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CHAPTER 8

Questioning Canadian Health Care
Organizational Policies 1967-861
After the welfare state programs had begun to be implemented, the federal
Deputy Minister of Health and Welfare, Dr. Maurice Le Clair (a Quebecois
who was perhaps better attuned to the idea of collectivist care2 than were
some of his colleagues), raised questions about their impact. Were programs
which provided access to medical services the best means of improving health
outcomes for all Canadians? And were the programs well managed? Could
their organization not be improved?
Le Clair made a number of very significant moves. On the one hand he
questioned the open-ended funding which had resulted in overbuilding and
poor management of hospitals, and because hospital funding had preceded
medical care funding, he realized that there was some unnecessary use of
these facilities. He terminated hospital construction grants and set up the
Task Force on the Cost of Health Services (Canada 1970b) to inquire into
possible savings. He established a national inquiry into the possible devel
opment of community health centres (Canada 1972) as an alternative form
of medical care organization. He set up a long-range planning group which
in its report, A New Perspective on the Health of Canadians (Canada 1974a),
proposed that the boundaries of the health field be extended and the objec
tives of the programs be reconsidered. This new approach, which was
strongly supported by the Minister of Health and Welfare, took time to be

1 Some points made in Chapter 2 are repeated here.
2 Quebec had spent much of the 1960s investigating the future of its social pro
grams after reaching agreement with the federal government in 1963 on a spe
cial form of grant aid to be provided. The emphasis was strongly collectivist.
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accepted, but Canada led the world in the 1980s by developing, with WHO,
a health promotion movement.
As well, Le Clair set aside some of the national health research dollars
for studies of the health care system instead of permitting it all to go to bio
medical research. He cooperated with the Science Council of Canada on re
directing some health research towards organization and management issues
(Robertson 1973; Canada 1974c).
But perhaps one of his most significant contributions was the bringing
together of federal and provincial health policy bureaucrats to discuss how
to change the open-ended matching grant funding to a more streamlined
system - one in which provincial governments would be forced to take more
responsibility for coordinating and managing the development of the health
care delivery system which was still very wasteful and costly.

Intermediate Responses.
It took a long time for the provincial governments, their bureaucrats and
the professional service deliverers to respond to these ideas. Neither the hos
pitals nor the doctors were keen to make changes to their sectors of the health
service organization, though public and mental health departments were
more open to change.
Provincial governments were asked to accept a new funding formula in
1972, but at first they refused to cooperate. In 1977 the federal government
decided, unilaterally, to substitute block grants for open-ended grants and
to limit the amount provided for funding programs in health and post-sec
ondary education under the Established Programs Financing Act (EPF). Fed
eral contributions were to be based on previous levels, with the addition of
a special per capita grant for the development of "home care" and with ad
justments for inflation and population growth. Grants were to be reassessed
every five years.
There were several new objectives in the EPE A special grant for home
care was to encourage the provinces to develop more community-based ser
vices in lieu of institutional care and the substitution of block grants for
matching grants was expected to make the provinces responsible for man
aging their grant aid more efficiently and effectively. The provinces were
being pushed towards thinking about better coordination of the different
aspects of care which had been developed under separate budgets in the
early stages of development. And the federal government was now anxious
to hand further program development over to the provinces.
So far as the governments were concerned they were still focussed on
access issues and continued to work towards gap filling. It was not only the
provincial governments which were struggling to bring services to rural ar
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eas or other unfilled spots. The Liberal government, in power in Ottawa un
til 1984, was still attempting to ensure that legislation providing for equal
access to existing medical services in the cities was carried out. The last Lib
eral Minister of Health, Monique Begin (1984), was particularly concerned
that the principles of access to medical care - universality, comprehensive
ness, portability, and public administration - should be observed. The medi
cal profession, which had at first been cooperative, had begun to demonstrate
its dissatisfaction with its terms and conditions of service in the 1970s and
1980s by "extra-billing" patients above and beyond the amounts they were
paid by the medical plans. Health Minister Begin decided to develop the
Canada Health Act, 1984, restating the already agreed upon principles and
adding equity of access. By 1987 the provincial governments had all agreed
to stop charging user fees and to forbid extra billing, or else they would have
had to forfeit federal grants dollar for dollar for any charges they allowed to
be made.

