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ABSTRACT 

This t h e s i s  i s  a  study o f  t h e  e f f e c t  of the  B.C. provin- 

c i a l  Economic S t a b i l i z a t i o n  program on hosp i t a l s  i n  the  

lower mainland of the  province. The E .S . program was 

introduced by the provincial  government a s  a  policy 

directed a t  r e s t r a in ing  the  growth of publ ic  s e c t o r  budgets. 

Over the  years  1982-83 and 1983-84, the  t h e s i s  examines, 

by means o f  E tz ioni ' s  systems theory,  t h e  changes implement- 

ed i n  h o s p i t a l  operations a s  a  response t o  the  E.S. policy.  

The operating budgets f o r  the  years  1982-83 and 1983-84 a r e  

compared t o  the  pre- res t ra in t  year  1981-82 f o r  nine hos- 

p i t a l s  i n  t h e  lower mainland. 

The t h e s i s  seeks t o  demonstrate through t h e  use o f  organ- 

i z a t i o n a l  theory,  t h a t  hosp i t a l s  a s  .bureaucratized 

i n s t i t u t i o n s ,  w i l l  r e s i s t  long term change. Chapter I1 

of the t h e s i s  out l ines  the  h i s t o r i c a l  development o f  

hea l th  care i n  Caxada and describes t h i s  development i n  

terms of t h r e e  predominant themes. Those themes a r e :  

(i) The h i s t o r i c a l  development of federal-provincial  

r e l a t ions  with respect  t o  hea l th  care pol icy ;  

(ii) The cos t  pa t t e rns  of del iver ing hea l th  care serv ices ;  

and 

(iii) Li fes ty le  i s sues  and t h e i r  influence on the  hea l th  

care  organization. 



i v  

Through a  discussion of these th ree  themes and A .  Downs' 

os s i f i ca t ion  syndrome, t h e  paper i l l u s t r a t e s  the  bureau- 

c r a t i z z t i o n  and i n s t i t u t i o n a l i z a t i o n  o f  t h e  present day 

hosp i t a l ,  

The t h e s i s  next t e s t s  the hypothesis t h a t  hosp i t a l s  a r e  

r e s i s t a n t  t o  change i n  the  short  term by examining t h e  

e f f e c t  of t h e  E.S. program on nine hosp i t a l s  i n  t h e  lower 

mainland o f  B.C. The s t a f f i n g  s t a t i s t i c s  a r e  compared f o r  

t he  pre- res t ra in t  and pos t - res t ra in t  periods.  Interviews 

a r e  a l so  conducted with hosp i t a l  o f f i c i a l s  i n  order t o  

define the  changes i n  hospi ta l  operations a s  a r e s u l t  

of r e s t r a i n t .  

The ana lys is  and conclusion of the  t h e s i s  presents a  

discussion on d i f f e r i n g  types o f  organizational  change and 

t h e  e f f e c t  o f  reduced funding on the  hea l th  care organiz- 

a t i o n  and on t h e  qua l i ty  o f  hea l th  care services  delivered. 

The spec i f i c  f indings o f  t h i s  paper ind ica te  t h a t  o f  the  

hospi ta l s  surveyed, two-thirds experienced f inanc ia l  

r e s t r a i n t .  These hosp i t a l s  responded t o  t h e  r e s t r a i n t  by 

implementin'g bed closures  and s t a f f  reductions.  The 

act ions  of t h e  organizations experiencing r e s t r a i n t  a r e  

analogous t o  organizationi operating i n  a  c r i s i s  s i t u a t i o n .  



Dedicated t o  my 

Cathy, 

wife, . 

and t o  my sons, 

Christopher and Andrew 



ACKNOWLEDGEMENTS 

The completion o f  t h i s  t h e s i s  was possible only through 

t h e  ass i s tance  of severa l  people. I am deeply indebted t o  

D r ,  P .  Smith, my t h e s i s  supervisor who provided immeasurable 

support and advice on the  research and wr i t ing  o f  t h e  

t h e s i s .  D r .  Smith a l s o  made himself a ~ i l a b l e  during 

non-working hours t o  accommodate the schedule o f  a working 

s tudent .  I thank him f o r  t h i s  f l e x i b i l i t y  i n  h i s  schedule. 

