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1.0 INTRODUCTION

Home care has recently become a significant
policy issue in Canada and in many other
developed countries. This paper focuses on the
factors that have fuelled and are fuelling the
recent and rapid shift from the provision of
care in hospitals and institutions to home care.
The goal is to analyze which members of soci-
ety will bear the costs of this shift and to ex-
plain why the distribution of these costs has
largely been ignored. Unpacking the larger
forces causing the shift to home care will help
Canadian citizens, particularly Canadian
women, better understand why this shift is
occurring and its likely impact on their lives.
Having this information should also help
women to critically analyze arguments for and
against different home care policies and iden-
tify and to advocate against those policies that
will have a detrimental effect on vulnerable
women.

There are six sections to this paper. The first
section provides a description of the
deinstitutionalization process both in Nova
Scotia and in Canada. The second section
describes the growth in publicly-funded home
care. The third section tackles the issue of
what is encompassed by the phrase “home
care.” The fourth section outlines the forces
contributing to the process of
deinstitutionalization and the shift to home
care. In particular, this section focuses on how
an economic analysis of health care markets
and a “determinants of health” approach has
fuelled the shift from caring in institutions to
caring in the home. The fifth section of this
paper discusses the distributional implications
of the shift to home care, which members of
society will bear increased costs as a result, and
why the distribution of these costs has been
largely ignored. Finally this paper concludes
with some thoughts on advocacy for a home
care program that is both equitable and effi-
cient and pitfalls to avoid.

2.0 DESCRIPTION OF

DEINSTITUTIONALIZATION

2.1 NOVA SCOTIA

In recent years, health care reform in Nova
Scotia has primarily focused on reducing the
numbers of hospitals and hospital beds and on
reducing hospital budgets.

With regard to the number of hospitals, two
rural hospitals were closed, two facilities were
converted into community health centres, and
one facility was converted into a veterans’
hospital. The Department of Health initiated
two major hospital mergers, one involving the
merger of four hospitals into the Queen Eliza-
beth II Health care service Centre and the
other involving the merger of two women’s
hospitals. With regard to the number of hospi-
tal beds, by 1994/5, the number of short-term
hospital beds had been reduced by almost 35%
from the 1986 levels from 5.9 beds per 1000 to
3.5 beds per 1000.1

With regard to hospital budgets, between 1992
and 1996, hospital budgets were reduced
12.24%.2 In addition, as Diagram 1 demon-
strates, the proportion of total expenditures
devoted to hospitals has fallen significantly. For
example in 1986, 47.12% of total health care
spending in Nova Scotia was devoted to hospi-
tals compared to 39.1% in 1996.3

As one would expect, these reductions in
hospitals, hospital beds and hospital budgets
have impacted on the supply of hospital serv-
ices. Between 1991/92 and 1993/94 there was a
17% drop in hospital admissions.4 The average
length of stay in a short-term hospital unit
declined by 2.87% between 1991-2 and 1993-
4, from 9.05 bed days to 8.79 bed days.5

2.2 CANADA

Deinstitutionalization is not a phenomenon
peculiar to Nova Scotia. The shift from caring
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in institutions to caring in the home is occur-
ring throughout Canada and, indeed, in most
other developed countries.

At a national level,
between 1986/87
and 1994/95 the
number of public
hospitals declined
by 14% and the
number of hospital
beds declined by
11%.6 The number
of staffed beds per
1000 population,
both short and
long-term, fell from
6.6 to 4.1.7

As Diagram 2
demonstrates the
proportion by
which actual
expenditures on
hospital care (in
current dollars) has

increased each year
has steadily declined
and through 1994-
1996 there were
unprecedented
reductions in the
actual number of
dollars spent on
hospital care.

Statistics Canada
reports that the rate
at which Canadians
were hospitalized
reached an all-time
low in 1995/96 with
the discharge rate
(the number of
hospital discharges or
deaths) being 11,165
per 100,000 popula-

tion, well below the peak of 16,802 in 1973.8 It
also reported that the average patient spent
10.7 days in hospital, about a day less than a
decade earlier.

Diagram 1: Hospital Expenditures as a Percentage of
Total Health Expenditures in Nova Scotia
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Source: Graph constructed from data obtained from the Canadian Institute for Health
Information. Online. <http://www.cihi.ca/facts/novahe.htm> (Accessed 1 March 1999)

Diagram 2: Annual Percentage Change in 
Hospital Expenditures (Canada)
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The process of deinstitutionalization is still on
going in some provinces. The Health Care
Services Restructuring Commission’s Metropoli-
tan Toronto Health Care Services Restructuring
Report (March 1997) recommended the out-
right closure of nine hospital sites in Metropoli-
tan Toronto, which will result in a reduction of
acute care beds from 6,173 (as at 31 March
1996) to 4,414 (almost a 29% reduction).

There has been some resistance mounted on
the part of hospitals forced to close or merge
with others. In a series of cases in Ontario,
hospitals such as Women’s College Hospital,
challenged the Health Care Services Restruc-
turing Commission’s orders. To date, all these
actions have been without success. In one case9

the court noted:

[t]he court’s role is very limited in these
cases. The court has no power to inquire
in the rights and wrongs of hospital re-
structuring laws or policies, the wisdom or
folly of decisions to close particular hospi-
tals, or decisions to direct particular hospi-
tal governance structures...The only role
of the court is to decide whether the
Commission acted according to law in
arriving at its decision.

While litigation has not been successful, politi-
cal lobbying did force the Commission rethink
its decision to close the francophone Montfort
hospital.10 In general, however, there has been
disproportionately little resistance to the
deinstitutionalziation juggernaut and this lack
of real resistance is itself an interesting phe-
nomenon. Given widespread public concern
and media coverage of hospital closures and
growing waiting lists, this lack of resistance
speaks to the strength of the forces that have
converged to cause the shift from hospital to
home care.

3.0 PUBLIC SPENDING ON HOME CARE

In conjunction with the deinstitutionalization
process has been an increasing emphasis on
home care. In Nova Scotia, the percentage of
government health expenditures devoted to
home care increased from 0.49% in 1980-1 to
1.63% in 1990-91 to an estimated 5.1% in
1997/98.11 Across Canada, on average, the
percentage of public expenditures devoted to
home care increased from 2.3% in 1990/91 to
4.0% in 1997/98.12

Although government spending on home care
has, on average, nearly doubled in recent years
as a percentage of total spending, the invest-
ments made in home care still pale in compari-
son to spending on hospitals. In 1996, 34.4% of
total health care spending was on hospital care
although this was predicted to fall to 33.7% in
1997 and to 33.4% in 1998.13 More impor-
tantly, increased government spending on
home care does not reflect the magnitude of
the cuts made to hospital spending. Between
1993 and 1996, total spending on hospital care
fell $1,205 million.14 (I use the figures for total
spending as there is very little private spending
on hospitals in Canada because of prohibitions
contained in the Canada Health Act.) By com-
parison between 1992/93 and 1995/96, public
spending on home care only increased $452.8
million.15

Every province now has put in place a home
care program. However, there are significant
differences across the provinces in terms of the
percentage of total public health expenditures
devoted to home care. In 1997/98, spending on
home care as a percentage of total public
health spending ranged from lows of 1.75%
(Yukon), 2.29% (PEI), 2.39% (Quebec), and
2.77% (Alberta) to highs of 5.3% (Ontario)
and 5.8% (New Brunswick).16 Similarly, the
range and volume of services that are publicly-
funded varies from province to province as
does eligibility, for example on the basis of
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means testing, and the extent to which user
charges are imposed. As discussed further
below, variability in home care programs across
the country may in part be explained by the
absence of a national home care program.
Recognizing this, in 1997 the National Forum
on Health recommended a national home care
program.17 Subsequently, the federal govern-
ment promised in its Red Book to put in place
a national home care program and a
Pharmacare program. Towards this end in
1998, the federal government hosted a national
conference in Halifax with a view to formulat-
ing a national home care policy. Progress
towards a national home care program has
stalled, however, as the provinces been very
resistant to another cost-sharing national
program. This is understandable given that
their experience with Medicare is that the
federal government has continually reduced its
financial contributions, whilst still expecting
the provinces to maintain national standards.