The Moves Towards Health Promotion
A New Perspective on the Health of Canadians (Canada 1974a) was welcomed
by the public health community but the strategies proposed in the report
were not deemed viable, and, in any case, as Hall et al. (1975) have pointed
out, program development takes time, for a newly proposed policy must be
legitimated before feasibilities can be worked out and support can be found
for its implementation. But some of the federal bureaucrats were working
on the development of the health promotion concepts which came out of A
New Perspective. This report had highlighted the issue of health status and
proposed that health care should be regarded as more than medical care,
because lifestyle, environment and biological risk were more likely to affect
health outcomes than access to medical care. The report leaned on the argu
ments of McKeown (1971), who suggested that nutrition, infection control
and birth control were much more powerful determinants of health than was
medical care (which was likely to account for only about ten percent of im
provements to health).
As Edginton (1989) pointed out, each person, each group and each na
tion socially constructs its own definition of health. "Scientific as well as social
definitions are constantly changing and reflecting the concerns of a particu
lar culture at a specific time in history" (p. 29). What Canadians began to
see after 1974 was a reconstruction of the definition of health from a bio
medical to a social model.
At first there were new initiatives within public health departments to
step up education concerning lifestyles. While in general this was well re
ceived, there was some concern that putting too much emphasis on indi

56 / Health Care: A Community Concern?
vidual responsibility might lead to "blaming the victims" for their illness
(Crawford 1977). It was not until the 1980s that the concept "environment"
began to be closely analysed. In 1958 the World Health Organization (WHO
1958) had defined health. This definition was restated and developed in the
first paragraph of the Declaration of Alma Ata (WHO and UN 1978).
The Conference strongly reaffirms that health, which is a state of
complete physical, mental and social well being, and not only the
absence of disease or infirmity, is a fundamental human right and
that the attainment of the highest possible level of health is a most
important world-wide social goal whose realization requires the
action of many other social and economic sectors in addition to
the health sector. (p. 1)
The means to this end were outlined in Paragraph VI:
Primary health care is essential health care based on practical, sci
entifically sound and socially acceptable methods and technology,
made universally accessible to individuals and families in the com
munity through their full participation and at a cost that the com
munity and country can afford to maintain at every stage of their
development in the spirit of self-reliance and self-determination.
It forms an integral part both of the country's health system, of
which it is the central function and focus, and of the overall social
and economic development of the community. It is the first level
of contact of individuals, the family and community with the na
tional health system, bringing health care as close as possible to
where people live and work, and constitutes the first element of a
continuing health care process. (p. 2)
For many years, WHO had been concerned with what it saw as the waste
fulness of specialist health care provision in underdeveloped countries. The
Declaration of Alma Ata provided a basis for a new worldwide policy known
as Achieving Health for All by the Year 2000 (WHO 1981a,b) by emphasizing
primary care. But how should this policy be applied to the more developed
countries? The European office of WHO published Health Promotion: A Dis
cussion Document on Concepts and Principles (WHO 1984), which formed the
basis for proposed new strategies. It suggested defining health as:
The extent to which an individual or group is able, on the one hand,
to realize aspiration and satisfy needs; and on the other hand, to
change and cope with the environment. Health is, therefore, seen
as a resource for everyday life, not the objective of living; it is a
positive concept, emphasizing social and personal resources as well
as physical capacity. (p. 10)
This definition stresses the importance of environment as well as of
lifestyles and has led to the reconsideration of the work of both health pro
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fessionals and community members (both respectively and in partnership
with one another).
In Canada it was not until the federal Conservatives took over in 1984
that the Minister of Health and Welfare, Jake Epp, was persuaded by some
of his staff to develop the ideas of A New Perspective on the Health of Canadi
ans (Canada 1974a) into policy by setting out his ideas on Achieving Health
for All: A Framework for Health Promotion (Canada 1986c). This was presented
at the first international conference on health promotion which resulted in
the publication of the Ottawa Charter on Health Promotion (WHO 1986).
This policy statement took a strong collectivist approach to health care
(note the main challenges: reduce inequities, increase prevention and enhance
coping [see Chart 8.1]).
At this time, the newly elected Conservative government did not have
a strong general strategy for Canadian policy development; it seems that
each minister was able to pursue his/her own interests. The sponsorship of
the health promotion conference seems to have been partly a matter of per
sonal interest on the part of Jake Epp and partly a matter of ongoing pres
sure (supported by WHO) from within his department.
The publication of the Framework was followed up by a discussion pa
per on the needs of those with mental disorders (Canada 1988e) which spelt
out the distinction between the need for medical care and the need for so
cial supports to achieve optimal mental health (see Chart 8.2). The second
half of the chart shows how it is necessary not only to provide professional
support for the client, but also to change public attitudes to those with physi
cal and social disabilities.
Throughout the 1980s interest in health promotion had been growing.
Milio (1981) had urged the necessity of thinking through all public policies
in terms of their impact on health. Hancock and Duhl (1986) had discussed
the better coordination of social policies at the local level in their proposal
for establishing "healthy cities" and, more broadly, Brundtland (1987) had
set out proposals for sustainable development. Labonte (1987) produced a
chart (see Chart 8.3) showing three coexisting viewpoints on health and
stressing that all were important for health promotion.
Labonte's first two lists describe traditional programs, but his third list,
of needs for socio-environmental support, challenges the old boundaries of
health service provision. The existing structures of clinical care and public
health services do not provide the full range of supports necessary to main
tain many sick or frail people in the community. Not only was the lack of
coordination within the existing health care system being challenged but also
the lack of coordination with other social programs.
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A New Vision of the Meaning of
Collectivist Health Service Organization
By the mid 1980s Canadians had been forced to revise their ideas about the
kind of health service organization which was required in order to realize
optimal health for all citizens. They were not willing to give up the idea of
access to medical care (and hospital care if necessary) in case of illness, and
the Canada Health Act, 1984, was seen as an important guarantee of that. At
the same time they were beginning to realize that good health was not de
pendent on having professional medical care always available, that the
Chart 8.1
A Framework for Health Promotion
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SOllrce: Canada, Health and Welfare. Achieving Health for All: A Framework for Health
Promotion. (Ottawa: Ministry of Supply and Services 1986),8. Reprinted with
permission.
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determinants of health were much broader. Health was related to lifestyle,
environment (both physical and social) and biological factors which put some
people more at risk than others.
The provincial governments decided that it was time to review their
current health care organization structures to see where they could be im
proved, and all provinces except Prince Edward Island set up public inquir
ies into their health service organizations. The reports of these inquiries are
discussed in Chapter 24. Meanwhile it is important to consider what was
happening within service organizations and in government bureaucracies
and what research was being used by health service planners so that it will
be possible to assess the prospects for changing the organization to fit the
new vision in the 1990s.