I would a l s o  l i k e  t o  thank D r .  A .  Doerr who was my i n i t i a l  

t h e s i s  supervisor and a s s i s t e d  i n  the  ea r ly  s tages  o f  the  

t h e s i s  preparation.  I would a l s o  l i k e  t o  thank D r .  Goddard, 

my second t h e s i s  supervisor,  f o r  h i s  advice.  

The research of t h i s  t h e s i s  was made possible  through the  

cooperation o f  nine hosp i t a l s  i n  the  lower mainland o f  B.C. 

These hosp i t a l s  w i l l  remain anonymous, but I would l i k e  t o  

thank each o f  them f o r  the  time and ass i s t ance  they extended 

t o  my research. The Department of Health and Welfare, 

S t a t i s t i c s  Canada, Ministry o f  Health, the  Br i t i sh  Columbia 

Health Association and the  Canadian Hospital  Association 

a r e  a l so  thanked f o r  t h e i r  ass i s tance  i n  my research.  

F ina l ly ,  a spec ia l  thanks t o  my wife Cathy, who under- 

stood how much t h i s  t h e s i s  meant t o  me and provided me with 

the  support and encouragement I needed t o  complete i t ,  



v i i  

Approval 

Abstract 

Dedication 

~cknowled~ements 

TABLE OF CONTENTS 

- .  

L i s t  o f  Tables 

L i s t  of Charts and Figures 

Chapter I : 

Chapter I1 : 

Chapter 111: 

Chapter I V  : 

Chapter V : 

chapter V I  : 

Appendices 

Bibliography 

Introduct ion 

The History of Federal-Provincial 
Health Care i n  Canada and i t s  
Effec t  on the  Health Care 
Organizat i on 

The F i r s t  Phase 1867-1945 

The Second Phase 1945-1977 

The Third Phase 1977 t o  t h e  Present 

The Methodology f o r  Analyzing the  
Impact o f  t h e  E.S. Program on Hospital 
Operations 

Findings 

Analysis 

Conclusion 

iii 

v i  

v i i i  

i x  

' 1 

37 

40 

53 

75 

100 

113 

161 

173 

178 

195 



v i i i  

LIST OF TABLES 

Table A: 

Table B: 

I 

Table C:  

Table D: 

Table E: 

. Table F: 

Table G: 

Table Hz 

Table I: 

Table J: 

Table K: 

Table L: 

?rovinci,al Health Insurance Plans : Extra 
Billing/User Charges by Hospital 

1982-83 Funding Increases i n  Operating 
Budgets from Hospital Programs 

The Percentage Change i n  Hospital Beds 
Classed as Open f o r  1982-83 Compared 
t o  1981-82 B 

Comparison of Minor t o  Major Changes 
f o r  Hospitals Receiving a Budget Increase 
of Less Than 9.go i n  1982-83 

Comparison of Minor t o  Major Changes f o r  
Hospitals Receiving a Budget Increase 
of 12% o r  Greater i n  1982-83 

Hospitals Receiving Budget Increases '  i n  
1982-83 Less Than 9.9% Over the  1981-82 
Level 

Hospitals Receiving Bud e t  Increases i n  
1982-83 Greater Than 12 o Over the 
1981-82 Level 

7 
Changes i n  S ta f f ing  f o r  Hospitals 
Receiving a Budget Increase of 9 .g0  
o r  Less i n  1982-83 

Changes i n  S taf f ing  f o r  Hospitals  
Receiving a Budget Increase of 12% o r  
Greater i n  1982-83 

Changes i n  S taf f ing  f o r  Hospitals 
Surveyed f o r  the Nine Months Ending 
Dec. 31, 1983 

Changes i n  S ta f f ing  by Department 

Change i n  the  Number of Beds Classed a s  
Open f o r  the  Time Period Mar. 31, 1983 
t o  Dec. 31, 1983 



LIST OF CHARTS AND FIGUFG2S 

Charts 

Chart I : Real Economic Growth 
B.C . and Canada . 