4.0 DESCRIPTION OF HOME CARE

Despite the rising importance of home care as a
public policy issue there are remarkably few
instances where “home care” is defined. For
example, the National Forum did not define
home care despite calling for a national home
care program. A 1990 Health Canada publica-
tion, Report on Home Care defines home care
as:

an array of services enabling Canadians,
incapacitated in whole or in part, to live at
home, often with the effect of preventing,
delaying, or substituting for long-term care
or acute care alternatives.18

What is lacking in this definition are details of
the “array of services” to be provided.

The Report on Home Care suggests that home
care can be defined narrowly as a post-hospital
care service aimed at people with specific

health problems or broadly as a province wide
program making no conceptual or administra-
tive distinction among needs for medications,
homemaking, or income support.19 “Home
care” narrowly defined, includes services that
have historically been provided in hospitals.
For a number of reasons these same medical
needs are now being serviced outside of a
hospital and in the home. Hospital services are
protected by the Canada Health Act20 and are
allocated free at the point of delivery to the
poor and to millionaires alike. In other words,
allocation occurs on the basis of medical need
as opposed to ability to pay. The concern is
that many services that, pursuant to the
Canada Health Act, must be fully paid for by
provincial governments if delivered in a hospi-
tal setting do have to be fully funded if pro-
vided in a home. Thus, with the shift from
caring in hospitals to caring in homes, there is
the prospect of services being allocated on the
basis of ability to pay rather than need. There
is also the risk that as provincial governments
do not have to bear the full cost of the shift
from hospital care to home care there will be a
disproportionate emphasis on such a shift as a
cost-saving device.

The problem of private financing of home care
services stems from the fact that pursuant to
the constitutional division of powers it has
been interpreted that the provinces have the
sole power to directly regulate health insurance
and medical services.21 As a consequence, the
federal government is limited to using its
spending power to encourage provinces to
meet minimum standards in their provincial
health care plans.22 Thus the Canada Health
Act is a mechanism by which the federal gov-
ernment attempts to achieve national stand-
ards by offering cash payments to those prov-
inces that comply with the criteria set. It is
important to realize that the Canada Health
Act’s five criteria of universality, portability,
accessibility, non-profit administration and
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comprehensiveness and the specific prohibition
against user charges and extra billing only
apply to hospital and physician services as
defined in the Act. Thus there is nothing in the
Canada Health Act discouraging provinces from
allowing means testing or user charges to
patients for drugs, medical equipment, nursing
services, home-making services, food services,
etc. that are needed in the home. This is so
even if these services are needed for the treat-
ment of needs that would otherwise have to be
treated in a hospital.

“Home care”, broadly defined, includes services
that substitute for services provided by long-
term care institutions for the elderly, disabled
or chronically ill. Also included in a broader
definition of home care would be preventative
services that would forestall or delay admission
into either a hospital or a long-term care
institution. Services that fall within this
broader definition of home care have not
traditionally been fully publicly-funded. For
example, long-term care services have not been
treated as a core component of Medicare and
have not been fully publicly-funded. In Nova
Scotia, an applicant for admission to a nursing
home is means tested (considering income
from all sources except his/her principal resi-
dence) to assess how much they can contribute
to the costs of care.23 Different provinces have
different assessment criteria with some prov-
inces, like Nova Scotia, setting fees according
to income whereas in other provinces everyone
pays a standard rate.24

The key difference between the narrow and
broad definitions of home care is the time
frame over which the services are required. In
the narrow definition, home care services are
generally required for a limited period as an
individual is restored to full capacity. In the
broader definition, services are generally re-
quired over a much longer period as a person
moves along a continuum from functional
independence to total dependence. The array

of services included in both the narrow and
broad definition of home care are broad. The
services needed may include physician, regis-
tered nursing, nurse-aid, physiotherapy, occu-
pational therapy, social work, food preparation,
general housekeeping, and transportation
services. Goods needed may include drugs,
medical equipment such as wheelchairs, lifts,
etc., and medical supplies such as bandages,
drips, etc. Complementary services required are
assessment and case management services.

The broad array of services that may be in-
cluded in home care results in home care
overlapping the traditional Medicare system
and social service systems. Home care is unique
in the health care system as the services re-
quired may include not only traditional medi-
cal services but also what may be thought of as
community or social services such as social
work and home making. However, the princi-
ples underlying Medicare are that services are
allocated on the basis of medical need as
opposed to ability to pay. Thus a millionaire
and a homeless person are equally entitled to
hospital and physician services without pay-
ment. By contrast, Canada’s social support
system generally only provides assistance on a
means tested basis to those on low incomes.
Thus, there is no universal entitlement to
housing or to nutrition as there is to Medicare.

The fact that home care occurs at the intersec-
tion of the Medicare and social service systems,
which are premised on different principles of
access and entitlement, makes the question of
how to design a home care system very com-
plex. The integrity of Medicare is sought to be
achieved by essentially prohibiting private
financing of hospital and physician services.
The theory runs that by forcing nearly every
Canadian into the publicly-funded system the
quality of Medicare will be assured for rich and
poor alike. As Weale notes “[t]he principle that
services for poor people are poor services is
about as well attested an observation as we are



UNPACKING THE SHIFT TO HOME CARE

10

likely to find in social affairs.”25 However, with
home care services, are we similarly persuaded
that citizens should be prohibited from pri-
vately buying or have private insurance cover-
ing additional housekeeping, homemaking, and
nursing service beyond that which is publicly-
funded? Should there be prohibitions on user
charges and extra-billing for home care services
as there are for hospital and physician services?
We may have different answers to these ques-
tions depending on whether home care services
are needed in response to acute care needs as
opposed to long-term care needs.

In order to preserve the integrity of Medicare it
seems at a minimum that there should be
publicly-funded home care covering services,
which, if they were not provided in the home,
would otherwise require the patient to be
admitted into hospital. This is necessary so that
there is no resistance to the most cost-effective
good or service being supplied in response to a
particular health need. In other words, it is a
misconceived system that forces or encourages
patients to stay in hospital because they cannot
afford the drugs or care they need at home. If it
is expected or assumed that family or commu-
nity members will supply services, that are
substitutes for hospital services, then this raises
questions of the quality of care delivered.
Above and beyond safety and quality concerns,
there must also be a public debate about the
fairness of expecting family and community
members to provide this kind of care. It is one
thing to facilitate and encourage those family
members who want to provide home care
services. It is another thing again to demand
and expect a patient’s family or community to
provide care and only to supply publicly-funded
care when the family or community are incapa-
ble of so doing or are stretched to breaking
point. With regard to home care services that
are not substitutes for hospital services we
must, as a community, determine whether
these services are of such significance and

importance that justice demands that they too
be publicly-funded for everyone. In other
words, should long-term care services be allo-
cated on the basis of need as opposed to ability
to pay? Or should responsibility for long-term
care be something that is largely left to per-
sonal responsibility with government assistance
for the poor? Given that, barring premature
death, old age and a decline in functional
independence is predictable, it does not seem
unjust to require individuals to take some
degree of personal responsibility and save for
the possibility of needing long-term care associ-
ated with aging. However, as long-term care
can be very expensive there is a need for a
safety net for those on low incomes.