Chart 8.2(a)
Mental Disorder Continuum

Maximal Mental Disorder
(greatest severity,
frequency and range of
psychiatric symptoms)

Range of impairment
and distress (from
severe to negligible)
«
;:.

Absence of Mental Disorder
(freedom from psychiatric
symptoms effective
prevention or cure)

Chart 8.2(b)
Mental Health Continuum

OPTIMAL
MENTAL
HEALTH

Individual, group and environmental factors
work together effectively, ensuring
• subjective well-being
• optimal development and use of mental abilities;
• achievement of goals consistent with justice;
• conditions of fundamental equality

'\/

MINIMAL
MENTAL
HEALTH

Individual, group and environmental factors conflict, producing
• subjective distress;
• impairment or underdevelopment of mental abilities
• failure to achieve goals;
• destructive behaviours; and
• entrenchment of inequities

Source: Canada. Health and Welfare, Mental Health for Canadians: Striking a Balance
(Ottawa: Supply and Services, 1988). Reprinted with permission.
Note: Chart 8.2(b) shows how it is necessary not only to provide professional
support for the client but also to change public attitudes to those with
physical and social disabilities.
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Summary
A new Deputy Minister of Federal Health and Welfare, Dr. Maurice Le Clair
from Quebec, appointed in 1968, who had been exposed to the thorough
reviewing of social programs in that province, set up a series of task forces
to examine whether Canada's health care system was trying to move towards
the right objectives, whether it had the most effective structures and whether
it was well managed.

Chart 8.3
Coexisting Viewpoints on Health
Labonte's Chart of Coexistent Models of Health Care, 1987
"ClinicalfTechnical"
(examples)

"Public Health"
(examples)

"Socio Environmental"
(examples)

Heart Disease
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Individuals

Family IGroup
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Disease
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Causal Factors
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"Change Agent"

"Facilitator"

Strengthen
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Participation
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Source: R. Labonte, "Community Health Promotion Strategies," Health Promotion 1,
no. 26 (1987): 5-10. Reprinted with permission.
(Note Labonte's distinction between the strengthening of community health
services and the development of healthy public policy).
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Le Clair questioned whether the emphasis on access to medical care was
likely to result in the best health status outcomes. He shifted some of the
emphasis in research from biomedical to social issues in health care. As well,
he focussed on wasteful funding and management and the need to examine
the organization of the system of care.
A new federal-provincial funding formula was introduced in 1977 in the
hope that provincial governments would be forced to take more responsi
bility for organizing services. This also increased federal control over the total
amount of transfers. This EPF scheme provided incentives for the develop
ment of community-based services.
But Canadians were still concerned about access to care rather than out
comes and it was not until 1984 that the Canada Health Act ended doctors'
extra billing and restated the principles of universality, comprehensiveness,
portability, public administration and added equity to guaranteed access (M.
Begin 1984). Then the government was able to move forwards.
Working together with WHO, the federal government now moved to
wards emphasizing primary care rather than specialist crisis care services
(which had been steadily growing since the end of the nineteenth century).
In 1986 the federal Minister of Health sponsored the first international con
ference on health promotion and by 1990 the provincial governments had
accepted the importance of this policy.
A new vision of the kind of health service organization, which was nec
essary to realize optimal health for all citizens, was now built on top of the
access model. Provincial governments set up commissions of inquiry to ex
amine where they should be trying to go in building better service organi
zations.

