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4. Women’s Health Policies and Issues
in the Canadian Health Care System

Carin Holroyd (College of Commerce, University of Saskatchewan)

Introduction

In countries around the world,
women have raised serious and
systematic questions about the state of
the national health care system and, in
particular, about the ability and
willingness of health care providers to
attend to women’s concerns. Medicine
has long been a male-dominated
profession in North America (a trend that
appears to be weakening) and women
have often argued that the scientific and
professional imperatives of the profession
have paid insufficient attention fo
women’s needs, health care concerns, and
perspectives on wellness and medical
treatments. - Canadian women have
.- been active participants in developing a
critique of modern medicine and have
been instrumental in changing key
‘elements of the national health care
-system.

Canadians have long-prided
themselves on the quality, dependability,
transportability, and cost efficiency of
their health care system. The
emergence of a national,
government-funded health care system,

in which private health care services are
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severely restricted by both law and public
receptiveness, began in the early 1960s.
The Province of Saskatchewan, then
governed by the New Democratic Party
(social democratic), introduced a
provincial medical plan over the
concerted efforts and protests of the
province’s.doctors. By the end of the
1960s, the federal government had
extended state-funded and
government-managed health care across
the nation, establishing a high quality
service which many commentators have
argued is central to the country’s identity.
Even after a decade of laissez-faire,
free-market government policies at the
national and provincial level, the
national commitment to a publicly
funded health care system remains
extremely strong, so much so that
concerns about health care services
routinely top national political polls.
Women bring specific concerns to
the operation and funding of the
Canadian health care system, and have
been able to attract considerable political
attention to their medical and health care
needs. Although, for reasons to be

discussed below, women’s health policies



vary considerably across the country,
there are very significant initiatives,
programs and supports in place. Major
cities have sizeable publicly-funded

_ women’s health centres, providing
medical services, preventative health

care programs, information, and advocacy.
In many communities, non-governmental
organizations (typically associated with
major women'’s associations) support
non-medical women’s centres, which play
a major role in the promotion of women’s
These centres often received

There

have been major national initiatives on

wellness.

. federal and provincial grants.

specific women’s issues, particularly
around reproductive health, and services
such as mammography, cervical cancer
screening and the like are heavily
promoted and are available nation-wide.
Although services vary between the
provinces, additional prdgrams for pre
and post-natal care provide a measure of
support for prospective and new mothers
and their children.

health and medical care for women is a

In general, women’s

significant national priority, and operates
as an important part of a generally
well-funded, publicly supported national
health care system. . Within this broader
context, however, there are a series of
specific issues and challenges. Before
enumerating the specific women’s issues,
it is necessary to first describe the nature
of the Canadian health care system and

to review the major challenges and issues
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facing the national medical and wellness

structures in the country.

A. The Structure and Political Economy

of Canadian Health Care:

As in many areas of national life,
Canadians often define and defend their
health care system by way of reference to
the United States of America. The
American system is among the most
technologically sophisticated and
expensive in the world, providing superb
care for those with the resources to pay
for medical services while leaving at least
10% of the population will little or no
The United States

health care system is largely based on

health care coverage.

private funding, increasingly through the
involvement of health management
organizations and insurance companies.
There are state and national programs
that are designed to ensure a minimum
level of care for indigent and poor people,
but the services are often inadequate and
do not cover chronic illnesses or
compensate fully for pharmaceutical

The

American system is administratively

costs and other treatments.

cumbersome, with the effort to provide
“managed care” colliding with literally
hundreds of health insurance plans, most
modified to suit contractual obligations
Health care
in the United States, therefore, is
technologically sophisticated, extremely

with individual companies.



expensive, administratively cumbersome
and far from comprehensive in coverage
and support.