In every province, home care is unique and
distinct from other health care services as
publicly-funded home care services are viewed
as a top-up to whatever can be provided in the
community or by family members. For example,
the mission of Home Care Nova Scotia is to
“deliver an array of services to assist Nova
Scotians of all ages, who have assessed unmet
needs, in order that they can achieve and
maintain their maximum independence while
living in the their own homes and communi-
ties.” Unmet needs are defined as “needs which
are not being met by existing formal services,
or informal family or community supports.”26

Similarly, one of the objectives of the Saskatch-
ewan home care program is to provide “sup-
portive, palliative, and acute care that family,
friends and neighbors cannot provide.”27 Thus,
provincial home care programs are generally
premised on the assumption that publicly-
funded services will only be provided when
family and community are unable to provide
the necessary care “for free”.

In contrast to the Medicare system where
entitlement depends solely upon an assessment
of medical need, provincial home care pro-
grams like Home Care Nova Scotia takes into
consideration a person’s entire circumstances
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by exploring physical, psychological, functional,
and social support needs. Thus the assessment
process for home care services is presently
much more complicated than for Medicare
services and has three components:

1. determination of the nature and degree
of disability or medical need;

2. determination of the kinds of services
needed to meet these needs; and

3. determination of whether family mem-
bers or others in the community are
willing and able to provide the services
needed.

The last element of the assessment process,
determination of whether family members or
others in the community are willing and able to
provide the services needed, is fraught with the
potential for stereotyping and bias. Stereotypi-
cal assumptions may be made about the ability
of elderly men and elderly women to respec-
tively care for themselves, about the ability of
working daughters as opposed to working sons
to care for elderly relatives, about the capacity
of mothers to care for physically and/or men-
tally disabled children, and of the capacity and
obligations of women with existing caring
responsibilities, e.g., for children, to take on
additional caring responsibilities, e.g., for
elderly family members.

5.0 THE FACTORS FUELLING

DEINSTITUTIONALIZATION

There are at least five identifiable factors that
underlie the deinstitutionalization process and
the shift to home care. These factors, discussed
further below, are developments in technology,
changing demographics, an economic analysis
of health insurance and health care service
markets, governments’ desire to reduce public
spending and concomitantly deficits, and a
shift to what is known as the “determinants of
health” approach. In temporal terms, it is not

apparent which if any factor arose first nor is it
possible to say that each factor is wholly inde-
pendent of the other four factors. What is
clear, however, is that these factors have con-
verged to create a very strong force to shift
care away from hospitals and other institutions
and into the home.

5.1 TECHNOLOGY

Technology has played an important role in the
deinstitutionalization process. Advances in
surgical techniques combined with new and
improved drugs has enabled patients to recover
faster than ever from surgical procedures and
be in less need of intensive medical care in the
recovery process. Examples include the use of
computers to aid in surgery,28 laparoscopy,29

endoscopic surgery,30 and the use of new drugs
and devices. Advances in technology has
enabled patients to receive treatments in the
home that previously required hospitalization,
for example, insulin pens, portable infusion
pumps,31 portable and stationary oxygen sys-
tems, and mechanical ventilators.32 Advances
in telecommunications technology have ena-
bled the supply of various medical services at a
distance 33 thus, indirectly, enabling further
centralization of service providers into large
hospitals in urban centres.

Advances in technology, however, also contrib-
ute to increased pressure on hospital budgets as
new interventions, sometimes of questionable
marginal benefit, are developed and introduced
into the system. Often it seems that technology
results in cost-increases rather than decreases.
This is because technology is developed with a
view to improving quality of care or meeting
new or previously unsatisfied health needs and
not with a view to achieving the same outcome
more cost-effectively.
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5.2 CHANGING DEMOGRAPHICS

The aging of the population is a factor bringing
pressure to bear upon the health care system
and the shift to home care. This pressure is
likely to continue for the next 40 years at least
as the baby-boomers age. In 1996, 12.1% of the
population was aged over 65 whereas it is
estimated by 2016 that 15.9% of the popula-
tion will be over 65.34 By 2041, 22.6% of the
population will be over 65.35 Within the over
65 age group, the sharpest increase will be seen
in the over 85 age group with an increase from
1.0% in 1995 to a projected 4.0% of the popu-
lation in 2041.36

As the population greys, there will be an in-
creasing proportion of people in transition from
functional independence to functional depend-
ence and in need of both medical services and
social services. This demographic trend will
result in increasing pressure for more home
care. However, it is very important to acknowl-
edge that the magnitude of this pressure does
not necessarily reflect a demand for home care
instead of care in hospitals or other institu-
tions. The received wisdom is that the elderly
and others prefer to receive medical services
and care in the home rather than in institu-
tions.37 Prima facie this seems a reasonable
assumption but closer examination reveals its
limitations. A preference for care in the home
as opposed to in a hospital or other institution
itself rests on the assumption that the quality of
care will not be unacceptably diminished.
Clearly the substitution of trained skilled
health care professionals by untrained home
care workers or family members must at least
raise the question of the quality of resultant
care. The prospects and costs of monitoring the
quality of care delivered is diminished where
care is shifted from a large institution into
patients’ homes. Home care patients may feel
unable to voice complaints over the quality of
care delivered by family members. Issues also
arise as to liability for injury as a result of a

family caregiver’s negligence. Moreover, for
some Canadians, the reality is that home may
not be a warm, inviting, peaceful haven. Home
may in fact be characterized by stress, over-
crowding, a lack of proper heating, lack of
adequate food, poverty,38 loneliness,39 or even
abuse.40

Presently there is very little evidence with
regard to the quality of care received in institu-
tions as opposed to the quality of care received
in a home whether formal services or supplied
by family members. What work has been done
has focused on recovery times and the need for
readmission as key outcome measures.41 How-
ever, it is notoriously difficult to measure the
effectiveness of health care. Simply focusing on
outcome measurements such as readmission
rates, mortality, morbidity, etc. misses signifi-
cant aspects of quality that most people would
consider important, e.g., minimization of pain
and discomfort, caring kinds of health care
services, respect for ones wishes, and personal
dignity.

5.3 HEALTH ECONOMICS

A critically important factor that has fuelled
the deinstitutionalization process and the shift
to home care has been the impact of health
economics. An economic analysis has a vital
role to play in designing a health care system.
A society needs to allocate resources to all its
different health care needs commensurate with
the value its members place on satisfying those
various needs. A society also need to ensure
that each health need is satisfied with the least
expenditure of resources possible to allow
resources for the satisfaction of other health
needs or other general needs/wants. However,
there are problems with relying too heavily
upon an economic analysis for, as I discuss
below, it is often insensitive to the distribution
of costs and benefits. Moreover, an economic
analysis has little to contribute in terms of the
value a society places on satisfying various
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health care needs and, indirectly, various
health care services.

An economic analysis reveals two major prob-
lems with health insurance and health care
service systems: moral hazard and information
asymmetry.

