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Review 
3 dimensions of power
decision making 
power as thought control 
 influence of how people feel about an issue, often before they’ve even heard of it 
3 theories of power 
systems of policy making          
input  decision making  output 
the DM is in a black box 
decision making model 
punctuated equilibrium – long periods of stasis punctuated by drastic change brought about by a bg event 
rationalism – systematic step-by step process. Lots of focus on finding the optimal option. Too hard, not realistic 
Incrementalism – little changes that over time result in a large difference in the status quo 
Conservative idea because you cant make sweeping reforms 
Bounded rationalism – a systematic approach that tries to include many options but the reality is they will narrow down quickly to which options would most likely work (satisficing = satisfactory and sufficient) 
Mixed-scanning - taking what's good in rational model and bits of Incrementalism        


Constitution Act 
The powers set out in this (as who has responsibility for what wrt health care
How federal talk to provincial 
Decision making authority of government 
Federal role
Legislation that sets out where provs can spend 
Little influence in delivery
Before 1962 
Not the structure we have today 
Def no control though prov and fed govs. 
Tommy Douglas changes shit 
Socialist belief issues  common good > private business agenda 
Focus on everyone getting equal (primarily financial) access 
1962 
doctors don’t like new insurance plan 
they still remained autonomous independent practiconers. They bill the governemtn for services they provide, and they get $$ for doing it 
fee for service! 
Every service is worth an amount that they bill there. It is set by the provincial government 
Called fee structure or schedule. 
1962-1968 
like punctuated equilibrium  big change and stasis 
the idea of ability to pay should not be a precursor to receiving health care.  
and the values (equit, fairness universality) foreshadow how future medicare will look 
cost share for Medicare is 50/50 btw feds and prov 
health care is still physicians and hospital focus which is where most funding goes. 
1968-1984 
1979- feds want block funding – way below original 50/50 split 
prov has to pick up more of the healthcare bill
1980 
user fee – charging extra on top of what drs get from government. Drs brought it in because they didn’t feel like they were being paid enough 
only if its deemed medically necessary 
Decreases equity. So you can pay to get in front of line 
Emmett wants it to end to return to universal access. 
Setting standards – lays out responsibilities of fed and prov governments. 
Table 2.1 on 27 

Canada health act
 sets out how are services are insured (through a shared relationship of funding though fed and prov. Governments) 
Doesn’t define what other barriers are 
Very vague legistlation 
But very specific what's covered.
There was physician push back and they kept still charging user fees. 
Fails to  
Define what are reasonable access is 
Doesn’t describe well what is meant by other barriers 
Is geography a barrier? Not mentioned but is totally true.  
Not included 
Lots of stuff. Can still get it, may be covered it your poor 
Not covered 
They have other programs or funding arrangements in place outside of the CHA 
5 principles  
 criteria provs must meet to get their share of federal funding 
comprehensiveness
universal – uniform application of criteria, and everyone gets the same services 
portability – you can go anywhere in Canada and receive medically necessary services (IN THE OTHER PROVINCE)
if you move to another province for the first 3 moths the original province needs to cover 
after that you should meet the eligibility requirements of the new province to get then 
 accessibility 
vague
doesn’t state that a hospital in every area
reasonable access isn’t entirely clear 
public administration 
government or health authority doesn’t make any profit off of providing medicare. 

Late 1980s 
Start to see a restructure of healthcare across the country
Hospitals in small communities start to shut down or decrease services because they're not economically viable 
Ie nursers were laid off and left. Lead to the nurse shortage
Surgery backlog starts to increase 
In response: more commission 
Mostly rational model to find solutions “innovate to fight crisis” 
Romano and Kirby commission. 
2000s 
a lot of policy decisions made in 1960s/70s/80s still are impacting today. 
Kirby Commission 
Historically the feds have provided at least a portion of funding, set Canada health act, sets a vision for health policy, has some services responsibility. 
Should the role remain the same? 
He believes there are some efficiency opportunities for private health care delivery. 

2003 Accord 
CHA remains
List of major health care reforms 
Also agree to make some institutes to monitor healthcare better
Overall the policy changes to address health care costs in the 80s and 90s are now being fixed with more health care funding. 
Economic decision to address an economic problem. Govs don’t remember the last time they made these economic cut backs 

2010-2013 
after 2017, they’ll tide the increase to GDP which will likely only be a 1% increase 
this doesn’t off-set healthcare cost rises. 
Were gonna have to look for efficiencies. 