I 

Chart I1 : Employment Growth 
B. C . and Canada 

Chart 111: Natural Resource Revenues 

Chart I V  : The Bureaucratic vs The Adaptive System 
of  Organizational Structure  ' 17 

Chart V : Administration and Payments t o  Hospitals  103 

Chart VI : Typical Organizational Chart o f  a General 
Hospital  115 

Chart V I I :  Typical Organizational Chart o f  an 
Extended C.are Hospital  . 116 

Figures 

Figure 1 : ~ i f e s t y l e / ~ e a l t h  S ta tus  Model 



Chapter I 

Introduction 

I B r i t i s h  Columbia, l i k e  t h e  r e s t  o f  Canada, has experienced 

the  recessionary i l l s  of high unemployment and l o w  economic 

growth i n  t h e  ear ly  pa r t  o f  t h i s  decade. The unemployment 

r a t e  i n  Br i t i sh  Columbia f o r  January 1983 was 16.1% and 

the  Canadian average f o r  t he  same time period was 13.7%. 1 

Real economic a c t i v i t y  declined s ign i f i can t ly  during t h i s  

recessionary period. I n  1982, r e a l  economic a c t i v i t y  i n  

Br i t i sh  Columbia decreased 6.17% from t h e  1981 leve l .2  A 

review o f  t h e  employment and economic growth t rends ( i n  

Charts I and I1 below) c l ea r ly  reveal  t h a t  1982 was the m o s t  

depressed year  i n  t h i s  recent economic recession.  The char t s  

a l so  ind ica te  t h a t  during t h i s  recession,  Br i t i sh  Colunbia 

has experienced g rea te r  economic hardship than the  Canadian 

average during 1982, p a r t i c u l a r l y  i n  terms o f  employment 

growth. 

'public Employers o f  B r i t i s h  Columbia, V o l  . 6 ( Oc'c ./Nov., 
1983), p.  34. Charts I and I1 ind ica te  t h i s  was the  most 
depressed time period o f  t he  recession.  

'province o f  B. C . , Ministry o f  Lands, Parks and Housing, 
Housing Quar te r ly ,  (Dec., 1983), p. 1. 



Chart I 

Real Economic Growth 

B. C . and Canada 3 

REAL ECONOMIC GROWTH 
8. C. AND CANADA 

B r i t i s h  
Columbia 

3 ~ r o v i n c e  of B.C. ,  Minis t ry  of Lands, Parks and Housing, 
Housing Q u a r t e r l y ,  (Dec., 1983) ,  p .  1. 



Chart I1 

Employment Growth 

B.C. and Canada 4 

E M P L O Y M E N T  GROWTH 
8. C. A N D  C A N A D A  

B r i t i s h  
Columbia 

4 ~ r o v i n c e  of B. C . , Ministry of Lands, Parks and Housing, 
Housing Quar t e r ly ,  (Dec., 1983),  p. 3. 



The f a c t  t h a t  the  economic hardship experienced i n  

Br i t i sh  Columbia i s  higher than  the  Canadian average i s  

la rge ly  due t o  t he  nature o f  the  province 's  economy. The 

B.C. economy i s  primari ly based on the  a c t i v i t i e s  o f  the  

ex t r ac t ive  i n d u s t r i e s  o f  lumbering, mining and f i sh ing .  

Manufacturing and a g r i c u l t u r e  a r e  not s t rong  economic a c t -  

i v i t i e s  i n  the  province. The biases  towards t he  ex t rac t ive  

i ndus t r i e s  have been a t t r i b u t e d  by G .  Galbrai th t o  the  ea r ly  

h i s t o r i c a l  h a b i t a t i o n  and development of the  province. 

