Stan Martin
was talking about the Ontario plan, he kept say-
ing, “universally available.” Again, that was a
key word, and I will tell you why I was
privileged to sit in on some of the meetings with
Stan Martin, Malcolm Taylor and Premier Frost
when Ontario was thinking about going into the
proposed federal hospital plan for Canada.

I can remember being very impressed with
the then Premier when he said, “I will not go in
it the descriptive term is ‘universal.” That
means compulsion, but if the Prime Minister
will change the criteria for entry from universal
to universally available, then Ontario will join.

The federal government accepted “univer-
sally available,” and thus brought in 8 million



people which changed the number of people
under provincial plans from 30 percent of
Canada to 60 percent of Canada, and this made
the national hospital plan possible. It all hinged
on that one term “‘universally available.”

“Everything possible is being done for the pa-
tient.” Another term common psychosomatic
support for patient and kin in the old days, and
it probably was true, but how many times can
you really use it today unless you restriet the
phrase to the facilities and the people around
the patient? Not very often.

What does the term universal and com-
prehensive coverage mean? It really means
doing everything possible for everybody, and
that is not possible today. If this is a fact and it
is, then we begin to move towards the area Stan
Martin hinted at in yesterday’s meeting, when he
asked the questions: “What do you do when the
demand exceeds the supply? You start ration-
ing, and who does the rationing?”

In Canada, it is done in a fiscal way at the
federal-provincial levels, but this does not apply
at the level of the individual patient. For exam-
ple, how do we decide who is going to get the
one kidney available if 20 of us need that opera-
tion to survive?

There is no question in my mind as to who
should get it. Me! On the other hand, should #
be the best looking girl or the finest looking
young man or the best citizen or the person with
the most money or the person with the greatest
political influence? I don’t know.

The law of natural survival is passé now. We
are at a time in history which, while exciting, is
awfully difficult, since mankind is no longer
able to salve its conscience by doing everything
possible for the patient. He now has to decide
how much he is going to do for whom. We aren’t
sufficiently mature and sophisticated to be able
to achieve that goal. We are trying hard and are
at least beginning to recognize the problem.

When governments pay the health bill this
guestion of choice can very quickly become a
problem. For example, in British Celumbia
when we first started heart surgery and trans-
plant, the government set up an anonymous
committee (nobody knew who the members
were) to decide who was going to be operated
on should the demand for these procedures ex-
ceed the supply.

Let us now discuss need. We talked yester-
day about the need for a survey to determine
what the health needs are of the people of
Canada. Already the question has arisen: who
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sets the criteria? Am I going to accept the fact
that the doctor says I don’t need care, when I
feel myself that I need it. In other words would
the producers or consumers set the criteria?

As Stan Martin said yesterday, the point has
now been reached where the federal govern-
ment is making it very clear that it thinks too
much money is going into the health care sys-
tem.

In Canada we have moved from the indi-
vidual responsibility for health care to it being
the kind of service that we expect through gov-
ernment, and all attempts to find a compromise
position. We do not want to make doctors civil
servants nor take over the hospitals, but must
find a way of determining needs which finally get
reflected in costs which now appear to be out of
control.

Demand has always been influenced by per-
sonal priorities of choice, If I can have that out-
board motor and get my knee fixed, too, then I'll
take both. Remove any need for choice and de-
mand goes up very sharply, and then it levels
off. Demand is affected by new advances in
health care. If we legislate that there shall be no
more advances, then demand should level off.
However, I don’t think we are going to legislate
that there shall be no more advances in health
care.

Assume somebody discovers a cure for
cancer in Australia this afterncon. The world
will know about it tomorrow. If we had cancer
in our family, tomorrow morning, I would be
down to the hospital with the family member
insisting that the hospital or the doctor provide
me with that cancer cure immediately. 1 would
probably find thousands of people ahead of me
demanding the cure.

Canada relaxed its abortion laws, and the
demand for abortion skyrocketed. It pushed
back out of the operaling rooms many other
kinds of elective surgery since abortion can’t
wait.

It is significant that in the health care system,
single events can convert the latent need in the
population into instantaneous demand over-
night. When government enters the picture,
that demand comes right up to the front as a
political necessity.

How you meet the demand is difficult. Utili-
zation is meeting that demand, and to finance
utilization means cost. That is where we are
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having trouble in Canada,—deciding how much
we are prepared to put into our health care $ys-
tems.

Yesterday Mr. Laframboise talked of chang-
ing the attitude of the public towards its de-
mand for health care. We have been encour-
aged in North America by the TV and every
other form of media that if you burp twice, see
your doctor, Go into that system for everything,

In Canada we are trying to change this at-
titude.

In the United States the Johnson Foundation,
which was set up a few years ago, selected as
one of jts first projects the development of an
adult Sesame Street, whose purpose was to
change the attitude of the American people
about the consumption of health care.

I am told that that program is just about ready
to go on the air,

Dr. Garfield of the Kaiser Plan has always
been concerned about screening out the well
from the worried well, patient, et cetera. He is
concerned as T am that we have lots of facilities
and personal right to treat the acutely ill now. If
we can just get out of the systems, the well and
the worried well, we could cut back on costs.
Yet somebody is going to argue that the worried
well are sick people anyway and so we should
treat them. Mr. Laframboise talked about pub-
lic relations and press programs to try and get
Canadians to think more positively about
health. Here is the insert he was talking about.

The topic “How we are dying these days in
Canada,” is an article with quite a lot of interest.
Here is another in the same vein and is an insert
right across Canada being read by five million
people. The date is February 16, 1974, and the
title is “When not to bother the doctor.”

It is like the old “Family Physician” that was
in your grandmother’s house. Canada is starting
to say, “Don’t always go into the health system.
Please reconsider and perhaps treat yourself at
home.”

The next week the article was, “Are doctors
as necessary as we think?”

Here is another one, “Do it yourself
medicine. How much is safe?”

[ talked to our Minister the other day, and we
discussed the possibility of a quiet, behind-
the-scenes program, like these insertions. He
felt it might well be a way of abating consumer
demand and will be looking into it. What are
other attempts at abating consumer demand?

As Stan said yesterday, the patient deterrent
has been tried, but it was politically unaccept-
able. Once you give the candy to the baby, it is
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awfully hard to get it back. The United States
does have deductibles. It is using commercial
types of controls. As long as you don’t promise a
universal and comprehensive health system, [
think you can contain demand by this type of
mechanism. '

I am not going to argue whether patient de-
terrents should be used or not, but I think they
are effective. You help people to help them-
selves by making them consider their system
and if demand is necessary. In Canada we have
moved in the other direction, yet we are now
seeing suggestions about patient and what par-
ticipation from two of the three socialist prov-
inces in Canada.

In Manitoba the suggestion has been made
that it would be proper to charge patients, not a
fee for being sick, but something for room and
board, an expense they would be incurring if
they were home and well. It js similar to the
patient deductible of fee but has a politically
acceptable lahel.

The same suggestion was made by the B.C.
Minister of Health a short time ago. He said: “It
makes sense since our costs are going up and
up to begin to ask patients in hospitals to pay
something towards their room and board
costs.” It would appear that we wouldn’t be
charging patients for being sick, but it wouldn’t
do the same thing. Encourage people to get out
of the hospital more quickly.

Before discussing how our systems operate
and the kinds of controls that are beginning to
appear, let me refer to the guestion of physician
control which I have been asked to mention.

About three weeks ago our Minister an-
nounced that he would be meeting with the Col-
lege of Physicians and Surgeons to discuss con-
trol of the immigration of doctors into British
Columbia at the national level. At the last Man-
power Conference and Federal-Provincial
Health Minister’s Conference, the question of
immigration of foreign physicians into Canada
was also discussed.

It was recommended that the immigration
rules be changed so that if a physician wanted
to come from Ireland io Toronto, he would be
allowed to come in, but he wouldn’t be allowed
to practice medicine in Toronto. However, if he
wanted to go up to the north of Ontario to prac-
tice, this would be allowed. Hence we are be-
ginning to see the imposition of controls on the
movement of physicians both at the Provincial
and Federal levels.

Let us now examine how the Canadian health
systems operate. (Drawing on the Blackboard).



This is a hospital with a nursing, dietary and
engineering department, etc.

Here is the hospital administrator, Board of
Trustees, and a hospital society. The situation
about to be described is before we had any pre-
payment systems, especially governmental. It
is budget time. The nursing director wants two
more pediatric nurses. The dietitian wants two
electric ovens, and the engineer needs to retube
two boilers. It is going to cost $10,000.00 to
meet these additional requests for all three de-
partments for a total of $30,000.00.