The developers of the Canadian
health care system sought to avoid the
excesses and limitations of American
health care coverage. Under current
arrangements (which are in transition as
of March 2003), the federal government
established national health care
standards and provides approximately
15% of the funding for the nation’s
medical care services. (The funding level
is down from 40% in the early 1990s.)
The provincial governments have the
constitutional and administrative
responsibility for managing and
delivering health care; many of the
provinces, however, lack the financial
resources to sustain medical facilities and
coverage without federal assistance.

The federal funding, further, is provided
to the provinces through a broader
funding envelope which covers health,
social welfare and education (including
universities). Each of these areas lie
within the provincial governments’
constitutional mandate but have, in the
time since the establishment of the
financial arrangements for the newly
founded Dominion of Canada in 1867,
become so costly that federal financial
assistance is essential. With the
exception of a continuing obligation to
provide medical services to the country’s

status (ie. meeting the criteria

established by the federal government)
First Nations/Indian population, the
federal government does not provide
health care services.

As a consequence of these
constitutional and political arrangements,
Canada does not have one health care
system, but rather has 14 different
arrangements (ten provinces, three
northern territories, and federal health
care for First Nations people) with major
variations and levels of service within
each one. Regulations, conditions,
availability and funding vary widely.
Residents of Alberta, the richest province
in Canada, have markedly better health
care coverage than those in
Newfoundland, the poorest. Northern
residents, living in tiny, widely dispersed
communities, have minimal health care
services but are flown at government
expense to southern hospitals for
treatment. Urban residents generally
have first class medical coverage, even in
the poorer provinces; rural communities
often cope with below average service.
Most provinces charge a premium
(annual or regular fee) for medical care;
Saskatchewan includes its health care
coverage within its general provincial
operating expenses. Access to leading
edge technology likewise varies a great
deal. Teaching hospitals in the major
cities are generally extremely well
resourced and have equipment and

technical support of the highest



international standard (but rarely in the
league of the top flight American research
and teaching facilities).

Rhetoric aside, the Canadian
health care system does permit
considerable latitude for private
involvement. Almost all dental care in
Canada is run privately, for example.
There are school-based preventative
programs in some provinces and cities
and status First Nations people have
Other

Canadians.are required to pa& for their

government-funded dental care.

own dental treatments, although many
have well-funded insurance programs
available through their employers.
Similarly, corrective eye care is privately
financed and delivered, although
hospital-based surgical procedures are
covered under the health care system.
There are an increasing number of
medically-related services that are
available on a fee for service,
patient-paying basis, including massage
therapy, physiotherapy in some provinces,
chiropractic treatments and intervention,
naturopathic and homeopathic care,
acupuncture, and various others. In
some instances, if the practitioner of the
alternative method is also a licensed.
physician, these services may be covered.
Despite the prominent role of
government in the funding of medical
care in Canada, it is vital to note that the
majority of the physicians and medical

specialists in the country work on a fee

for service basis. This holds, in some
provinces, for laboratory work as well.
University training programs are heavily
subsidized by provincial governments,
with the average Canadian medical
tuition fee at approximately $10,000 per
year (or twice the rate of the standard
undergraduate program). Some
provinces, most notably Quebec, have
conditions or special bursaries which
encourage graduates to remain in the
province. Doctors who leave the éountry
shortly after completing their studies
rarely have to pay anything back to the
province which paid for their education.
As a consequence, the overwhelming
majority of doctors and specialists in the
country are self-employed and bill the
provincial government for services
provided to provincial residents (out of
province residents have a right of
equitable access to health care services;
they may be required to pay a physician
and seek repayment from their home
province). There are very few provincial
controls on the number of patients a
particular physician may see or the
number of visits scheduled for a single
day. Some provinces have computerized
direct billing systems, so that a patient’s
visit to a clinic is followed up by
instantaneous billing to the provincial
As a result of these

arrangements, the average Canadian

authority.

physician earns a very high income by

international standards. While the total



earnings may not be on par with an
American counterpart, Canadian
regulations restrict the litigiousness that
has plagued the United States system
and that has contributed to escalating

insurance costs in that country.