The mountainous t e r r a i n  gave r i s e  
t o  the  province ' s mining-industry, 
i t s  f i rst  source of wealth. This 
f e a t u r e ,  .the exposed and nearly 
exposed seams of ore ,  f i rs t  brought 
B r i t i s h  Columbia t o  the  world's 
a t t e n t i o n .  The seas ide  l oca t ion  of 
t h e  coas t a l  p a r t s  of the  province 
meant r a i n s ,  which i n  t u r n  meant 
vas t .  f o r e s t s  of ,valuable timber,  
and f i s h . . .  ... it required the  advanced tech- 
nology and the  sophis t i ca ted  organ- 
i z a t i o n  of the  Europeans ' t o  f u l l y  
exp lo i t  the  na tu ra l  resources o f  
B r i t i s h  Columbia. 
Large f i s h  canneries,  f o r e s t  f i r m s  
and mining and ore  processing firms 
came t o  control  the  B r i t i s h  Columbia 
economy and provided em~lovment f o r  
l a rge  numbers of manual- a i d  c l e r i c a l  
workers and a n c i l l a r y  business f o r  
lawyers,  merchants, and various types  
of small  commerical en t e rp r i s e  .5 

 ordo don S. Galbra i th ,  " B r i t i s h  Columbia", The Provincia l  
P o l i t i c a l  Systems : Comparative Essays, eds . D.  J .  Bellamy , 
J . H .  Pammett, D.C.  Rowat (Toronto: Methuen, 1976),  p. 63. 



Galbr a i t h  f u r t h e r  explains t h a t  the physiogr 

o f  B r i t i sh  Columbia have never allowed it t o  

5 

aphic condit ions 

become a s  

a g r i c u l t u r a l l y  s t rong  a s  o ther  regions o f  Canada. 6 

The dependence of t h e  Br f t i sh  Columbia economy on the  
I 

primary i n d u s t r i e s  has a l s o  meant a  dependance on ex te rna l  

markets. The decl ine  i n  demand by ex t e rna l  markets f o r  

lumber and meta l lu rg ica l  products caused the  major ex t rac t -  

i ve  i ndus t r i e s  t o  cu t  back operat ions i n  the  province. ' A 

recent  1983 provincia l  repor t  on provincia l  economic a c t i v i t y  

s t a t e d  the  following with respect  t o  mining: 

The mining indust ry  i n  B.C. t h i s  
year  benef i t t ed  from higher aver- 
age prices.  f o r  some meta l l i c  
minerals such a s  copper, compared 
with a  yea r  ago. Nevertheless,  
ove ra l l  production a c t i v i t y  i s  
s t i l l  very depressed compared with 
a  few years  ago because of g lobal  
overcapacity and l o w  l e v e l s  of 
i n d u s t r i a l  demand. A number o f  
e x i s t i n g  mines remain closed and 
major new metal mine developments 
a r e  on hold pending f u r t h e r  improve- 
ments i n  market condit ions.  7  

7 ~ r o v i n c e  of B. C . , Ministry of Lands, Parks and Housing 
Housing Quar t e r ly ,  (Dec., l 9 8 3 ) ,  p. 2 .  



Lumbering i n  B r i t i s h  Columbia has a l s o  improved i n  1983 

over depressed 1982 l e v e l s  due t o  an increase  i n  ex te rna l  

market demand. 

- T o t a l  B.C.  lumber production 
should exceed 12  b i l l i o n  board 
f e e t  i n  1983 - up 22 per  cent 
over t he  depressed l e v e l s  o f  1982. 8  

Chart I11 a l s o  i nd i ca t e s  t h a t  revenues from the  fores t*  

s ec to r  a r e  t o  increase  i n  1983-84. The 1982 l e v e l s  of 

production i n  both t h e  lumbering and mining sec to r s  w i l l  

be recorded a s  t he  lowest experienced i n  recent  years .  