Our présent per diem rate is $30 a day. We
provide 10,000 days in the year, so if we can
increase the rate to $33, we will be all in bal-
ance for the next year. You take the budget to
the Board of Trustees, give them a good dinner
and make the proposal to increase the rate
$3.00. -

Assume that we are in a valley, and it has
been a good year. The board looks at it and
appoints the increase to $33.00. You get the two
nurses, the two new electric ovens and retube
the boilers.

For the next case, assume it has been a poor
year—it has rained continually. Instead of all
the running shoes being sold, they are still on
the shelves of the stores. The motels were half
filled, etc. and the economy isn’t very affluent
in that little valley. It is probable that, when
asked for the $3.00 per diem increase, the
Board of Trustees will refuse it but may give
you $2.00. You get $20,000.00, hire one nurse,
get one oven, and retube two boilers, and live
reasonably well for the next year.

Assume we are under the Hospital Insurance
Service in British Columbia. We have gone
through the same process up to the point where
the budget request has gone to the Board of
Trustees. It is a reasonable request so the
Board of Trustees authorizes the Administrator
to send the budget to the British Columbia Hos-
pital Insurance Service asking for the $3.00 rate
increase. However, in the same mail 99 other
letters come in, all asking for the same increase
next year.

Therefore, instead of $30,000.00, what is now
needed is $3 million. This is a shock for most
people have no idea of the amount it takes to run
a hospital system.

The Rate Board checked through the budgets
and sent on to the Minister of Health the re-
quest for $3 million increase in the budget of the
British Columbia Hospital Insurance Service.

However, the Minister will also be receiving
requests from his other Departments; for ex-
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ample, Mental Health Services may need $3
million; Public Health, $2 million, and the
Minister must find $8 million to keep his port-
folio going the next year. '

Now what is happening? We are witnessing a
change in the institutions and systems that are
competing for funds and the levels at which the
competition is taking place.

At the first level, Departments are competing
for the available funds. In the pre-hospital in-
surance days, our valley hospital was compet-
ing for community funds. When we put the hos-
pital under the government, our hospital then
began to compete with 99 other hospitals for
funds. Now the hospital system is competing
with other health systems for the available
funds.

The minister takes his health portfolio re-
quirements to the Cabinet and asks for $8 mil-
lion more to keep the health system going next
year. The Cabinet isn’t impressed, for it has all
the fiscal demands of the other service depart-
ments of the government. For example, Educa-
tion needs $12 million; Highways want $20 mil-
lion; and Finance wants $15 million; Municipal
Affairs needs $4 million, and so on it goes, At
this level, the health systems are competing
with all of the other governmental services, and
when they are totalled we find that, instead of
$8 million, $80 million more income is needed to
run the Province next year.

At this point, the Cabinet will ask two au-
thorities about conditions in the Province. One
is the Treasury Board and the other the De-
partment of Trade and Industry. To the Depart-
ment of Trade and Industry, they ask: “How
are we economically?” Just the same as the lit-
tle local community asked itself: “Have we had
a good year?” To the Treasury Board, they ask:
“How are the revenues? Are people drinking
enough and smoking enough to keep our income
high?”

Let’s assume we have a good healthy
economy.

The Department of Trade and Industry re-
plies: “Yes, it looks pretty good economically
for next year,” and the Treasury Board says:
“Yes, we are going all right on the income. We
think we can find you the $80 million of addi-
tional revenue.

The Minister of Health gets his $8 million and
allocates it to his departments. $3 million comes
back to the B.C. Hospital Insurance Service. It

75



goes to the Rate Board and one hundred
$30,000.00 cheques are written. At our hospital
we get the letter, employ two nurses, buy two
ovens, retube two boilers, and live happily for
the next year, exactly the same way as before
when we had a strong local economy.

Where I come from—British Columbia—this
has seldom happened, unless it does this year
because we have a different government. For 16
vears I worked with a government that put more
emphasis on building ferries and roads and
bridges than it did on health. Our present gov-
ernmenfmay act in the reverse.

To look at the more usual pattern, let’s go
back to our former government and assume
that, when Treasury Board and Trade and In-
dustry are asked about the economy, their re-
plies are: “The United States are not buying
enough wood from British Columbia; the news-
print industry is going down, and so our
economy isn’t very healthy.”

The Treasury Board says: “People are very
foolishly looking after their health. They are not
drinking and smoking as much and so tax rev-
enue is dropping. All we can find for you is $60
million additional funds next year.”

Assume there is an election coming up; that
the Government has 30 seats and the Opposi-
tion holds 28. Politicians want to stay in power.
That is quite understandable and so they make
political decisions. There is nothing wrong with
that,

If you were sitting in their seats, you would
do exactly the same thing.

Assume we are now the caucus or the
Cabinet and we are planning the election
strategy. What is a good pitch for the elector-
ate? '

The Minister of Health suggests as an elec-
tion point: “Promise them all another half hour
of nursing care per day.” The response is prob-
ably “get lost. Nobody plans to get sick any-
way.”

Then the Minister of Highways says: “There
are four seats in the Peace River District in the
north which are held by the Opposition. Give
me a few million dollars. I will put in 40 miles of
hard top road and I will pick those seats up for
us.

Who gets the funding—the Highways Minis-
ter usually. It is a political decision because we,
in Health, haven’t made our case to the politi-
cian or the populace. We think we are above
politics. We are not. We are politics and it be-
hooves all of us to get busy and make sure the
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electorate knows what the health field is trying
to do for them.

We in the Health field are gradually learning
this in Canada. It has taken 25 years but prog-
ress is being made.

[t is at this point in the decision process that
the Premier will exercise the authority of his
office. He finally has to make the decision as to
whether the Government is going to impose
more taxes on the population to meet the in-
creased costs of service or whether to reduce
the level of service in accordance with the funds
available. This is the prerogative of his office.

Let us assume in this instance that he de-
cides to cut the requested additional service,
The Government will have only an additional
$60 million and if they are going to give addi-
tional money to Highways for the next election,
Health will have to suffer. Cabinet assigns our
Minister of health $6 million. He meets his Dep-
uty Ministers. The Hospital Insurance Service
gets $2 million instead of $3 million. The Rate
Board then writes 100 letters to the hospitals of
the Province and sends out cheques of
$20,000.00 instead of $30,000.00—exactly the
same as if it had rained previously and we had
had a poor year economically in our valley. Of
course, in practice the size of the cheques
varies between hospitals because of differences
in their original budget submissions.

Now let us examine the provincial medical
care payment system. Assume we have a total
establishment of fine physicians in the Prov-
ince. Each physician has four patients and each
patient visit is $5.00. The cost then of this
doctor’s office for one day, with each patient
visiting the doctor, is going to be five times four,
or $20.00 for each. Because there are five doc-
tors, the cost of running the medical care sYS-
tem of the Province for that day is $100.00.

If the situation would remain static, every-
thing would be simple. However, it doesn’t and
another doctor comes to the Provinee, takes on
another group of 4 patients, and the cost for the
day increases to $120.00.

Further, assume that every doctor then takes
on another patient. That adds another $5.00
times five which is equal to $25.00 and, by that
event, the cost increases from $120.00 to
$150.00. The problem is how to control the cost
of the system if we allow the number of doctors
to freely increase as well as the number of pa-
tienis and the number of fee-for-service treat-
ments provided those patients.

Ontario has begun to face up to this problem



and has been very successful. The Government
has met with the Medical Profession and asked
for their co-operation in working out some type
of physician-patient control. As a result, an an-
nouncement was made a year ago that a ceiling
would be put on payments to General Prac-
titioners, the number of patients other
specialists could see, etc.

The mechanism works, provided the physi-
cian population remains static, but it doesn’t.
Another doctor moves into Ontario and upsets
the calculations and we have the last situation
outlined -above—the cost of the system rises
from $120.00 to $150.00. This is where the doc-
trinaire laws of supply and demand and
economics fall down when you have an insatia-
ble demand for a product like health care but a
limited supply.

We have-tried to abate this demand by
financial deterrents but, to date, they have been
politically unacceptable. That is why we may
try other devices like the room and board
charge or the physical fitness approach. If these
do not work, we will have to impose even tighter
administrative controls in the future. Ulti-
mately, the Government has control—at least
the financial aspects—of the system. It isn’t
difficult to do it with hospitals—control the
numbers of beds and the per diem rate paid.
Ontario took 1,500 beds out of service last year
and proposes another 1,000 this year. There
were very few complaints and the move can be
considered successful, but for how long they
can be kept closed is another question.
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The next move in system control is to regu-
late the number of private laboratories and
other producers of health services. The third
part of the equation is the control of the number
of physicians, as well as the activities of each
physician and his patients. We are at this latter
point in Canada. British Columbia is probably
as far along as any Province in controlling the
number of physicians that are going to be per-
mitted to practice in the Province but there
have been no restrictions imposed up to the
present time,

What the future is going to be is debatable. It
appears that controls are going to be accepted
by the health professions, provided they are
imposed jointly by the Government and the pro-
fessional group concerned. '

The pattern to date has been to have the gov-
ernment authority develop the statistics neces-
sary for evaluation of the system and its compo-
nent parts with the application of the control
mechanisms taking place through the profes-
sions concerned.