C. Recent Concerns about the Future of
Canadian Health Care:

Throughout 2002-2003, Canadians have
engaged in an historic and controversial
debate about the future of Canadian
Health Care. The discussion emerged
out, of on-going political arguments
‘between the provincial governments (who
pay for much of the cost and administer
the programs) and federal politicians
{who have insisted on adherence to
national standards, despite their
declining financial support for health
care delivery). . The Canadian
government had, over the previous
decade, engaged in an extensive
down-sizing of the federal civil service,
reduced taxes, and removed a variety of
regulatory strictures, all with the intent
of remaining economically competitive
with the United States. There was, as
well, considerable concern that the
state-subsidized national health care
system would be viewed as an unfair
advantage under the North American
Free Trade Agreement, thus placing in
jeopardy Canadian jobs and trading
opportunities in the United States.

The debate was enlivened by a
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prevailing sense of crisis in the health

care sector. The problems, widely

discussed with little consensus as to the

most effective solution, include the

following:

L

A growing shortage of qualified
medical personnel throughout the
system, but particularly in the poorer
provinces in the country and in rural
areas. The country does not produce
sufficient medical personnel to meet
existing, let alone anticipated
demands. Canadian universities
reduced the number of doctors being
trained annually in the early 1990s,
and the system has not expanded in
recent years to make up the short-fall.
At the same time, there are
substantial shortages of nurses across
the country. “There is little evidence
that the universities and colleges -
have adapted their enrollments to
meet identified demand.

The loss of key medical personnel,
including nurses, doctors, medical
technicians, specialists, university
researchers and others, to the -
high-paying hospitals, clinics and
universities in the United States of
America. The American medical
system is, by comparison, wealthy
and expansive, and is also short of
highly skilled personnel. As a result,
American hospitals, clinics and public
health departments recruit heavily in

Canada, promising high wages,



recruitment bonus, improved working
conditions, access to first class
equipment, and a generally low tax
environment. Each year, hundreds
of doctors, nurses and technicians
accept the offers and head south (and,
although this is less well-known, a
significant number return a short
time later). This is part of the hotly
debated Canadian “brain drain.”
Canadian authorities have become
increasingly concerned about the
inability to hold highly trained
personnel in Canada in a variety of
employment fields

Concerns about the credentials of
foreign-trained medical personnel,
who are often not licensed for work in
Canada. As one means of
addressing shortages of skilled
workers, Canadian medical
employers have recruited staff in
such locations as South Africa and
Great Britain. - Physicians, nurses
and other medical professionals from
less industrialized countries,
including India and Pakistan, have
migrated to Canada, hoping to secure
positions in the health care sector.
They have often found that their
academic credentials are not
recognized in Canada and that they
must re-qualify (often from the very
beginning of their studies) in order to
secure a Canadian license.

Long waiting lists at Canadian
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hospitals, especially for non-life
threatening ailments (including hip
replacements and other “elective”
surgeries). Stories circulate
endlessly about extremely long
waiting lists, personal tales of
extreme suffering while waiting for
service, and occasionally deaths that
might be attributable to delays in
getting treatment. For non-life
threatening illnesses, waits of several
months to a year or more are not
uncommon in certain parts of the
country. British Columbia and
Alberta, both with comparatively
well-funded health care systems
(although British Columbia’s is now
losing resources), have generally
provided faster treatments. Even
here, however, it is not uncommon for
patients to wait many weeks or
month for attention to non-critical
conditions.

Legal prohibitions on private health
services. Despite the waiting lists,
Canadians are prohibited by federal
law (the Canada Health Act) from
making private arrangements for
their medical service. They can
leave for the United States or another
country, but they are not permitted
(with only a few exceptions) to secure
preferential care based on a
willingness to pay for health care

service.