The provincia l  gove-rnment rea l ized  i n  1982 t h a t  the  red- 

uct ion i n  primary i n d u s t r i a l  a c t i v i t i e s  would mean a sub- 

s t a n t i a l  reduction i n  revenues f r o m  resource taxa t ion .  The 

a c t u a l  and estimated na tu ra l  resource revenues reductions a r e  

c i t ed  i n  Chart 111. A s  can be c l ea r ly  seen f r o m  the  cha r t ,  

revenues f rom na tu ra l  resources decreased d r a s t i c a l l y  i n  t he  

years  1981-82, 1982-83 and 1983-84 i n  comparison t o  the  

growth noted i n  1978-79, 1979-80, an: 1980-81. Expenditures 

though, f o r  publ ic  programs i n  1982, were estimated t o  inc-  

rease .9 With an equation of reduced revenues t o  

 he 1981-82 est imates f o r  hea l th  cos t s  alone f o r  example, 
were ca lcula ted t o  increase  from $795,254,313 i n  1980-81 t o  
$1,043,175,935 i n  1981-82. An increase  o f  over 20%. 
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manage increas ing  program c o s t s ,  t he  province decided t o  

implement policy measures t o  con t ro l  government expenditures.  

On February 18,  1982, Premier W .R .  Bennett- announced the  

in t roduc t ion  of a publ ic  s e c t o r  f i n a n c i a l  r e s t r a i n t  program 

e n t i t l e d  The Economic S t a b i l i z a t i o n  Program ( h e r e a f t e r  

. re fe r red  t o  as the  E.S. program). The program contained 

the  following d i r e c t i v e s :  

1. Operating expenditures of t he  
province s h a l l  not exceed 12 
per  cent growth over a c t u a l  
expenditures i n  1981/82. 

2. Expenditures by major 
program s h a l l  not exceed 
12 per  cent .  

3. Min is t r i es  may vary i n  
growth i n  g ran ts  t o  various 
i n s t i t u t i o n s  wi thin  a program. 

4. Municipal operat ing expend- 
i t u r e s  may not exceed 12 per  
cent  growth over 1981/82 
expenditures,  except with 
approval of t he  Inspector  
of Municipal i t ies .  

5 . School boards i n  t o t a l  may 
not exceed a growth r a t e  of 
12 per  cent over t h e i r  prev- 
ious  f i s c a l  year ,  beginning 
September, 1982. 



6.  Educat ional  t a x  on r e s i d e n t i a l  
p rope r t i e s  s h a l l  be r e s t r i c t e d  
during 1982.11 

The E.S. program was viewed by t h e  Bennett  government a s  

a n  e f f e c t i v e  means t o  r e s t r a i n  t h e  growth of pub l i c  pro- 

gramming budgets. The f a c t s  t o  da te  though, r evea l  t h a t  t h e  

government d id  not  s t r i c t l y  adhere t o  t h e  d i r e c t i v e  of 12% 

rnaximum growth i n  opera t ing  budgets. The Ministry of 

Human Resources f o r  example, increased  t h e i r  expenditures  

i n  1982-83 by 33% more t han  t h e i r  1981-82 budget. l2 1n  

hea l t h  c a r e ,  t h e r e  was an  i nc r ea se  of only 7.3% i n  t h e  

1982-83 budget over t h e  1981-82 budget.13 The Consumer 

P r i c e  Index f o r  1982 was 10.5% and f o r  1983 was 5.5%. 14  

It would seem arguablev t h a t  t h e  government e s t ab l i shed  

a program p r i o r i t y  system independent of t h e  E.S. program. 

The one element of t h e  E.S. program which was adhered t o  

though, was The Compensation S t a b i l i z a t i o n  Program 

( l i e rea f t e r  r e f e r r ed  t o  a s  t h e  C .So program) . The C .S . pro- 

gram was c rea ted  a s  a sub-program of t h e  E.S. program. 

The purpose of t h e  C.S. program was t o  r e s t r i c t  compensation 

Government of B r i t i s h  Columbia, "Highl ights  of t he  
Economic S t a b i l i z a t i o n  Program", ( B  .C . , 1982) , p. 1. 

12province of B r i t i s h  Columbia, "Res t ra in t  and Recovery: 
The Next Steps" ,  ( V i c t o r i a ,  B . C . ,  1983) ,  p.  5.  

131bid. ,  p .  16 .  