There are two forms of moral hazard. First, a
person with full insurance may take fewer
preventative steps than they otherwise would
take to lessen her own risk of requiring
healthcare services in the future, e.g., engaging
in known high-risk activities like smoking,
eating fatty foods, mountain climbing or driv-
ing without a seat-belt (ex ante moral hazard).
Secondly, moral hazard is said to arise when a
patient demands more (or more expensive)
health care services (ex post moral hazard). In
Canada, as the government pays for hospital
and physician services, patients do not pay
directly for services at the point of consump-
tion and thus are insensitive to the cost of care
services demanded. This leads to a climate of
rising expectations with people believing that
all their health care needs should be met with
the highest quality services available, regardless
of cost. Thus, a patient may have no compunc-
tion in demanding a drug that is ten times the
cost of an alternative yet which only results in
small health gains. What is often not recog-
nized is that moral hazard is more or less of a
problem depending on the type of health care
service in question. For example, I am very
unlikely to demand more hip operations than I
really need (although I may be insensitive to
the fact that one surgeon has much lower costs
than another) but may demand more massage
therapy or, more relevantly in the context of
home care, more housekeeping services.

The second problem economists recognize is
that physicians and other health care profes-
sionals have significantly more knowledge than
patients do. This is sometimes referred to as
the “information asymmetry problem.” Patients

rely on physicians not only to identify their
health needs but also to advise them what
services and goods they need to respond to
those needs. In other words, physicians not
only tell patients what is wrong with them but
also what they need to fix the problem. Cana-
dian health economists, whilst acknowledging
the existence of moral hazard, also recognize
that patients will not be able to demand health
care services in the absence of physicians, who
are the gatekeepers to the system. Economists
generally view the fact that physicians are
insensitive to the cost of the varying services
and treatments they supply or recommend as
the key cause of cost escalation in health care
systems.42 Economists make the point that
physicians have no incentive to be sensitive to
the costs of the various services and treatments
they recommend. In fact, they contend, many
ineffective treatments are prescribed.

Economists’ estimates of the cost of physician-
generated inappropriate use of health care
services vary but are sometimes as large as 30-
40% of all health care services.43 Alan
Maynard, a well-known British health econo-
mist, who often is invited to speak at Canadian
health economics and policy conferences
states:

It seems that as faith in religion has de-
clined in some countries, faith in medicine
has increased. Pharmacological innovation
and improved diagnostic capacity has
augmented the mystique of the medical
profession. Due to third party payers,
moral hazard and the reluctance of policy
makers to design appropriate incentive
structures to manipulate the behaviour of
practitioners in efficiency and cost con-
taining ways, physicians have been able to
enhance demand for their
services…Government and insurers have
been uncritical of the basis of this in-
creased demand for health care. The
rhetoric of “everything must be done for
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all patients” and “if it ‘works’, the inter-
vention must be used” has been accepted
uncritically in part because of the brilliant
advocacy of provider agents and in part
because of the ignorance of policy makers
and society.44

In essence, economists assume that there is a
significant amount of waste within the system
as physicians do not choose treatments that are
most cost-effective. They also emphasize that
the increased expenditures in the health care
system has done little in the way of producing
additional “health.” Moreover, they argue,
physicians resist having resources diverted
away from the health care system to other
areas, such as education, income support, tax
reduction, etc., as all money spent on the
health care system, in one way or another
becomes incomes for physicians and other
healthcare providers. Two well-known Cana-
dian health-economists, Robert Evans and
Greg Stoddart note:

... the growing field of health care services
research has accumulated extensive evi-
dence inconsistent with the assumption
that the provision of health care is con-
nected in any systematic or scientifically
grounded way with patient “needs” or
demonstrable outcomes ... Accordingly,
the greatly increased flow of resources into
health care is perceived as not having a
commensurate, or in some cases any,
impact on health status. Nor is there any
demonstrable connection between inter-
national variations in health status and
variations in health spending.45

Economists have documented physicians’
ability to influence demand for their own
health care services both in Canada and in
other countries.46 A striking example from the
U.S. is a 1990 study of six imaging procedures.
This study found that physicians who self-

referred (i.e., performed the procedure in their
own offices) not only charged more per proce-
dure but ordered more than four times as many
as physicians who referred patients to an
independent radiologist.47 Adding cost and
extra utilization, total expenditures on imaging
ranged from 4.4 to 7.5 times higher for physi-
cians that had a proprietary interest in the
imaging services. Within Canada, variations
between and within provinces with respect to
the utilization of health care services that do
not appear justified on the basis of differing
health needs provide evidence for economists’
arguments.48 So, for example, there are signifi-
cant variations in the number of hysterecto-
mies performed with no underlying objective
clinical reason why there should be such wide
variations.49

Thus health economists conclude the more
doctors and health care professionals in a
system than the greater the total cost irrespec-
tive of real health needs. Similarly, the more
hospital beds, nursing staff, and technology, the
greater total costs will be irrespective of real
need as beds, staff and technology are simply
resources used by physicians to supply more
profitable services. Economists advocate reduc-
tions in health expenditures by cutting the
number of hospital beds and cutting patients’
length of stay in hospital, claiming that such
reductions will not adversely impact on Cana-
dians’ “health.”50

I have three criticisms to make of the assump-
tion that cuts can be made to the health care
budgets without adversely affecting Canadians’
health. First, focusing on health outcomes
alone misses many aspects of the quality of care
that people are concerned about. The difficulty
is that health outcomes are presently only able
to be measured by very crude indicators of life
expectancy, infant mortality. But the maxim
“all that can be measured does not necessarily
matter and all that matters cannot necessarily
be measured” applies here. Relying on these
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outcome measures alone fails to address what
many consider important aspects of quality of
care, e.g., how long a patient is left in distress
or in pain without assistance, how quickly a
diagnosis and treatment is given so as to
relieve anxiety etc., and whether a patient is
treated with dignity and respect and her/his
wishes respected. Reliance on outcome
measures means that the provision of “car-
ing” services such as nursing, for which the
quality and impact thereof are often difficult
to measure, are seriously discounted by
economists.51 As a striking example of the
economic perspective in this regard, Evans
and Stoddart note:

Providers of care, particularly nurses,
often emphasize their caring functions.
The point here is not at all that caring is
without importance or value, but rather
that it is by no means the exclusive
preserve of providers of health care.
Furthermore, the “social contract” by
which members of a particular commu-
nity undertake collective (financial)
responsibility for each other’s health
narrowly defined does not necessarily
extend to responsibility for their happi-
ness. “Caring” independently of any
contemplated “curing” or at least pre-
vention of deterioration, represents an
extension of the “product line” – and
sale revenue – of the health care system.
If collective buyers of these services,
public or private, have never in fact
agreed to this extension, its ethical basis
is rather shaky.52

The second critique of the argument that
health care resources can be cut without
adversely affecting health is that this argu-
ment assumes that physicians, when faced
with limited resources, will allocate resources
optimally. However, physicians often lack
good information about the cost-effective-

ness and even effectiveness of many interven-
tions. The Canadian system also does not
provide them with a framework for decision-
making to choose between and prioritize differ-
ent health care needs as there is a reluctance
to publicly acknowledge that rationing occurs.
Physicians may find it easier, rather than
changing the way they practice medicine, to
simply transfer costs to others through longer
waiting times and lists.

The third and final critique I have of the
argument that health care resources can be cut
without adversely affecting health is the as-
sumption that the system must be oriented
towards maximization of “health” as a measur-
able outcome. This perspective betrays the
utilitarian philosophy that underlies econom-
ics. Although the total health of the population
is undoubtedly important, the primary reason
justifying government intervention in health
care markets is an egalitarian one, e.g., that
everyone, as a matter of justice, is entitled to
fair share of health.53 There is a sharp distinc-
tion between a system that is designed to
maximize total health in the aggregate (which
is insensitive to the distribution of health
benefits) and a system that aspires to ensure a
fair share of health for each individual. Equity
in the context of health is, however, generally
characterized as achieving a fair distribution of
health care services rather than achieving a fair
distribution of health, as the latter goal is
viewed as too problematic.54 One can see the
limitations of a focus solely upon aggregate
health when considering the position of the
dying, the disabled, and the chronically ill. For
these vulnerable populations, the provision of
additional health care services may do little if
anything to add to the population’s “health.”