The Canadian health systems are similar to
those of the United States insofar as production
of service is concerned, but differ in the method
of financing. There is a health system labora-
tory to the north with ten experiments running.
Study them carefully and then set up your own
system.

Thank you.
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CHAIRMAN ANDERSON: Ronald Andersen will
be the Moderator of the panel today.

Ron has been an associate and a colleague of
mine for a number of years in the Center and
has published extensively in the medical care
field. We are very pleased to have him moder-
ate the program.

Gary Filerman is Executive Director of the
Association of University Programs in Health
Administration.

Ted Marmor is Associate Professor in the
Graduate School of Social Service Administra-
tion and Political Science. The final member of
your panel is the speaker, Lloyd Detwiller.

Dr. ANDERSEN: Thanks, Odin. What we
would like to do as a panel today is to react
to what we have heard and bring up some issues
that we find of interest and we hope that you
will find of interest.

To start things off, I would like to give each of
the panelists five minutes to summarize some of
their main concerns and subsequently let’s
throw it open for discussion from the floor.

We might begin with Ted Marmor.

Dr. TED MARMOR: I am going to take a
selfish approach and ask what is it that we in
the United States ought to learn (A) from the
conference, and (B) from the Canadian experi-
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ence, selfish in the sense that there is much to
be asked about the Canadian experience that is
obviously crucial to their own planning, but my
interest is what should we learn from it.

The first thing that I would like to bring up is
a set of lessons that I think I have learned from
the discussion of the Canadian experience and
how they think about it. One is that if you are
interested in predicting what the government is
going to be saying over the long-run after na-
tional health insurance comes in, it would be
fair to predict that they would be interested in
civilian health, not medical care. There would
be an extraordinary interest in bicycles and var-
ious other contributants to health.

Secondly, there is wide-spread citizen in-
terest after the introduction of national health
insurance in necrophilia, the various details of
why people die, that patients worry about ac-
cess to a great extent, that administrators are
particularly interested in questions of control,
that doctors are worried about newspaper re-
ports of their incomes. As a last point, Mr. Del-
willer, the discussion of national health insur-
ance 3 or 6 years or a decade after its introduc-
tiont is, very different from the discussion of
national health insurance before enacted. That
is the first point of a serious nature that I want to
bring which touches on Canadian-United States
comparisons.

What can we learn from the sequence of con-



siderations that the Canadians have gone
through? On that topic, my first generalization
would be that whereas considerations of
financial barriers to care, equity of access,
and, to some extent, the financial problems of
the providers dominate the discussion before
national health insurance, it is fairly clear that
after national health insurance is introduced
the fiscal cost constraints and fiscal problems of
the payers become a preeminent issue in the
politics of health. The answers given to how you
deal with problems of cost inflation at the time
you introduce national health insurance will
have a great deal to do with how those con-
troversies are played out afterwards.

For instance, take a more specific topic
that has been discussed here. Mr. Detwiller
suggested thatone way governments, after they
have introduced national health insurance,
think about possibly dealing with the inflation in
medical care expenditures is they at least con-
template the possibility of patient cost sharing.
One of the early Canadian decisions was that
significant patient cost sharing would not be a
major form of rationing in the health care sector.
Yet, a decade afterwards, patient cost sharing,
at least in your presentation, is one of the ways
peopie are thinking about this topic once again.

It seems to me one question we can ask is: [s
such a decision not to go into cost sharing by
patients irreversible? That is, are there any ad-
vantages to being last in the United States?

One possible advantage of being last is ask-
ing, from the experience of others, which of the
decisions they made early on are irreversible
and which ones are not. But, the implication I
draw from that (I take it that you think pretty
much that cost sharing is irreversible) is that a
significant role of patient out-of-pocket expen-
ditures as a means of rationing health care to
man in Canada is not likely to take place. The
experience of Saskatchewan with the govern-
ment in introducing and taking back provides
support for that.

What 1 want to address is how to use that
kind of finding for the debate over the role of
cost sharing in the United States.

I was fascinated by your discussion of the
Kennedy-Mills Bill because although the
Kennedy-Mills Bill provides for significant pa-
tient cost sharing (not only premiums but also
deductibles, co-insurance, and maximum liabil-
ity of substantial amount) the rationing of de-
mand you are talking about through cost
sharing is likely to be dissipated by an extensive
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amount of private insurance supplementation.
This reintroduces all the questions of equity in
the distribution of financial access to pay once
again.

The point of your remarks apparently is that
the U.S. should seriously consider patient
cost sharing as a desirable way to ration con-
sumers demand for health care services. If that
is so then I think one would not say that the
Kennedy-Mills Bill's handling of deductibles,
co-insurance, and insurance supplementation
will produce the desired rationing. Instead I
would argue that it is likely to produce a very
uneven distribution of financial access to care.

One of the things I was interested in along
these lines is how Canada dealt with the tax
treatment of supplementary health insurance
because it is fairly clear in the United States
that the fact that employers can give supple-
mentation as a benefit, which is not taxable to
the employee and which is deductible from the
business, and moreover, individuals can deduct
some share of their health insurance expenses
against the income. Both of these features of our
tax code will make supplementation an equity
issue even if we have significant cost sharing
for patients in the form of government program.

I think with those remarks they touch upon
the central issues that I wanted to deal with
among the variety of ones that you brought up
from necrophilia to a variety of other
Canadian-United States comparisons.

MODERATOR ANDERSEN: | have a related
point. Maybe Det could respond. How great is
the redistributional effect of governmental in-
surance which is something Ted is drawing on?
I think there is considerable evidence in the
United States that the middle-class people, 65
and over, benefitted more from Medicare than
did the poor people, the elderly poor. In addi-
tion, our Medicaid program in the United
States, while you can’t argue that it per se
benehtted the non-indigent as individuals, there
1s some evidence that the richer states
benefitted considerably more than the poorer
states. I think the financing of Medicaid is not
unlike some of the financing in the Canadian
system.

It has been argued in this country that with
national health insurance, there is a good possi-
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bility that it would be the middle classes who
would benefit more, and consequently, we
might not observe the redistributional effect.

I think it is true in Canada, however, at least
from the studies I have seen, that some of the
initial information suggests higher relative use
by the poor following their insurance program.

When we look at waiting times and general
levels of satisfaction, it seems to be the middle
classes who are doing less well relative to the
poor in the function of the doctor insurance.

MR. DETWILLER: Let’s start back with the
phrase “health care rider individual responsibil-
ity.” My plea to a nation that is thinking about
going into health care is that if at all possible,
try and clarify your national concept of that
issue.

Where do you place the individual in the
societal structure, and where does the nation
place the responsibility for health care?

Are you going to provide it as a service to be
delivered through government, or are you going
to help people to get that service for them-
selves?

I think that is basic. Does it fit into a partof a
total Society Security system, and look at your
societal structure.

Is it marketplace, free enterprise, demand
and supply, or is it state controlled, owned and
operated, because I think these are the kinds of
things that form the backdrop against which
you have to place your health system.

In a state country like Russia, where you
have state control and direction, there is no
problem of saying: Here is a totally state con-
trolled entity. The professions, the institutions,
will meld into the way of life in that country,

To do that in Canada, if we had our initial
legislation that was going to expropriate all hos-
pitals, put all doctors on salaries to make them
civil servants, it wouldn’t go.

We have been struggling with this oil-water
emulsion for 25 years, and I think we are getting
places. I think that is one lesson for the United
States that it is possible to retain the production
of the service through the local hospital and free
enterprise doctor, and yet finance it with gov-
ernment money, but that is where you get the
conflict.

So when you start talking about the cost shar-
ings and the things that you should take from
the Canadian system, my plea is first get back
to that issue, if you can possibly do it, and get
your politicians to sit down quietly in the back
room and argue it through,
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We didn’t do that. We had an idea. We had
very little experience truly to draw on in the
kind of societal structure that we have de-
veloped here in North America.

You find that you do have private systems
operating along side voluntary ones, and they
co-exist, and in some instances, the private
begin to grow and the governmental ones de-
crease, a few years later it will change,

I think this whole health system, as [ said
before, is a very critical point in development.
I know that T am out of step with the majority
because I am a pretty pragmatice, hard-nosed
depression square.