6. Substantial delays in the provision of



urgently needed medical treatments,
including cancer therapy. While
Canadians have expressed concerns
about non-essential services, they are
particularly concerned at the inability
of the health care system to provide
adequate attention to urgent
conditions. The news media
regularly covers stories about
patients denied prompt service; the
public often responds to accounts of
individuals requiring special care
(including that not available in
Canada) by raising funds to cover the
cost of treatment in the United
States.
Inability of the health care system to
. provide.care close to patients’ homes,
- and the consequent requirement that
the patients and their support people
travel to larger centres for treatment.
In many parts of the country, local
hospitals-lack the facilities or medical
. personnel to perform selected
procedures. This typically means
that patients and their care-givers
often have to travel substantial
distances to secure care.
The need for competitive salaries for
medical personnel, particularly in
light of the high demand in the
wealthiest and fastest-growing
provinces. It is clear that the health
care system needs to pay appropriate
salaries in order to attract and retain

qualified personnel. Nurses, for
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example, have proved to be quite
mobile, moving from poorer to
wealthier provinces, from Canada to
the United States, from the
profession to other positions.

Doctors, particularly specialists,
experience fierce competition for their
services. In the richer provinces,
doctors are often enticed with high
salaries, community-provided clinics,
and other supports. The poorer
provinces and rural districts
generally have difficulty competing
under such circumstances.

The inability of provincial
governments and, more generally,
tax-payers to keep up with the
seemingly insatiable appetite of the
health care sector for public funding.
Provincial government funding for
health care has continued to grow,
even in the face of aggressive
down-sizing in other sectors. Some
governments, most notably
Saskatchewan and, more recently,
British Columbia, have taken major
steps to contain costs, closing
hospitals and medical centres and
limiting the budgets of health
districts. Year after year, however,
Canadians make it clear that they
want more and better health care
service and are not prepared to accept
major and lasting restrictions. At
the same time, medical advances, the

development of new technologies, and
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other costly requirements add to the
fiscal challenges facing the provincial
authorities. The retreat of the
federal government from this sphere
in the late 1990s simply shifted the

burden to provincial governments and

increased the pressure to provide

more funding.

The growing expectation that

front-rank medical technologies, such

as CAT scan machines, will be
available throughout the country.
Canada is not, compared to the
United States, particularly
well-served by high-technology
equipment.. The most recent
developments in medical technology
are generally found in major cities

and in teaching hospitals. In the

‘United States, in contrast, the private

sector health system has generally
spurred an expansion of medical
facilities, even in smaller centres.
Each year, however, pressure mounts
to bring new technologies to medium
sized hospitals and communities. In

many instances, aggressive local

. fund-raising campaigns have proven

11.

to be successful in securing funds to

.cover the cost of the equipment.

Complex debates about; the rising
costs of pharmaceuticals in Canada
(which, incidentally, are much lower
than in the United States, due to a
different approach to patent

protection and generic drugs).
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12.

Prescription medicines have, in some
parts of the country, become the fast
growing cost element in the medical
care system. Major improvements in
pharmaceuticals have improved
health care, increased survival rates
and generally added to the quality of
life for thousands of patients. Many
of these drugs, particularly those
under full patent protection, are
exceptionally expensive (especially
since the prospect of losing exclusive
right to manufacture the drug within
a fixed period of time increases the
need to secure a full return on the
investment in research as quickly as
possible). - No provinces fund all
prescription costs (First Nations
people have their medicines paid by
the federal government); many
Canadians rely on private health care
coverage to pay for their medicines.
The increasing burden being placed
on the medical care system by the
aging Canadian population, which
includes a very large number of
elderly females. Canada’s
population is not aging as fast as
Japan’s, as there is a steady stream of
relatively youthful migrants coming
to the country. At the same time,
however, the aging of the baby
boomers (children born after World
War II and before the mid-1950s) is
placing extraordinary demands on

the medical system. For most
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citizens, the greatest burden on the

medical care system comes in a

-person’s last three or four years of life.