5.4 THE DETERMINANTS OF HEALTH

The focus on “health” outcomes rather than
health care services supplied by physicians and
the shift from institutional care to home and
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community care, has also been supported by
groups keen to see a shift away from the purely
“medical model” to a more integrated, holistic,
approach. It has also converged with the rise in
what is known as the “determinants of health
literature”.55 Essentially, this literature argues
that there are many other factors that contrib-
ute to health beside the consumption of medi-
cal services, for example, nutrition, employ-
ment, socio-economic status, marital status,
position at hierarchy in job, etc. Arguably, then
we may be better to transfer some of the re-
sources from expenditures on expensive hospi-
tal services to these other areas if our goal is
the maximization of health.

The difficulty with the determinants of health
approach is that just as there is a paucity of
evidence demonstrating the ultimate impact on
health of curative health care services so too is
there a paucity of evidence about the impact of
preventative measures. If the standard for
public funding is conclusive evidence of an
impact on health outcomes, then this justifies
both significant cuts to spending on the health
care system without savings being transferred
to other areas of social spending. Yet the diffi-
culties inherent in measuring the quality of
health care are well documented.56 The lack of
evidence does not mean that health care
services do not have an impact on health but
that it is difficult to establish the magnitude of
this effect conclusively. This suggests the need
for further investment in monitoring and
measuring the impact on health of various
health care services rather than retrenchment
of health care spending in general.

5.5 PUBLIC SPENDING RETRENCHMENT

The thinking on the part of health economists
and on the part of advocates of the determi-
nants of health approach has dovetailed with
the desire of governments in many countries
on fiscal and sometimes ideological grounds to
constrain the level of increases in government

expenditures on health care services. In
Canada, the key health reform initiative has
been to reduce the flow of resources into the
system on the assumption that faced with
limited resources physicians and other health
care providers will direct resources to the
greatest need and eliminate inefficiency and
waste. Provincial governments have focused
their cost-cutting efforts upon hospitals for two
reasons. First, hospitals comprise the largest
components of health care spending. Second,
provincial government have significant control
over hospital budgets compared to, for exam-
ple, budgets for physicians (who are paid on a
fee-for-service basis and to some extent can
simply provide more services in response to fee
reductions) and for drugs (where is there is a
significant amount of private expenditure).

Over the last four years, Canada has been
successful in pursuit of its general policy of
expenditure reduction and has reigned in the
total amount spent on health in terms of real
total health expenditures ($1,819.19 per capita
in 1992 to $1,765.74 per capita in 1996).57 The
total spent on health care services as a percent-
age of GDP has fallen from 10.0% in 1992 to
9.2% in 1996.58 However, having been given a
rationale that allows health care budgets to be
cut, governments in Canada have not trans-
ferred resources to other areas of social spend-
ing such as education, public health programs,
and social welfare, that may impact on health.

Cost-cutting and improving efficiency are often
assumed to be one and the same thing. It is
very important to make the simple but often
overlooked point that cutting government
expenditures is not the same as improving
efficiency. Efficiency, from an economic per-
spective, takes into account all costs, wherever
incurred in the public and private sector. Thus
cutting government expenditure will not be
efficient if the result is that costs are simply
shifted to others in the private sector. Despite
the strong push towards deinstitutionalization
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and care in the home, there has been little
evaluation of the cost-effectiveness of the
delivery of different health care services in the
home whether provided by unpaid family
members or by paid professionals. It is simply
assumed to be cost-effective often on the basis
that care by family-members is “free”. However,
a true economic analysis would consider all the
costs associated with shifting care away from
institutions and into homes.

Some of these costs of the shift to home care
were identified (although not quantified) in a
study released in March 1997 by researchers in
Alberta. They created a taxonomy of the
hidden costs of informal elder care in the home
which included emotional costs, physical and
social well-being costs, labor costs, loss of
employment opportunities, and out-of-pocket
costs for the caregiver and costs for the
caregiver’s employer arising from employees
“accommodating their paid employment to
their caregiving demands” (absenteeism, lower
productivity, etc.) and costs associated with the
“development and administration of family-
friendly employee benefits.”59

A report released in March 1998 by Saskatch-
ewan’s Health Care Services Utilization and
Review Commission found that providing
patients with home care where appropriate
instead of keeping them in the hospital would
save between $150 and $230 per day.60 Al-
though this research attempted to identify
broader economic costs such as unpaid
caregiver time it still did not quantify employ-
ment costs of caregivers reducing their hours of
work or giving up employment, foregone em-
ployment opportunities, foregone tax revenues,
costs to employers or accommodating employ-
ees who need to engage in informal caregiving
and costs associated with absenteeism, missed
overtime, re-hiring and re-training.

6.0 THE DISTRIBUTIONAL IMPLICATIONS OF

DEINSTITUTIONALIZATION AND THE SHIFT

TO HOME CARE

In terms of distributional implications, I want
to discuss the impact on people in rural areas,
impact on people on low incomes, and the
impact on family members.

With regard to people in rural areas, the
deinstitutionalization process has particularly
focused on closing small rural hospitals and
consolidating hospitals in urban areas. It is true
that there is evidence that some surgical proce-
dures are more effectively and safely done in
institutions that perform large volumes of
procedures.61 However, these better outcome
rates have to be balanced against the longer
traveling times for rural people to hospitals,
distance to emergency services, and the costs
to patients, their families, and their employers
of having to take time off work to travel to
urban centres. The burden on family caregivers
in rural areas is higher than in urban areas
because of both the distance from, and the
uneven distribution of, publicly-funded sup-
ports.62

The shift from caring in institutions to caring
in homes places additional burdens for those
on lower incomes. Because of the fact that the
Canada Health Act only protects hospital and
physician services, the shifting of care outside
of hospital walls and into homes and communi-
ties has resulted in increased private costs for
patients and their families in terms of drugs,
medical equipment, and the direct and indirect
costs of informal or formal care-giving services.
Private sector expenditure on health care has
steadily increased over the last decade
($560.31 per capita in 1990 to $746.98 per
capita in 1996).63

When considering the distributional implica-
tions of shifting costs away from the public
sector and into the private sector one has to be
aware of the well-documented correlation
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between medical need and low socio-economic
status.64 To put it simply, the poorer a person is
the more likely it is they will need medical
services. Thus, privatizing care and shifting the
cost of caring on to patients and family mem-
bers necessarily involves a net loss for the poor
in society if the resources saved are not trans-
ferred back to them through other social
spending.

Poor women are particularly affected by the
transition from institutional care to home care.
First, they are affected as representing the
majority of the elderly in need of care and
assistance. Not only are there are a greater
proportion of women that are elderly (as
women live longer than men), but research
indicates that a greater percentage of elderly
women are in need of more assistance than
their male peers for example, with housework,
meal preparation, shopping, and moving
around the house.65

Elderly women are also more likely to live alone
than any other group in the population. Statis-
tics Canada reported that in 1996, 24% of the
population were in one-person households,66

and of these individuals, more than one-third
(36%) were aged 65 and over.67 29% of people
over the age of 65 lived alone,68 and 58% of
women aged 85 and over live alone.69 Of all
seniors, 58% are women, with the percentage
increasing to 70% in the over 85 age group.70

Thus, women as the receivers of care are
disadvantaged by a move to home care as they
may not have family members living with them
to provide care or to provide supplemental care
to whatever is publicly-funded.