I am used to the idea of individual responsi-
bility for things. Yet, I must turn right around
and say, “Yes, it’s lovely to know that if I fall il,
that I will not be faced with crippling hospital
and medical care costs because it is being
looked at by the state.” Yet I do feel a little
annoyed that I cannot really get the kind of ser-
vice that [ want if I want the super deluxe ser-
vice.

I can’t present myself to the system for im-
mediate repair because I have to go through the
criteria that we have set up for entry. So it is
even different than Great Britain, where they
have a little private system running along side
the governmental one.

We have no such thing in Canada. We have
one way of entry, and that is into that system.

Now you were talking about costs, the pre-
liminary discussions. I don’t think there is any
question that we started in first approaching
this system, I say, way back in 1919 leading up
through the Nineteen Forties in our hospitals
and medical care legislation, that this was the
evolutionary process of a kernel of an idea that
the Canadian people have always had.

They brought it over, I think, from Europe
and the systems over there.

Now we moved into it really wanting to im-
prove health systems, but financially, at least,
this is what happened in British Columbia and
you are quite right. The cost of these things
does have tremendous bearing on how they are
formulated. Ar the moment, we have been to-
tally unsuccessful in Canada for the last two or
two and a quarter years in solving the problem
referred to previously, and that is of changing
our cost sharing program from a 50 percent
sharing basis to a per capita grant or some kind
of sharing of income tax point.

The federal authority knows very well where
this spiral is going, and there are lots of statis-
tics here that we could talk about.



It is leveling off on the one hand, but when
you look at the percentage of increases by year,
we are actually going ahead of the United States
at the moment, the last few years. This will
change as you go into the same thing as we have
been in. But we have been trying at the federal
level now to unhitch this blank check or to
withdraw the blank check that we have given to
the provinces of 50 per cent sharing of the
health costs. But, then the provincial premiers
when they meet with the Prime Minister and
the Ministefs of Health and Finance, they say,
“Wait a minute. Let’s not jump too fast.” Here
is an editorial which faces the facts about Medi-
care.

It ends up saying: “The crisis points to a rev-
olution in health care ideas, doctors, et cetera,
all aimed at controlling costs. The present sys-
tem has been called a Frankenstein creation out
of control by Ontario’s Health Minister, Dr.
Richard Porter. The politicians have been
warned in time. Now it is up to them to reform
this monster before it bankrupts the economy
and destroys itself.”

We are concerned about the cost structure.
The Federal Government has been trying
through conference to get off of the 50 per cent
sharing agreement. In that agreement we tied
ourselves to acute care bed literally, this has
really made it very difficult for provincial gov-
ernment to experiment with different forms of
health care delivery.

We have all built acute beds like crazy, and
yet if you are a provincial premier and you
spend another 50 million dollars, you know you
will roughly get 25 million dollars of that back
from the federal authority. It is a better health
system.

It is also new money into the provincial
economy. When you are faced with a Franken-
stein monster that we have created, we, the
federal and provincial governments between
the two of us; you are not going to let that
federal authority unload the future escalation of
costs on the province by getting them into a per
capita grant basis. The whole problem of con-
trol of the system then passes from the federal
to the provincial authorities.

Unfortunately, I think that it is the fiscal
problem now that is overshadowing the stan-
dards of care, the development of system, be-
cause you do finally get back to the budgetary
process. The system was designed originally
cost-wise, but then it became a system to im-
prove health systems—to do all of the nice
motherhood things that we talk about the sys-
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tem should do. Then as we began to become
alarmed in Canada about the bill, then those
other things began to slip aside, and we got
right back to that nasty old dollar.

I think you are absolutely right. Discussions
before and after are different.

Now the distribution effects, the richer
states, our national program did achieve and
our provincial programs achieved the original
goals of what I call the first phase. They
protected the people. They provided a sound
financial base, and they redistributed income.
While I say 50% sharing, that is an average. |
think the contribution was more like 70% or
80% for Newfoundland.

The poorer provinces got a much higher per-
centage of the cost, whereas Ontario would get
42% or something like that. It was a leveling
mechanism, and it has brought the standards
together. And it has achieved the goal of im-
proving those services in the areas where they
should have been improved.

Now, because of this continual escalation,
the Federal Government says, “Look, I have
had enough.” [ think we will see in the future
that either these agreements will begin to be
cancelled (it will take five years to do it) or the
agreement is going to be wrapped up in a total
fiscal package that will be presented to the
provinces that they can’t help but buy it, and in
that way, the percentage sharing will be
dropped, and we will be on to a per capita grant
and some sort of income tax assigned to the
provinces.

MR. MARTIN: There was a question that was
asked, I think, rather interesting from the
standpoint of before and after consequences. I
will just give you three figures here.

I think it was raised. We knew in 1958 that
our admissions per thousand or our incidence
was about 128 in the group which you might call
the lower income group, the social systems
group, the people that were probably not as ac-
cessible, and compared to that group, the mid-
dle and upper were about 156. These probably
are not new figures to you.

The assumption was made, and quite prop-
erly, that not much would happen to the higher
figure, but rather that the gap would be closed.
The interesting thing is that the higher figure
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rose, by 1968 to 168 (from its level of 156 in
1958). We didn’t anticipate that.

Dr. MARMOR: What is the spread between
the lower income group and the other group, the
point you were making before?

MR. DETWILLER: That statistic is not avail-
able.

MR. MARTIN: We know the total population is
at that figure now.

"

MODERATOR ANDERSEN: Everybody is equal?
MR. DETWILLER: Everybody has a buck.

MODERATOR ANDERSEN: How do you know?
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MR. MARTIN: We don't because we don’t
have any related income factors in this any
more because the program, even though we
have some premiums, the program is totally
free to all socially assisted cases.

MODERATOR ANDERSEN: But as an indicator
of other characteristics besides purchasing
power, it would seem to me to be useful. As
matter of fact, in this country the lower income
group has a utilization rate which is maybe 15
percent to 20 percent above the rest of the
population with quite a different system.,

So when you talk about redistributional ef-
fects, it is not totally clear, I think, that gov-
ernmental insurance per se is a prime factor.

MR. FILERMAN: | thought Mr. Detwiller,
whom I've known a long time, would make a
very strong point of the role of the political
process in determining issues that health care
professionals tend to view as resolvable on really
strictly only, at least in this country, technical
grounds. It is a kind of naivete which has
epitomized much of the posture with which the
health professional in the United States, at least,
has viewed these kinds of developments, at
least, until fairly recently.

I guess Det is mellowing somewhat. He
seemed to come down less hard on that issue in
his discussion. But it seems to me that a very
fundamental lesson for the hospital and health
administrator in the United states is just the
extent to which these issues and determinants
of the future course of life of himself as a pro-
fessional and his institution are, in fact, deter-
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mined in a political process. The political pro-
cess involves a whole series of issues which are
quite removed from the ideological and
philosophic issues that we tend to feel underlie
our concerns as health workers.

That would seem to indicate the need for
another assessment of the political role of the
hospital administrator. I don’t think that exists
today in this country. I can’t think of a health
professional, with the possible exception of the
occupational therapists, who are less influential
in national health policy. That is a very unfortu-
nate situation reflecting a number of things.

The sense of professionalism of the hospital
administrator, the way hospital administrators
are organized, the difference between hospital
administrators and health care administrators
and some other things I hope will be increas-
ingly talked about in professional circles in the
future, hopefully not too late.

A couple of comments specifically are to the
question of the lessons to be learned and how
they are learned. Obviously, from the
American’s general knowledge of Canada, it is
clear that the institutional structures that we
are dealing with in society generally are very
similar, and are derived from & lot of the same
traditions. Both countries are indeed the
beneficiaries of a lot of cross fertilization.

That does, in fact, make it possible to mea-
sure, to learn some lessons about the impacts of
national health insurance on these institutions.
But, I think Americans tend to assume consid-
erably more familiarity with the Canadian envi-
ronment than is, in fact, appropriate,

There is a tendency to begin with a
superficial knowledge of the Canadian envi-
ronment, society, and its political process.
Based on those assumptions, they tend to the
conclusions about Impact upon the specific in-
stitutions and programs with which we are most
concerned.

What I am really raising here is a flag of cau-
tion that all we have done is touch the very top,
skim the surface very lightly, ar this sym-
posium. The admonition is: before you draw
any conclusions or go any further, take some
time to learn much more about the nature of
Canada as a society,

The other thing is, I think, we unfortunately
tend to view Canada as one country. In fact,
perhaps there is not enough emphasis put on
the fact that we are dealing with ten major dif-
ferences in systems.

This has been a very Ontario-oriented con-



ference with a little sprinkling of Vancouver. [
think you need to understand that there are
some very significant and important differ-
ences, experimentation in other provinces, that
also merit looking at.