Healthcare financing
Primarily taxes
Federal health transfer uses taxes to achieve funds 
Can change with formulas their using to calculate funding to provinces
Changes with economy
How much $$ province has 
Alberta gets less because it’s a rich province and they don’t need t 
‘have not’ provinces (poor economy, low resources, smaller pop = less taxation) get more. 
Healthcare accounts for almost 50% of provincial causes. 
Feds used to have 50/50 agreement on cost sharing 
Now its 20 fed 80-province. 
The power than lies in the prov because they do the most funding for healthcare through tax dollars. 
OHIP entitles residences to public health coverage 
Medically necessary 
And others 
This comes out of the 48mill $$ budget. 
Sources of health funding 
70% tax
15% out of pocket (dental, vision, homecare) 
13% private insurance 
Private and out of pocket
CHA covers medically necessary, and most provs cover some of the other kinds of service. 
Public health, mental, home care. 
Other things are only covered for certain groups
Private insurance 
Usually though employment policies
Out of pocket 
Things not covered by the 2 above. 
If there’s no private they have to pay out of pocket for everything not medically necessary.
National expenditures 
Hospital spending is decreasing. 
Part is restricting during 1990s 
Also other services to keep people from going to hospital (homecare) 
Technology has decreased amount of time they need to spend in hospital  
Drugs have been increasing like crazy 
This is an obvious point for reform and solutions to spending. 
Mostly dealing with big business 
Canada spending vs. World
5th in the world
Sweden has huge taxes to cover everything, but they spend less. So obvi they are doing something to have good health but not pay so much. 
Can be equated to outcomes 
Ie US has high infant mortality rates. 

Exercise 
Review the historical events and trends discussed. 
Identify and trends that shape or influence Canadian healthcare today. How do they shape/influence healthcare? What do you think are the most significant issues impacting healthcare? 
1. The aging population. Tipping point in healthcare could be coming soon to support the changing demographic 
2. Chronic diseases – few efforts on prevention. The big diseases are gonna cause huge impacts on healthcare and consumption on their services. 
3. Technology – areas to create new efficiency strategies. 
Ie. Electronic health record to fix cost/problems associated with having to get a basic history everytime 
4. Rise in infectious diseases. 

** policies have legacies. They continue to shape our system with intended or unintended reactions that they have outline”

Fig 2.1, super important. 

Public health 
Joint fed and prov responsibilities 
PHAC (public health agency of Canada) -established post-SARS 
Primarily targets populations and not individuals through programs 
Safe sex for students 
Health bbies in high risk neighbourhoods 
Senior fall prevention programs. 
6 essential functions –VERY IMPORTANT
more prevention oriented 
reporting serious health cases from a local to national level 
in 2000, they got 2% of the health budget 
now its 4-6%
even though they're super important and do a lot. 

Primary care 
‘first point of contact’ for acute episodic care 
called “gatekeepers” because to get referral you have to go through PCP (primary care provider) 
use to be just physicians who were paid fee-for-service 
now more multi-disciplinary teams 
funded directly by prov gov 
negotiates with Drs what their salary will be. 

Acute hospital/inpatient care 
We use Regionalization- geographic regions with boards over see hospitals in the area and allocate resources for their specific area
Because they know their populations best and what they need
Ie Sault has high aging pop, so focus more resources on homecare.  
LHIN 2- ours 

Emergency care. 
Prov responsibility and funded by them 
Linked to first responders not covered by CHA 
Wait times increasing due to restructuring in the 90s 
We have the longest of all similar nations 

Pharmaceutical care 
Meds in hospital are covered, outside are not. 
Seniors and low income can be covered for outside hospital drugs. 


Rehab and intermediate care 
Rehab in hospital are covered by CHA, outside may not be covered. Handled by province to decide what is covered. 

Mental - 
[bookmark: _GoBack]
[bookmark: _WNSectionTitle][bookmark: _WNTabType_0]Week 3 	13-09-26 2:28 PM


[bookmark: _WNSectionTitle_2][bookmark: _WNTabType_1]	13-09-26 2:28 PM



Week 3 130926 2280

Revien
o moing

ckors they'e even e 1 £

3 thcries o pomer

© ystoms f pty making

= nput > aecisen making  autut
+ Suncuatedcquoru - o perds of st
Punctuated by drastc change vt abot b 8 59
ratonalsm - systamaticsep by stap proces. ks of
{ocusen fning the ptmalopen. Toohrd, no
" Conservative de because youcnk ke

Boundedratoats -3 systematic approach tht s
o nciug many cptions ut the ety s they il
o saisficin = satsfactory and suffcent)

T pomers st ut s (o who s sty fo sk wrt
ow stk o provncal.

 Dacion making aunorty of government