Women also bear a disproportionate share of
the costs as caregivers. Although the figures
vary from study to study the general consensus
is that women are not only significantly more
likely to be caregivers but also supply signifi-
cantly more hours of care.71 According to
Statistics Canada, 66% of informal caregivers

are women and that this amounts to approxi-
mately 14% of all Canadian women over 15.72

Female caregivers are also more likely to be
called upon to provide the most stressful and
intensely personal kinds of care. For example,
of those who are caring for dementia sufferers,
72% of informal caregivers are women.73 Thus
women, as caregivers, are more likely than men
to incur the wider costs of home care such out-
of-pocket costs for drugs and medical equip-
ment and lost employment opportunities.

7.0 CONCLUSION

I would like to conclude with thoughts on
advocacy for establishing a home care policy
that is both efficient and equitable and pitfalls
to avoid.

1. First, one should be careful when band-
ing around the popular rhetoric that the
system should focus more on health and
less on the medical model. Economics is
grounded in a utilitarian philosophy and
emphasizes the aggregate production of
health regardless of distributional consid-
erations. Similarly, the “determinants of
health” perspective is grounded in look-
ing at health from a population or public
health perspective. The rhetoric of
“health” may in fact mask discrimination
or discounting of services for vulnerable
population such as the terminally ill and
the disabled, as devoting extra resources
to their health needs will contribute little
to the overall healthiness of the popula-
tion. What is clear is that we need better
and more sophisticated measures of
health than life expectancy and infant
mortality, more research on the values
Canadians place upon satisfying various
health needs, and more research on the
value of caring services like nursing, the
quality and impact of which are intrinsi-
cally difficult to measure.
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2. My second point is that any future home
care program will not be able to be all
things to all people, and that choices are
going to have to be made between com-
peting needs as a dwindling tax base
supports a rapidly aging population.
When considering the future develop-
ment of home care policy, the needs of
the poor and particularly poor women
must be addressed first as they are bur-
dened with a disproportionate share of
the costs in the shift from institutional
care to care in the home. A key measure
of any society’s health care system is the
degree to which it serves its most vulner-
able members.

3. My third point is that advocates of a
national home care program must realize
that to truly serve the poor and those on
lower incomes, any home care program
must include coverage for drugs and
medical equipment. The Liberal govern-
ment did promise in its Red Book to
develop both national Home Care and
Pharmacare programs. The political
momentum for a Pharmacare program
has fallen away, partly because of opposi-
tion by drug companies but also because
many Canadians do not view it as a key
issue as they have drug coverage through
their employer and the very poor and
elderly are generally covered by a provin-
cial plan. Middle class Canadians, par-
ticularly women do, however, consider
home care a very big issue as they try to
juggle work, family, and caregiving com-
mitments. Nonetheless, a full 14% of
Canadians have no drug coverage and for
these individuals, the financial burden of
shifting from care in the hospital to care
in the home can be very heavy. Also
serious consideration should be given to
compensating individuals on low incomes
for the time they spend in caregiving.

4. It is often difficult to measure the quality
of health care and to draw linkages
between the consumption of health care
and health care outcomes. The costs of
monitoring quality will increase with the
shift to home care as there are numerous
sites of delivery (i.e., homes) rather than
one central hospital or institution. Home
care patients may be reluctant to com-
plain or question the quality of care
delivered by loved ones. We must begin
to research how to ensure the quality of
care and the safety of home care patients.
Quality control should focus on the most
vulnerable individuals. Assessors need to
assess not only the willingness and capac-
ity of family members to provide care but
whether the home itself is suitable for the
delivery of care.

5. Finally, the assessment process (an asses-
sor, generally either a nurse or social
worker, is sent to the home to assess the
ability of family members to provide
needed care) will be key to ensuring
women are not discriminated against.
This assessment process is ripe with the
possibilities for stereotypical assumptions
about the ability of men and women to
care for themselves and for others and
stereotypical assumptions about the
importance and demands of other tasks
men and women perform, either in the
workplace or at home. It is important to
ensure that assessors do not assume that
women, particularly women who are
already at home with other caregiving
responsibilities or are looking or training
for work, are a free pool of labour to care
for the elderly. Clear central guidelines
are required for the assessment process to
make sure that the work women do,
whether in the home or in the market-
place, is valued and considered when
considering the capacity of women to
provide home care to family members.



20

REFERENCES

1. P. Tully & E. Saint-Pierre, “Downsizing Canada’s Hospitals, 1986/87 to 1994/95" (1997) 8:4 Health Reports 33 at 35,
36 (Tables 2 & 3).

2. Hospital expenditures decreased from $957.5 million in 1992 to $840.3 million in 1996. Canadian Institute for
Health Information, Nova Scotia Health Expenditures. Online <http://www.cihi.ca/facts/novahe.htm> (Date
accessed 3 May 1999).

3. Ibid.

4. In 1993-94, Statistics Canada reported total admissions of 119,188 for the province of Nova Scotia. For 1991-92,
Statistics Canada reported total admissions of 156,345. Statistics Canada, Hospital Annual Statistics 1993-94 (Statis-
tics Canada: Ottawa, 1994), Table 4; Statistics Canada, Hospital Annual Statistics 1991-92 (Statistics Canada:
Ottawa, 1992), Table 4.

5. Statistics Canada reports that the mean average length of stay (children and adults) for short-term units in 1991-92
was 9.05. The mean average length of stay fell to 8.79 in 1993-94. Statistics Canada, Hospital Indicators, 1991-92,
(Statistics Canada: Ottawa, 1992), Table 31 and Hospital Indicators, 1993-94, (Statistics Canada: Ottawa, 1994),
Table 31.

6. P. Tully & E. Saint-Pierre, supra note 1.

7. Ibid. at 34.

8. The Daily, Friday, June 5, 1998, “Hospital Utilization, 1995/96” Online. <http://www.statcan.ca/cgi-bin/search/
sear> (Date accessed 22 May 1998).

9. Pembroke Civic Hospital v. Ontario (Health Care Services Restructuring Commission) [1997] O.J. No. 3142 No. 394/97
(at p. 10 of 35 in QL), Archie Campbell J.

10. J. Coutts, “Montfort Hospital to Remain Open” The Globe and Mail (14 August 1997) A4; J. Coutts, “Francophone
Hospital To Get Partial Reprieve” The Globe and Mail (6 August 1997) A3.

11. Health Canada, Public Home Care Expenditures in Canada 1975-76 to 1997-98: Fact Sheets (Ottawa: Health Canada,
1998) at 3, Table 1.

12. Ibid. at 2.

13. Press Release, “Canada to spend more on health care in 1998 says Canadian Institute for Health Information”
(November 19, 1998). Online. <http://www.cihi.ca/facts/canhe/htm> (Date accessed 14 May 1999).

14. In 1993, 27,066.3 million was spent on hospitals. In 1996, 25,861.3 million was spent on hospitals. See Canadian
Institute for Health Information, “Total Health Expenditures by Use of Funds, Canada, 1975 to 1998 — Current
Dollars.” Online. <http://www.cihi.ca/medrls/10nov19.htm> (Date accessed 15 May 1999).

15. In 1992/93, 1,362.5 million of public monies were spent on home care and in 1995/96 1,815.3 million of public
monies was spent on home care. See Health Canada, Public Home Care Expenditures in Canada 1975-76 to 1997-98:
Fact Sheets (Ottawa: Health Canada, 1998) at 3.