Yesterday, I mentioned the relationship be-
tween the health system and the welfare or so-
cial service system. That is an interface which
is going to become increasingly important in the
life of this country and in the life of the practic-
ing hospital administrator. It is certainly going
to be a factor in local planning agencies, local
planning councils. Again, the Canadian experi-
ence is, [ think, much more significant than the
references in the context of this meeting would
indicate.

There was brief mention of some of the issues
in the manpower arena. One of the interesting
phenomena in Canada has to do with the fact
that manpower planning, production and so on
are essentially a provincial responsibility. In
fact, much of the training goes on in national re-
sources: that is schools, programs which are, in
fact, national resources. Some of them, like the
University of Toronto and McGill, are autono-
mous in some respects.

One wonders what the resemblance is be-
tween what they do and what the nation needs.
That is not an unusual experience in most coun-
tries. But it does point towards some of the
things that are happening in state legislatures in
this country in the education and health man
power planning arena.

We are seeing increasingly the raising of the
same kinds of questions about education that
have been raised about health, utilization of pub-
lic money, duplication of resources, acceptabil-
ity and so on. The interface most directly comes
in the health man power issue.

There is a real question in mind about the
effectiveness of the hospital or health adminis-
trator in impacting—bringing his professional
judgment to bear or to contribute to the process
of policy making at that level.

In Canada we see provincial planning as a
very important laboratory for examining that
process.

The question of the role of these regional
councils is a very interesting one. | suppose the
most interesting model is one that was not dis-
cussed: that is the experience in Quebec as a
result of the Castonguay Report. The commu-
nity council concept has really been carried
much further, [ think, than it has in the Ontario
experience. [t is interesting that in the reor-
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ganization of the British National Health Ser-
vice, we also see a move into a broad regional
council system. In the discussions running
through the reorganization of comprehensive
health planning in this country, again the same
model begins to emerge, or the same basic con-
cepts that Stan was referring to in Ontario, that
we see in the United Kingdom and so on.

So the result is that of trying to bring on one
hand the planning down closer to the commu-
nity level; on the other hand, trying to bring it
up to a viable sort of economic and geopolitical
base.

There is a conflict that is very interesting in
the face of the drive for consumerism and direct
communication between policy makers and
communities, if not neighborhoods, that would
again hold a great deal of interest for policy
makers in this country,

I have been intrigued by the marked differ-
ence in competence between the bureaucrats at
the provincial level and the bureaucrats at the
state level. In my estimation, the real strength
in Canada, in terms of professional competence
and administrative machinery and so on, does,
in fact, rest at the provincial level. It is very
intriguing that the provinces have been able to
attract the kind of people that you have seen
here at this conference.

There are a lot more people in Canada operat-
ing at the provincial level who are of the kind
which we have traditionally not attracted to
state government in this country.

Now obviously the separation of powers situ-
ation has a great deal to do with that, The prov-
inces is where the action is.

As we move toward the development of some
of these mechanisms, we define state responsi-
bility and national health insurance and plan-
ning and so on. Again a close look at the Cana-
dian experience and what has enabled the prov-
inces to be so relatively successful, at least, to
an outsider, is worth examining.

Then there is the resolution of key issues that
face us.

There is a great deal on the Canadian scene
to give us some information about.

One of the critical issues is how the insurance
system is used for leverage in redistributing or
re-engineering the system.

One of the bell weather services that in-
trigues me is home health services. We have
running through the mythology of the whole
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health services or medical care literature a
number of assumptions about the importance of
home health services about balancing the sys-
tem and solving certain problems.

Yet to my knowledge, Canada has not suc-
ceeded except in a few notable instances in re-
ally establishing a viable national system of
home health services. That failure would, I
think, merit some very close examination be-
cause clearly the financing mechanism to make
it possible is there,

As to the question of the distribution of ex-
pensive, scarce new services, there is no ques-
tion that national health insurance has within it
the seeds of being a retardant on innovation. It
can act as a control device, and certainly that is
a fear, I think, that some elements of the med;-
cal profession feel very strongly about.

For the hospital administrator, the openness
of the process is a very Intriguing environmental
implication of national health insurance.

The budget process that Det explained, has
within it some seeds of rationalization, or at
least openness of resource allocation within in-
dividual institutions, among individual institu-
tions of a kind, which, [ think, makes many of
our administrators very uncomfortable.

They would need to start to regear their
thinking processes about the ways in which
they negotiate conflicting demands within the
institution, the way that they operate at a com-
munity level among themselves, kind of divvy-
ing up community resources, and just how open
the Canadian system really is. Just what effect
that has on managerial decision making is
something that we should learn something
about. .

Quality control is very much on our minds in
the United States. The PSRO debate and im-
plementation have certainly provided a whole
new psychological set, if you will, for adminis-
trators.

[ think they are very unsure at this point just
as to what their role should be, can be. The
quality mechanism in Canada, it seems to me,
has a number of mechanical trappings. The
data base, and so on, has developed in a way
that it is far advanced of anything we have here,
in fact, may contain the seeds of some of the
things that will make the PSRO system effec-
tive. Yet, there is a real question in mind as to
how far it goes beyond the statistical measure.
Does it, in fact, break down when it comes back
to the same process we have here, referring
hack to the colleges?

Once the flagging has been done by the statis-
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tical system, how effectively do the professional
peer action systems operate? Are there, in fact,
any differences from the kind of closed action
system that we have in this country against the
background of national health insurance?

Det, T would like you to come back to the
political process and to the role of the adminjs-
trator in determining policy or having input into
basic policy formation for reaching in the sys-
tem. As you look down the pike at the American
scene, do you see the administrator coming into
an even more confined role than he has today? 1
think this has dictated some potential for ex-
pansion of that role.

MR. DETWILLER: You are giving me one
specific. Let me answer it first and then get
back to two or three others.

One reason why administrators who are
pretty pushy people can tolerate the direction of
a central authority is that it is a great game to
play; you do not have the very real problems of
trying to finance the institution where you ran
out to the service clubs and banged the doors
here and there for funding and argued with Blue
Cross.

There is one authority that you submit vour
budget to, and God help you, if you don’t have a
good budgel and supporting data. As I said be-
fore, the central authority knows more about
vou than you know about yourself. They have
all the comparative statistics to show you where
you are, put the facts in the budget, et cetera.
In addition to that, Gary has referred to a whole
new area that is really a lot of fun, and that is
that you will be expected to be very knowledge-
able, not just about your own hospital and your
own immediate environment, but I think it is
your job to try and educate your Board of Trus-
tees about the kind of system that they are in, to
begin to educate them ahout the realities of
political life. You will do some of this on the golf
course yourself. The thrust is that board which
is, I think, in many ways strengthened under
this kind of a system, if that is the way the
country decides to go. The board is the politi-
cal pressure authority towards the regional
councils, the provincial government, the vari-
ous hospital and medical professions, et cetera.

So I think the numbers of avenues and the
kinds of avenues that open up for a hospital
administrator under a national system can be
very challenging. I personally have found them
an awful lot of fun, but I am politically biased
and finance biased.

I know that some other people might not



enjoy this. I do, but I think it is a fact that if you
look back at the courses in hospital administra-
tion in the early Forties, early Fifties, these
were internally oriented to run the show, and
you had a little touch of the outside activity of
the community.

You had the board composed of people who
could give the philanthropic gift, et cetera, and
it was a local institution.

The administrator of that hospital must reach
out into the community. He not only reaches out
to the corfifnunity now. He has got to reach out
to the state and the federal authority. He has to
be a pretty knowledgeable guy with politics,
and he also must know that he has got a board,
that he has got to also try and explain this whole
thing too. So I think it is very, very exciting.

I would say to the people here: you undoubt-
edly are going to put up the flag as we did. We
are losing our autonomy. There are going to be
people that will resign. There will be trustee
people that will resign. The world is going to
stop. It doesn’t, you adjust, and you said I am
becoming mellow.

Yes, I am. I am getting older, but I figure
you people are in it up to your neck now, and
there is no point in my saying: “Get off your
butt. It’s coming.” It’s here.

So look at us, and see how we, I think,
have adjusted to it. You can have a real lot of
fun in it.

You commented about the home health pro-
gram. One of the problems we have had in
Canada is that that kind of activity has not been
shared by the federal authority. When you have
pressures from local groups or provincial people
to start expanded home health care programs,
nursing care programs, the provincial govern-
ments, of course, sit back in a very, very better
than thou attitude and say, “Now if it was only
that Federal Government would share in that
cost, why we would put it in tomorrow.”

You know, you always blame the other guy
for something you don’t do. This has been a
very nice political shoulder slamming gimmick.