Canada faces major challenges as it
seeks. to cope with the growing
medical needs of its senior citizens.
Given that the average
life-expectancy of women continues to
outstrip that of men by several years,
it is many thousands of women who
will enter this period of their life
without a partner. This, in turn,
puts added pressure on the health
care system to provide home care and
other supports for single elderly
women.

The need for culturally-sensitive

- medical care, which is a particular

- immigrants.

challenge for two groups in Canada:
Aboriginal peoples and new

Most of the latter have
migrated to the six or seven largest
cities in the country. Their presence
introduces serious questions about
the nation’s ability to provide medical
care in the patients’ languages and
with appropriate attention to matters
There

are numerous cases each year of

of culture and.ethnic practice.

difficulties associated with language
and cultural misunderstanding, and
relatively little preparation of
medical personnel for the professional
challenges of multiculturalism.

Other groups, particularly members

of religious organizations with

34

14.

15.

specific medical beliefs (Jehovah’s
Witnesses, for example, routinely
refuse blood transfusions, even in life
threatening situations. Canadian
courts have, on occasion, over-ruled
religious beliefs and ordered medical
intervention.)

Uneven and often uncertain funding
for health care and medical research.
This issue has been addressed
somewhat through the establishment
of the Canadian Institutes for Health
Research and the provision, in stages,
of close to $1 billion per year in
federal government funding for

The vast

majority of this funding is, however,

research in this area.

being captured by researchers in the
large teaching hospitals and attached
to the fifteen largest universities in
the country.

The emerging debate between
wellness/preventative care and
medical intervention. North
America has among the very best
emergency and interventionist care in
the world. Surgeons and other
specialists have demonstrated world
leadership in responding to critical
care situations, up to and including
The

Canadian (and, even more acutely,

multiple organ transplants.

the American) system has been less
successful in public education,
preventative care, and cultivating

attention to wellness and personal
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responsibility for healthiness.
Within the general public, it seems,
the desire to ensure themselves and
their neighbours world-class
emergency care outranks concern for
lifestyle-based and preventative
measures. As a result, and again in
line with American patterns, the
Canadian population is showing
higher levels of obesity, continued
problems with nutrition and lack of
exercise, and many illnesses and
conditions associated with lifestyle
choices (smoking, drinking,
non-prescription drug use, ete.)
There is, in Canada as in most
countries, major concerns expressed
about the bedside manner of
physicians or, more broadly,

The

medical profession is not well-known

patient-doctor relations.

for the ready sharing of information

and many patients have difficulty
with the authoritarian structures and
patterns of behaviour exhibited by
doctors. Many patient help groups
urge individuals to “take control” of
their medical care by studying about
their illnesses, questioning doctor’s
treatment plans and prescriptions,
seeking a second opinion, and
otherwise double-checking the
doctor’s assessment and preferred
solution. There are common
complaints that physicians do not

provide sufficient information and

that valuable information is not
shared or made available. Because
Canadian medical care is
state-funded, which lessens the role
of Canadian patients as consumers,
complaints against the medical
professions, including law suits, are
much less common than in the United

States.

Debate about the future of the

Canadian health care system sharpened

"in 2002 with the release of two major
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reports. Senator Michael Kirby
produced a report in October, arguing for
a more flexible approach to primary
health and home care, greater funding for
health research, protection against
catastrophic prescription drug costs, and
a cautious expansion of federal funding
for medical services. (Note that the
Senate is the appointed upper house in
the Canadian Parliamentary system.)

He advocated greater transparency in
government funding and management of
the health care system and a “guarantee”
of prompt and appropriate medical

A national Royal

Commission, headed by former

treatment.

Saskatchewan Premier Roy Romanow,
conducted studies and information
sessions across the country and reported
in November 2003.

urged a major infusion of federal funding

Romanow’s report

into the health care system and argued

for much greater accountability for the