16. Ibid. at 3, Table 1.

17. National Forum on Health, Canada Health Action: Building on the Legacy, Final Report of the National Forum on Health
(Ottawa: National Forum on Health, 1997) at 20.

18. Health Canada, Report on Home Care (Ottawa: Health Canada, 1990) at 2.

19. Ibid. at 2

20. R.S.C. 1985, c. C-6.

21. See Justice Dickson in Schneider v. The Queen, [1982] 2 S.C.R. 112 at 137, who notes “[t]he view that the general
jurisdiction over health matters is provincial ... has prevailed and is not seriously questioned.” See also Eldridge v.
British Columbia (Attorney General) (1997), 151 D.L.R. (4th) 577 at 595-596, per La Forest J.

22. For a discussion see C. M. Flood, “The Structure and Dynamics of the Canadian Health Care System” in J. Downie
& T. Caulfield (eds.), Canadian Health Law and Policy (Toronto: Butterworths, 1999) at 5-50.



21

23. See Nova Scotia Department of Health, Quick Facts – Nursing Homes/Homes for the Aged (Halifax: N.S. Dept. of
Health, 1997).

24. National Advisory Council on Aging, The NACA Position on the Privatization of Health Care (Ottawa: National
Advisory Council on Aging, 1997) at 28.

25. A. Weale, “Equality, Social Solidarity and the Welfare State”, (1992) 100 Ethics 473 at 474.

26. “Home Care in Nova Scotia: A Portrait”, A Working Document Prepared by Canadian Home Care Association for
the Health Transition Fund, Health Canada, 1998 (no other publication details given), pp. 1-2, 4.

27. “Home Care in Saskatchewan: A Portrait”, A Working Document Prepared by Canadian Home Care Association
for the Health Transition Fund, Health Canada, 1998 (no other publication details given) at 3.

28. See, for example, J. Fanta, “Video-Assisted Thoracic Surgery – Lobectomy, Pneumonectomy.” (1996) 75:8 Rozhl-
Chir 375-9.

29. See, for example, W. S. Geier, “An Overview of Consumer-Driven Ambulatory Surgery: Operative Laparoscopy”
(1995) 20:36 Nurse Pract 46.

30. P. Steffen, et al., “Postoperative Analgesia After Endoscopic Abdominal Operations. A Randomized Double-Blind
Study of Perioperative Effectiveness of Metamizole” (1997) 68:8 Chirurg 7806.

31. See, for example, D. S. Rich, “Evaluation of a Disposable, Elastomeric Infusion Device in the Home Environment”
(1992) 49 Am. J. Hosp. Phar. 1712; P. B. New et al., “Ambulatory Antibiotic Infusion Devices: Extending the
Spectrum of Outpatient Therapies” (1991) Am J Med 455; M. B. Hartsell, “Home Infusion Pumps” (1991) 6 J.
Pediatric Nurse 134; D. N. Williams et al., “Home Intravenous Antibotic Therapy Using a Programmable Infusion
Pump” (1989) Arch Intern Med 1157.

32. See, for example, T. L. Petty, “Lungs at Home” (1996) 51:1 Monaldi Arch Chest Dis 60.

33. See, for example, D. J. Wirthlin et al., “Telemedicine in Vascular Surgery: Feasibility of Digital Imaging for Remote
Management of Wounds” (1998) 27:6 J Vasc Surg 1089.

34. Statistics Canada, Snapshot No. 1: A Growing Population. Online. <http://www.hc-sc.gc.ca/seniors-aines/seniors/
pubs/factoids/en/no1.htm (Date accessed: 3 May 1999)

35. Ibid.

36. Statistics Canada, A Portrait of Seniors in Canada, 2nd ed. (Ottawa: Statistics Canada, 1997). (Catalogue No. 89-519-
XPE.)

37. N. L. McAllister & M. J. Hollander, “Seniors Perceptions of and Attitudes Toward the British Columbia Continuing
Care System” (1993) 5:4 Health Reports 409 (Statistics Canada , Cat. No. 82-003); B. Samaroo, “Comfort Levels
with the Dying” (1995) 91:8 Can. Nurse 53; W. C. McCormick et al., “Long-term Care Preferences of Hospitalized
Persons with AIDS” (1991) 6:6 J. Gen. Intern Med. 524; D. Rich, “Physicians, Pharmacists, and Home Infusion
Antibiotic Therapy” (1994) 97: 2 Am. J. Med. 3; T. R. McWhinney & M. A. Stewart, “Home Care of Dying Patient”
(1994) 40 Canadian Family Physician 240.

38. Statistics Canada reports that the percentage of the population classified as living on a low income increased from
16% in 1980 to 17.9% in 1996. Online. <http:www.statcan.ca/ english/Pgdb/People/Families/famil41.htm> (Date
accessed 27 November 1998).

39. Statistics Canada reports that 35.6% of people over the age of 65 lived alone in 1996. Online
<http:www.statcan.ca:80/Daily/English/ 980609/d980609.htm#1996census> (Date accessed 26 January 1999).

40. For many people home is associated with violence. In 1996, Statistics Canada reported 21,901 cases of spousal
assault. A 1993 national telephone survey conducted by Statistics Canada found that the rate of wife assault was
29% of ever-married women. People over the age of 65 were victims in 2% of all violent crimes reported to police
with one-fifth of these crimes being committed by a family member. Statistics Canada also reported that older
women continue to be abused by their partners as they aged and that those older women who were abused were
most  often abused by a spouse (42%). Online. <http://www.statcan.ca/english/freepub/85-224-X1E/0009885-224-
X1E.pdf) (Date accessed 19 May 1999.)

41. Health Care Services Utilization and Research Commission, Hospital and Home Care Study, Summary Report No. 10
(Saskatchewan: Health Care Services Utilization and Research Commission, 1998).



22

42. See G. L. Stoddart, M. L. Barer, R. G. Evans, and V. Bhatia, Why Not User Charges? The Real Issues – A Discussion
Paper (Ontario: The Premier’s Council on Health, Well-being and Social Justice, September 1993) at 5 note patients
cannot initiate access to many health care services without the referral of a physician whom they rely upon to advise
them whether they need the service in question. On the other hand, from a physician’s perspective, it may be
difficult to refuse requests by patients for services that are not cost-effective – see J. R. Williams & E. B. Beresford,
“Physicians, Ethics and the Allocation of Health Care Resources” in F. Bayliss et al. (eds.), Health Care Ethics In
Canada (Toronto: Harcourt Brace, 1995) 121 at 124.

43. Ibid. at 6.

44. A. Maynard, “Health Care Reform: Don’t Confuse Me With Facts Stupid!” in Four Country Conference on Health
Care Reform and Health Care Policies in the United States, Canada, Germany and the Netherlands, Conference Report
(Amsterdam and Rotterdam: Ministry of Health, Welfare, and Sport, 1995) 47 at 54.

45. R. G. Evans and G. L. Stoddart, “Producing Health, Consuming Health Care” in R. G. Evans, M. L. Barer, and T. R.
Marmor, Why are Some People Healthy and Other Not?: The Determinants of Health of Populations (New York: Aldine
De Gruyter, 1994) 27 at 38.