Of course, in British Columbia where we get
a lot of retired people, there is no way, but they
have done it in Ontario. That is why that is the
kinds of agreements we wrote into the 1958
Hospital Diagnostic Services Act; it restricted
that kind of development, and that is what we
have been trying to break out of for three years,
and we really haven’t gotten anywhere yet.

That is the problem of the financial structure
overriding and inhibiting the development of
the delivery pattern.
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Thirdly, it's the roles of the federal people
and the provincial people that I think make it
possible for us to be pretty active in both fields.
(You would be surprised if you went to Ottawa
and saw the kinds of data that Werner Daechsel
described about every physician in Canada.)

I wouldn’t want you to think that the federal
people aren’t doing a good job. I am saying all
the right things, and we hope to have better
capital grants in British Columbia, but 1 have
here the first draft, just a couple of pages, the
Canada Health Man Power Inventory. Sure,
everybody threw stones at it when it came out.
But here is a listing of requirements, actual and
need, by specialty, of all physicians in Canada,
the estimates, and let’s just take one line here,
Quebec beside Ontario.

Quebec needs 716, and Ontario has 748 to
many general and family practice. So, of
course, you just simply say to 748 people in
Ontario: “Move to Quebec,” and we will bal-
ance off the need this way.

That is being facetious. But, in fact, when you
begin to look at these statistics, these do have
ramifications in the kinds of residencies that
will be approved in the various teaching au-
thorities. The national statistics that are being
cranked out are not put on headlines by the
federal boys. They are quietly sent out to the
various provincial governments, and in this way
we are able to develop our programs. It is on the
basis of these statistics that we are now in
British Columbia, in again these old clippings,
editorially, “How many doctors are enough?
Doctors galore in BC. Restrict the registration
of BC.”

No, that was a year ago, and vet as I said,
here it is: “Our Minister and doctors to hold
talks about halting M.D. immigration into
British Columbia.” All based on large part not
only on our experience, but on that federal
statistic that came out about health man power
distribution. That is being cranked out now and
updated continually by provincial councils
based on federal statistics.

So I think we have achieved a kind of under-
standing relationship at the administrative
level. Tthink it is going along really surprisingly
well,

MEMBER: We heard that there would be
negotiations about increasing pay for hospital
employes, both professional and nonprofes-
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sional, that the negotiation took place not only
on the local level but on the regional level. My
question is: Given that you have what would
amount to an inflexible budget system, how do
you meet this type of cost increase during a
fiscal year?

MR. DETWILLER: In British Columbia, so that
we can get a little balance here with this On-
tario group, we have the bargaining for nurses,
hospital employes, physicians, all conducted on
a proviretal basis with the provincial govern-
ment in the various administration sections that
are under our Minister of Health. Once these
negotiations are completed, hopefully the pro-
vincial authority will then meet the negotiated
increases. Sometimes they don’t, and you sim-
ply adjust your hospital accordingly,

Decisions can have very far-reaching effects.

Two years ago, I was telling you there was an
award called the Blair Award made to a hospital
by our mediator nominated by our new Socialist
Government which has just landed in Stan
Martin’s lap, I think three days ago. I think he
said 100 million dollars or something yesterday
here.

It started literally in that mountain village of
British Columbia. Here is how it went: the new
government was going to clear up the disparity
between the sexes by saying that aides should
be paid the same amount as orderlies, because
they do the same thing. But, because we had a
new Minister, and he didn’t think through in
total, the ripple effect of that, and it was ay-
thorized before it was handed down, he raised
the aides up to the orderlies. In so doing, this
raised the aides above the lowest units of the
registered nurses. The registered nurses im-
mediately recoiled and said, “We shall get that
back,” and we had a threatened strike in our
province up to about three weeks ago. They
were going to close down about three hospitals
and asked for a 40 percent increase in one year
to gain back.

Last fall our Minister raised the other hospi-
tal employes up to a minimum of $659.00 a
month. for a certain group. That went right
across Canada very quickly through the tele-
graph or the telephone. These are the kinds of
negotiations that Mr. Martin has been engaged
in with the hospital employes in Ontario.

You have got to stand back and ask yourself
why. It is because you have a federal sharing of
provincial plan costs. If it is good enough in
British Columbia where we have the highest
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wage level in Canada, you know who is going to
be pushing to get up to it—Newfoundland,
which is the lowest.

MEMBER: Could you compare the push to
group practices in HMOs in the two countries?

MR. DETWILLER: Yes, the HMO is sort of a
self-contained middle health system. You sell
the insurance. You have the physicians, the
hospitals, your clinics.

If you look at Canada, you see we have now
national and provineial systems for the medical
payments, for hospital payments. These two
systems run more or less separately. But, we do
have emerging a trend. Yet, I don’t know
whether it is a trend because it doesn’t seem to
be catching on to the development of the com-
munity health center,

It really started in Quebec. It was a national
recommendation, and now we have provincial
reports recommending that clinics be de-
veloped.

You have got to define the clinic, and the
clinic really starts back with the doctor. You
put a group of doctors together, they have some
nurse, and that is the medical clinic. Now you
begin to input a social worker, a
physiotherapist, all these other kinds of ser-
vices, diagnostic services, maybe a lab, and
then in some provinces you add a public health
worker, a mental health worker, and you begin
to expand this.

In Quebec they have expanded it to the point
where now I am told You can even get mort-
gages for houses in the clinics. In other words,
the clinic has grown from being just a medical
clinic, to being a health clinic, through to being
a human services clinic. Another new thing that
is beginning to emerge is that health is only a
part of human services.

So I think the difference is that in the United
States your HMO, I think, will be concerned
about the delivery of health care on a unified
basis,

We still have the hospital system, but you can
see the clinic beginning to grow around the
physician and then bring in other health ser-
vices. We may end up, I am not too sure,
though, with everything being brought together.
We are going another different route.

D&. MARMOR: Tle only point 1 want to make
in connection with that is the need for care in



describing HMOs. The evidence I have seen
suggests what we would call a prepaid group
practice with a closed panel and an enrolled
population.

[t is very small in Canada. Often that gets
confused with groups organization of physicians
which is fairly substantial. We ought not to mix
those two ideas and think that in fact Canada
has a very extensive HMO, prepaid, enrolled
group practice. [t doesn’t.

I know less about Health centers.

MEMBER: About what percentage of doctors
practice in groups rather than as individuals?

DR. BADGLEY: 1 think it is about the order of
25 percent in private practice would be a
reasonable estimate.

MEMBER: Is it fair to say in analysis between
hospital budgeting and budgeting of fee-for-
service payment for medical services that the
medical service component of what we deliver
in the United States, the doctor’s charge, is po-
tentially to be provided by a group of profes-
sionals organized and paid for by the doctors in
the manner that we do in our HMO concept?
Does this group practice, that includes social
workers, and a whole list including community
workers and housing coordinators, etc. get paid
for under the concept of the doctor’s fee?

MR. DETWILLER: No, the payment to the
physician in his private office is a fee-for-
service. Remember all these schedules are
negotiated between the government and the
medical association of the province.

That payment will be for his services plus an
overhead charge of mavbe 50 percent of the fee.

Now, when you start getting into grouping of
doctors together, you can have a problem. The
data might show Dr. So and So as receiving
$625,000.00, but he was the signing authority
for maybe eight doctors. They will group their
overhead allowance and run their clinic. But,
when you start adding a social worker or when
you start adding a public health nurse, the sup-
port of those people will come through other
funding mechanisms through the government,
maybe a public health payment for a public
health nurse.

MEMBER: How is that decision made?

MR. DETWILLER: This is a decision by the
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government about the kind of programs they
want to encourage.

Now when you get that more refined, you
then begin to group the public health authority,
the mental health authority, the hospital author-
ity, the medical authority under one minister.
You begin to group it into a system where you
may have one payment from the federal author-
ity to cover all those. It can come to that.

MEMBER: How do the two systems relate, the
one you just described to the hospital system?
How do they decide to put the social workers,
the community workers, the et cetera, on the
pay roll of the doctors’ group or the hospital as
an institution? Which of the two sets are re-
sponsible for the continuity of care and the open
intake into the system?

Is the hospital something that simply sits
apart from, and takes care of, only the hos-
pitalized patient?

Mg. DETWILLER: In some provinces, yes; in
others, it is becoming integrated into a regional
health system, as Stan Martin described, in On-
tario. This is why we have ten different systems
really in Canada. Each one is at a different
stage of development.

I think this is one of our strengths. We do not
have a national plan imposed on us the same for
everybody.

This is a strength of having grants-in-aid from
a federal authority to support provincially de-
veloped plans. You can go in to every province
and find a different mechanism.

The Canadian thrust is towards the commu-
nity health center. The federal authority sits
with 640 million dollars in the bank saving to
each provincial government: “If you will go to-
wards the community health center, we will
give you some money to help you do it, but of
course, you have got to sign on the per capita
grant if you want to get it.”

MEMBER: I was looking only for the compari-
son with what is happening in our system. I
found that in our system, we have our commu-
nity mental health centers that have developed
in this model. There is lots of food for thought in
the relationships.

MR. DETWILLER: We have got those, too, Iin
some provinces.
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MEMBER: [ would like to ask particularly Ron
and Ted to comment on the significance, if they
see any, to what appears to be a movement to-
ward rationing in this country before national
health insurance rather than afterwards. You
know what I am referring to: PSROs or the ef-
fort at rationing utilization in view of the efforts
of rationing, as well as certificate of need laws,
etc.

Dr. MARMOR: I am glad you raised that point
because I was thinking that the notion that
Canada s foreshadowing, and that it js ten
years down the line in these concerns, is belied
by our own experience with Medicare.

Much of our conversation here is as if Medi-
care hadn’t existed. I think you are quite right
that what is peculiar about our debate, right
now, is that we seem to be looking at questions
of expanding the access to medical care rather
than the way Canada was and is dealing with
problems with inequities and in equality of ac-
cess. But at the same time, the U.S. government,
which has experienced extraordinary program
cost inflation, is raising problems of cost control
before national health insurance. I think with-
out the conjunction of those two events, it
would be inexplicable. The Kennedy-Mills
compromise—the shift from a fairly straightfor-
ward zero, out-of-pocket national health insur-
ance plan to the effort to combine that rationale
and cost control on the supply side with some
cost control on the demand side—1I think was a
development inexplicable in the United States
four or five years ago. I don’t know what else
you want to make of it except that we seem to
be peculiar in being last not only in having
Canadian conflicts foreshadowed, but by having
our earlier step, Medicare and Medicaid, pre-
sent problems of expansion of demand.

MEMBER: [ think it is true that the nationali-
zation of financing has in every other instance
been directly or indirectly adopted as a means
for putting more resources in the system,

In this country we have an over-financed SYs-
tem apparently. If costs are too high, that
means there is too much money going in he-
cause you cannot incur costs without spending
money.

We have an over-financed system apparently
in advance.

One curious thing is that this utilization djs-
tribution in plain econemical levels isn’t neces-
sarily what you think it would be. The other
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thing that strikes me as curious is that the major
discontent with health care in this country
seems to be in the areas where the most money
is being spent on it.

There is not much organized discontent in
South Dakota and Arkansas and Wyoming.
There is a lot of organized discontent in Boston
and New York and Philadelphia and Chicago
and Los Angeles where enormous amounts of
money are being spent. It is interesting to ob-
serve in this country, which I think is another
reason for the Kennedy-Mills bills, that whereas
civil rights was an idea whose time had come in
1968, in this country national health insurance
in many ways is an idea whose time is past. It
would have made a lot of sense in 1932, but for
various other reasons it seems, at least in the
Canadian sense, it makes no sense at all.

MODERATOR ANDERSEN: I think that is re-
lated to the second point that I was concerned
about. It seems to me that the points made
about Canada suggest that a very important
determinant of increasing government involve-
ment in the financing and delivery of medical
care is based on consumer demand. However
we go about measuring that demand, and that
increasing price per unit of service and the
proportion of the GNP devoted to health was
something that was almost inevitable, given
these kinds of inputs of decisions that the popu-
lation is making.

I have some questions about these assump-
tions. Certainly in the United States—I am not
so sure in Canada—but we also discussed the
limited effect of utilization on health and the
relative trade off of other things such as hous-
ing, environmental conditions, nutrition and so
forth.

Indeed there have been a number of studies
in this country which have shown that in gen-
eral, the priorities of the population are such
that health care does not rank first, but ranks
maybe third or fourth behind employment,
housing and education.

Our own national studies concerning people’s
attitudes toward governmental health insur-
ance, extending governmental health insurance
beyond the poor and the elderly, are at best
ambivalent in this respect.

I don’t think that there is an overriding de-
mand in this country at this point for the instiga-
tion of national health insurance. Certainly
people want to avoid catastrophic financial ef-
fects of illness. But, I think in measuring



people’s choices, they do need to be made
aware of the kinds of trade offs they are mak-
ing. That is, if they spend more on health, they
are spending less on something else. With re-
spect to Robin’s suggestion, he said the ques-
tion was biased to ask people, “Would you like
more health insurance or governmental health
insurance if your taxes go up?” I would like to
ask if it is any more biased to ask, “Would you
like free governmental health insurance?”

We are talking about demand for health ser-
vices and the increase in the proportion of the
GNP devoted to health services.

It was said that Congressman Roy suggested
the price may go up to 15 percent. From what I
know of Roy, he will be fighting all the way if it
does. What I am wondering is, if we don’t have
kind of explicit resistance and concern and con-
sideration of trade offs, if this trend that we are
noticing isn’t likely to be much more rapid with
the leveling off point beyond what it would be if
we didn’t have conscious and continuous resis-
tance.

MR. DETWILLER: You made reference to the
gross national product. I would like to refer the
group to a little publication here from National
Health and Welfare, Canada which reports na-
tional health expenditures in Canada, 1960 to
1971, with comparative data for the United
States. 1 am sure that the national authority
would be pleased to sent this publication if you
wrote for it.

For instance, I do know this calculation on
gross national product or income is rather in-
teresting to just look at. I will read the Canadian
figures first and the United States figures sec-
ond, This is the percentage of the gross national
product,

In 1960, Canada, 5.3; United States, 5.3; In
1965, Canada 5.8 and the States 5.9; In 1969,
Canada 6.4 and the United States 6.9; In 1970
Canada 6.8 and the United States 7.3; In 1971
Canada 7.1 and the United States 7.6.

But if you look then at the table of percentage
average annual change, it is rather interesting.
Canada in 1960 to 1971 was 11.8% and the
United States was 11.1. In 1965 to 1969 Canada
was 12.6 and the United States was 12.1. In 1969
to 1971 Canada was 13.4% and the United States
was 11.5, and 1970 to 1971, the percentage
change in Canada was 14.3 and the States was
only 11.1.

That begins to show how our curve is going
up as our national medical plan gets into effect.
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This is why we have got to stop all these doctors
coming in. This has some very interesting
statistics In it.

DR. BROWN: Several of the speakers have re-
ferred to the option of going for a co-insurance
payment in any sort of plan which is adopted in
the United States. The Canadian plan is usually
described as one in which there is zero co-
insurance in the plan in the province as far as
the extent to the user. Yet initially, at least the
physicians, I think, in all the provinces were
given the option of charging an additional
amount over and above what they received from
the insurance plans to the patient.

This, of course, has relevance when you are
talking about the equity question which you
raised before.

I think there are some lessons to be learned
from the Canadian experience, but they haven’t
vel been really examined as extensively as they
can. In one of the provinces, Nova Scotia, the
amount of extra billings to patients is, in fact,
recorded. It is therefore possible to take a look
at the effect on utilization patterns of the extra
billing to examine the characteristics of physi-
cians perhaps in association with the incidence
of extra billings and the characteristics of the
patients.

In terms of frequency, 40 to 45 per cent of
fee-for-service physicians apparently bill at
least some time during the year. In terms of the
financial magnitude, amounts are billed to
about 4% of the total insurance payments which
means that for those physicians who do, in fact,
extra bill, it would mean that extra billing would
be about 10 percent of the insurance.

So there were some references earlier to the
political dangers of implementing co-insurance
in Canada as a means of rationing demand on
the system, and reference to the fact that it is a
politically risky business. In fact, there is ra-
tioning going on now through this extra billing
mechanism.

What we don’t know is just how effective it is
and where the impact of it is.

MR. DAECHSEL: [ think it is important to state
what I understand has always been the federal
position. That is, that it is universally available
service. What extra charges were allowed, and
I know there was a lot of soul searching when
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Saskatchewan tried its experiment, was that in
fact interfering with people getting service, If
it was, then I think our stand would have been
no, that we would not agree to it.

MR. DETWILLER: You would have disallowed
it in the sharing?

MR. DAECHSEL: We would have disallowed
it. It was very close, I can remember the period.
It was marginal whether it was.

The problem I see then from the point of view
of the consumer and from the point of view of
the person that is trying to lose it as a
mechanism, if, in fact, it isn’t working, which is
what we say, “If it works, you can use it.” It
doesn’t really seem to solve anything from the
point of view of the province.

[ would disagree with respect to the physician
that the extra billing is, in fact, a co-insurance.
I think that most of the provinces have agreed
to this arrangement only on the assumption that
there will be enough physicians available who
will provide the service for the pecple who do
not want to pay the extra.