46. In the U.S., Fuchs has found that a 10% higher surgeon per capita ratio in any particular area will result in a 3%
increase in the number of operations and an overall increase in price indicating that surgeons may be influencing
demand for their own services – V. R. Fuchs, “The Supply of Surgeons and the Demand for Operations” in V. R.
Fuchs (ed.), The Health Economy (Cambridge, Mass.: Harvard University Press, 1986) at 147; Evans argues that
despite the historical increase in the number of physicians per capita in Canada and the U.S., physicians’ average
income and workload have not fallen as market theory would normally predict indicating that providers are able to
influence demand for their own services – R. G. Evans, Strained Mercy – The Economics of Canadian Health Care
(Toronto: Butterworths and Co. (Canada), 1984) at 87. For further examples of studies suggesting that physicians
respond to financial incentives see: D. Hemenway et al., “Physicians’ Responses to Financial Incentives: Evidence
from a For-Profit Ambulatory Care Center” (1990) 322 New Eng. J. Med 1059; B. J. Hillman et al., “Physicians’
Utilization and Charges for Outpatient Diagnostic Imaging in a Medicare Population” (1992) 268 JAMA 2050; J. M.
Mitchell & E. Scott, “Physician Ownership of Physical Therapy Services: Effects on Charges, Utilization, Profits,
and Service Characteristics” (1992) 268 JAMA 2055; J. M. Mitchell & J. H. Sunshine, “Consequences of Physicians’
Ownership of Health Care Facilities – Joint Ventures in Radiation Therapy” (1992) 327 New Eng. J. Med. 1497; and
A. Swedlow et al., “Increased Costs and Rates of Use in the California Workers’ Compensation System as a Result of
Self-referral by Physicians” (1992) 327 New Eng. J. Med. 1502.

47. J. E. Fielding and R. Rice, “Can Managed Competition Solve Problems of Market Failure?” (Supp. 1993) 12 Health
Affairs 216 at 220.

48. For a discussion see National Forum on Health, “Creating a Culture of Evidence-Based Decision Making in Health”
in Canada Health Action: Building on the Legacy, Volume II, Synthesis Reports and Issues Papers, (National Forum on
Health: Ottawa, 1997) at 20.

49. See J. Coutts, “Too Many Hysterectomies Performed in Ontario Report Says” 26 Feb. 1998, The Globe & Mail, p.
A4.

50. See for example D. E. Angus et al., Sustainable Health Care for Canada, Synthesis Report (University of Ottawa:
Ottawa, 1995).

51. C. Flood, “Conflicts Between Professional Interests, the Public Interest, and Patients’ Interest in an Era of Reform:
Nova Scotia Registered Nurses”, (1997) 5 Health Law Journal 27.

52. R. G. Evans and G. L. Stoddart, “Producing Health, Consuming Health Care” in R. G. Evans, M. L. Barer, and T. R.
Marmor, Why are Some People Healthy and Other Not?: The Determinants of Health of Populations (New York: Aldine
De Gruyter, 1994) 27 at 61, fn. 8.

53. See for example, N. Daniels, Just Health Care (Cambridge: Cambridge University Press, 1985). See also A. Wagstaff
et al., “Equity in the Finance of Health Care: Some International Comparisons”, (1992) 11(4) J. Health Econ. 361 at
363, and J. W. Hurst, “Reforming Health Care in Seven European Nations”, (1991) Health Affairs 7.

54. G. Mooney, “What Does Equity in Health Mean?”, (1987) 40 Wld. Hlth. Stat. Q. 196 as cited by R. A. Carr-Hill,
“Efficiency and Equity Implications of the Health Care Reforms”, (1994) 39(9) Soc. Sci. Med. 1189 at p. 1190.



23

55. See, L. B. Lerer et al., “Health For All: Analyzing Health Status and Determinants”, (1998) 51:1 World Health Stat.
Q. 7; S. Birch, “As a Matter of Fact: Evidence-Based Decision-Making Unplugged” (1997) 6:6 Health Econ. 547; C.
J. Frankish, C. D. Milligan & C. Reid, “A Review of Relationships Between Active Living and Determinants of
Health” (1998) 47:3 Soc. Sci. Med. 287; L. Weinreb et al., “Determinants of Health and Service Use Patterns in
Homeless and Low-Income Housed Children” (1998) 102 (3 Pt 1) Pediatrics 554; N. L. Chappell, “Maintaining and
Enhancing Independence and Well-being In Old Age” in National Forum on Health, Determinants of Health, Adults
and Seniors, (Ottawa: National Forum on Health, 1997) at 90.

56. See, for example, D. M. Eddy, “Performance Measurement: Problems and Solutions”, (1998) 17(4) Health Affairs 7
at 17.

57. See, Canadian Institute for Health Information, Total Health Expenditures – Summary, Canada 1975C1998. Online.
<http://www.cihi.ca/medrls/7Nov19.htm> (Date accessed 5 May 1999).

58. Idem.

59. J. E. Fast et al., Conceptualizing and Operationalizing the Costs of Informal Elder Care, Final Technical Report to the
National Health Research Development Program (NHRDP) March 17, 1997 at 4-11 & 12.

60. Health Care Services Utilization and Research Commission, Hospital and Home Care Study, Summary Report No. 10
(Saskatchewan: Health Care Services Utilization and Research Commission, 1998).

61. See K. Grumbach et al., “Regionalization of Cardiac Surgery in the United States and Canada: Geographic Access,
Choice and Outcomes”, (1995) 274: 16 JAMA 1282. See also J. Coutts, “Larger Hospitals Safer, Study Maintains:
Pancreatic-Cancer Sufferers Treated in Small Centres Twice as Likely to Die After Surgery”, The Globe and Mail, 18
June 1998, A10.

62. See J. Campbell, G. Bruhm, and Susan Lilley, Caregivers’ Support Needs: Insights From The Experience of Women
Providing Care in Rural Nova Scotia (A report presented to the Maritime Centre of Excellence for Women’s Health,
Halifax, November 1998).

63. Canadian Institute for Health Information, “Private Sector Health Expenditure by Province/Territory and Canada/
1975-1988.” Online. <http://www.cihi.ca/medrls/5Nov19.htm> (Date accessed 5 May 1999).

64. See R. G. Evans, M. L. Barer, and T. R. Marmor, Why are Some People Healthy and Other Not?: The Determinants of
Health of Populations (New York: Aldine De Gruyter, 1994) and G. A. Kaplan, “People and Places: Contrasting
Perspectives on the Association between Social Class and Health”, (1996) 26: 3 Int. J. Health Services 507.

65. M.W. Rosenberg & E.G. Moore, “The Health of Canada’s Elderly Population: Current Status and Future Implica-
tions”, (1997) 157:8 Can. Med. Assoc. J. 1025.

66. Statistics Canada, 1996 census: Private Households, Housing Costs and Social and Economic Characteristics of Families.
Online <http://www.statcan.ca:80/Daily/English/ 980609/d980609.htm#1996CENSUS> (Date accessed 26
January 1999).

67. Ibid.

68. Health Canada, Statistical Snapshot No. 8: Many Living Alone. Online <http://www.hc-sc.gc.ca/seniors-aines/seniors/
pubs/factoids/en/no8.htm> (Date accessed 5 May 1999).

69. Ibid.

70. Health Canada, Statistical Snapshot No. 5: More Women Than Men. Online <http://www.hc-sc.gc.ca/seniors-aines/
seniors/pubs/factoids/en/no8.htm> (Date accessed 5 May 1999).

71. See E. Grunfeld et al., “Caring for Elderly People at Home: the Consequences to Caregivers”, (1997) 157(8) Can.
Med. Assoc. J. 1101.

72. Statistics Canada, Who Cares? Caregiving in the 1990s (General Social Survey, Ottawa, Unpublished data, 1996), as
quoted by J. Campbell, G. Bruhm, and Susan Lilley, Caregivers’ Support Needs: Insights From The Experience of Women
Providing Care in Rural Nova Scotia (A report presented to the Maritime Centre of Excellence for Women’s Health,
Halifax, November 1998) at p. 9.

73. Ibid.