In other words, that this is a voluntary ar-
rangement which they have agreed to, always
under the assumption that there would be
enough physicians (and there vsually are in
most provinces), that people, if they want to,
can get service from some one who will not bill
them extra.

MODERATOR ANDERSEN: So the judgment
that was made allowing physicians to bill did
not reduce the demand for services?

MR. DAECHSEL: No, that is a different ques-
tion. My argument would be that the provinces
who allowed some physicians to charge more on
the assumption that there wouldn’t be that
many that would charge more, and the 4% indi-
cates this, that the patient who wants to go to a
physician who doesn’t charge extra can, and
therefore, doesn’t have to pay it. So the co-
insurance, if you want to call it co-insurance,
which [ don’t think it is (it is voluntary on the
part of the person who seeks the services). Can
allow anyone to get the service without having
to pay the extra.

MR. DETWILLER: Also, I think, Mr. Chair-
man, that these charges, this additional billing,
was allowed from the beginning when the plans
were implemented. The problem was when you
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had a hospital system that was operating and
there was no billing to the patients, and then you
tried to impose it.

Then you must remember you always have an
opposition party who is prepared to stand up and
offer me something for nothing and get himself
back in office. This is what happens.

MEMBER: My question was on a different
point. Ron, when you made the decision
that it was okay to go ahead in Saskatchewan,
did you proceed on the assumption that it was
all right because it wouldn’t deter utilization?

It seems to me that we have emphasized that
issue exclusively. It seems to me that there are
two other reasons why you might want to have
co-payments. Ted, I agree with you that politi-
cally, it is very unlikely that any United States
Government would say, “Don’t have sup-
plementary insurance for co-payment.”” If
enough people buy supplementary insurance to
cover co-payment, then the deterrent issue is
really eliminated.

They don’t take it seriously.

DRr. MARMOR: It is redistributed in a different
way. Unless it is universal supplementation,
you reintroduce a different distribution of ac-
cess than you think you have introduced with
the original cost sharing.

MEMBER: No. I think you are really at my
second point which is this: under voluntary in-
surance, and if you are trying to cover compul-
sory insurance, let’s say, through employers,
there is some inducement to keep your pre-
mium down. One way you keep your insurance
premium down is by having co-payment. This
is, I believe, where Canada comes in right now.

Thirdly, this was the basis for the Nixon pro-
posal, but the third problem is something that
faces most of us liberals, and it is this: there is
this concern that if we raise more and more
money for health services through the public
revenues, we may not have this tax money when
we want to spend it on things that only the
public fist can pay for.

I think this is pretty much the Brookings In-
stitute position. So I would like to ask whether
we really shouldn’t consider all these three con-
siderations: one, co-payment of the deterrents
to use, and what are the implications when you
allow supplementary insurance to pay for the
co-payment and enough people take advantage
of it?; two, what about this notion of keeping



premiums down especially when you move to-
wards compulsory insurance? I used to think
that under voluntary insurance there was a good
reason for having co-payment, but now under
compulsory, we seem to be doing it for another
set of reasons; then finally, what about this
third consideration? What are the things that
some of us would like society to do that could be
financed only from tax money we would like to
make sure that we still have, when we get to do
these things. Is that a good enough reason for
co-payment?

MEMBER: | was struck by the observation of
one of the speakers, that hospital emergency
rooms in Canada are becoming ambulatory care
centers. Of course, we are familiar with that in
this country. The explanation in this country is
that people have trouble finding a physician. If
there is a surplus of physicians in Canada and if
people are not paying for them, it is hard to
understand what the explantion is for
emergency rooms becoming ambulatory care
centers.

MR. DAECHSEL: I think the emergency cen-
ters, even before we had hospital insurance,
and more so now, as relationships have
changed, are the place of choice for some indi-
viduals for primary care.

This is what is happening: Many persons
even in a small city like Ottawa who do not have
a physician or a ready physician to call would
just as soon go the emergency room. That is
where they want to go. The hospitals in Canada
had not been responsive in some ways to recog-
nize this. Some have; but some haven’t.
Theoretically we said years ago this is what
emergency departments were for, and we still
don’t think they should be used for that.

MEMBER: As maybe the only physician who
works in emergency rooms, I can maybe add to
that.

At least half the people who come to the
emergency rooms have already seen a physi-
cian. They really are coming to the institution
that they trust. [ think this has been a growing
factor for people using emergency rooms. They
can trust the institutions more than they trust
individual physicians that they don’t know or
have a relationship in the way they had before.

I want to ask Mr. Detwiller about co-
insurance in British Columbia because as [ re-
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member, hospitalization had co-insurance when
it first started, and this was abandoned.

Is there anything in that decision that would
contribute to this discussion? '

MR. DETWILLER: Co-insurance was intro-
duced in 1951 as a revenue measure and as a
deterrent. [t was, as I remember, $3.50 per day
for certain hospitals and graded down to $2 per
day. That was a long time ago, and it began to
do the job it was intended to do.

The waiting lists at the hospitals came right
down very rapidly. The revenue was obtained.
The fiscal catastrophe of those early years
seemed to be being averted.

We then had an election in 1952, The hospital
insurance service was the election. The party
that was elected promised the citizenry a volun-
tary hospital system. Nobody really knew what
that meant. They made a great point because
the impact politically, of the co-insurance, was
still subject to controversy; but, if they were
elected, they would take it off.

They then reduced it to a dollar a day for
everybody. It has been there ever since and still
is. It doesn’t really do anything in a deterrent.
People pay it. There is no grumbling, but, as
Werner said, that expenditure is disallowed as a
sharing item. So every once in a while people
say, “Why don’t we dump the dollar a day, and
we would get half of this paid back 1o us? If it
cost us one million dollars to dump it, we would
get $500,000 from the Federal Government.”

That still persists. 1 think the significant
thing is that politicians now are really seriously,
for the first time, beginning to talk about a room
and board charge. That is only a deterrent
under another name, but it may be a more polit-
ically acceptable thing. So, we are watching
that with great interest.

MEMBER: One of the concerns that are ex-
pressed about the catastrophic approach to na-
tional health insurance and growing out of some
of the statistics for Medicare, is that much of
the resources, particularly in hospital service,
will be devoted to short-term life extension ac-
tivities,

I wonder whether or not under the Canadian
experience that Kind of concern has been
realized and whether or not that is, in fact,
likely to occur when you have an open-ended
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system at the top without any limitation on
financing.

MR. DETWILLER: We have all these things
hitting us. We solve them in a different way
sometimes in the front line of the newspaper. I
am not sure what you mean by short-term life
extension.

MEMBER: Heroic measures to extend a man’s
life six days.

MR. DETWILLER: 1 am going to describe a
case. The husband is examined, he needs open
heart surgery, he is now 150 on the list.

The wife says, “I am not prepared to wait
because the doctor says he may die before he
gets into the system.”

She hits the press and the TV. It becomes a
debate in the Legislature.

We, in British Columbia, fly McKinnon and
his wife to Montreal, repair the heart, bring him
back. It all subsides.

What happened to the other 149? Some of
them didn’t make it. These things happen. I
have got the whole thing in these clippings here.
We have exactly the same things as you have.

DR, MARMOR: But I take it that you also have
committees that anonymously decide which is a
different allocation system than the one you just
suggested,

MRr. DETWILLER: They did.

DR. MARMOR: The point is how do you deal
with the dilemma between a clear inancial limit
that excludes people ‘that have reasonable
claims and the problem of spending so many of
your resources in that way?
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Mg. DETWILLER: Your financial limit is de-
termined by the Legislature, and then you cut
the pie up.

Dr. MARMOR: It is glohal.

MR. DETWILLER: Sure.

MEMBER: But it is really “a closed end system.
MR. DETWILLER: It is, very closed.

MEMBER: Then the question is: Do you have
triage mechanisms at the hospital to make those
trade-off decisions?

MR. DETWILLER: It is no different than your
own. We have got the admitting people, the
doctors, the physicians. That is where the sort-
ing out process takes place until you get a case
like McKinnon where somebody sticks their
finger in and says, “Hey, take that guy.” That is
a political entry, not a medical decision enlry.
McKinnon couldn’t get into the system through
the usual kind of health care entry, so the wife
went political and got him in.

This is the exception, make no mistakes
about it, but these are the things that can and
do happen and the kind of problems that you
have got to watch for.

CHAIRMAN ANDERSON: I think the closing
quote from Mr. Detwiller may be that the
financial limit is set by the Legislature, and let’s
close at that point. I thank the panel and the

speakers, and [ thank the audience for its par-
ticipation.,
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