14~overnment of Canada, The Consumer P r i c e  Index, (Dec., 
1983, S t a t i s t i c s  Canada) p.1. 



t o  l abour ,  a s  manpower cos t s  a r e  t h e  l a r g e s t  expense i tem i n  

publ ic  s e c t o r  budgets .Ir; The C .S . program r e s t r i c t e d  wage 

inc reases  i n  1982 t o  10% with a  pos s ib l e  p lus  o r  minus 2% 

f o r  experience and a  f u r t h e r  2% f o r  i nc r ea se s  i n  product- 

i v i t y .  l6 The Ju ly  7 t h ,  1983 p rov inc i a l  budget has amended 

t h i s  compensation l e v e l  t o  a  maximum of plus 5%. l7 The 

commissioner of t h e  C.S. program, M r .  Ed Peck, has been 

responsib le  f o r  reviewing a l l  publ ic  s e c t o r  compensation 

se t t l ements  t o  ensure t h a t  they a r e  w i t h i n  t h e  gu ide l ines  

e s t ab l i shed  by t h e  C .S. program. 

A t  a n  I n s t i t u t e  of Pub l i c  Adminis t ra t ion  of Canada 

(I  .P.A.C.) conference on "Public  Administrat ion i n  a  Time of 

I n f l a t i o n  and Res t r a in t " ,  M r .  Larry B e l l ,  t h e  p rov inc i a l  

Deputy Min i s te r  of Finance, ou t l ined  t h e  r a t i o n a l e  support-  

i n g  t h e  government's r e s t r a i n t  po l i cy .  The E .S . program, 

according t o  M r .  B e l l ,  w a s  d i r e c t e d  a t  r e s t r a i n i n g  t h e  

growth of expenditures  i n  t h e  publ ic  s e c t o r  opera t ing ,  

c a p i t a l ,  and cons t ruc t ion  budgets.  The need f o r  r e s t r a i n t  

was a  r e s u l t  of p ro jec ted  l o s s e s  i n  p rov inc i a l  revenues 

15chapt.er I V  w i l l  demonstrate t h i s  po in t  i n  terms of 
h e a l t h  c a r e  budgets.  See p.123 

16~overnment of B r i t i s h  Columbia, "Notes f o r  an  Address 
by t h e  Honourable William R e  Bennett on Strengthening t h e  
B r i t i s h  Columbia Economy", (Feb.,  1982) . 

17~rov ince  of B r i t i s h  Columbia, "The Budget Speech of t h e  
Honourable W .R.  Bennett" , ( J u l y ,  1983) . 



and t h e  government's unwil l ingness  t o  support  d e f i c i t  

f inancing.18 Education and h e a l t h  c a r e  o f f i c i a l s  have been 

extremely vocal  about  t h e  e f f e c t s  of t h e  E.S. program on 

opera t ions .  The media has  conveyecl t e s t i m o n i a l s  by pub l i c  

o f f i c i a l s  regarding  t h e  r educ t ion  i n  q u a l i t y  of s e r v i c e  

due t o  t h e  cu t  i n  funds t o  h e a l t h  ca re  and educa t iona l  

i n s t i t u t i o n s .  l9 For example, on August 1 9 ,  1982, t h e  

Coquitlam Today publ i shed  such a t e s t i m o n i a l .  The fol lowing 

i s  a n  e x t r a c t :  

Concern over t h e  q u a l i t y  of h e a l t h  
c a r e  o f f e r e d  l o c a l  r e s i d e n t s  promp- 
t e d  Coquitlam's c o u n c i l ' s  d e c i s i o n  

18statements  made by t h e  Deputy M i n i s t e r  of Finance i n  a 
speech a t  t h e  A p r i l  1 7 ,  1982 I .P.A.C. conference on 
"Public  Adminis t ra t ion  i n  a Time of I n f l a t i o n  and Res t ra in t "  , 
(Vancouver, B . C . ) .  

l%he Vancouver Sun , E d i t o r i a l  S e c t i o n  (June 26,  1982) .  
"The government ' s po l i cy  of underfunding medical ca re  w i l l  
c o s t  us much more t h a n  it w i l l  save.    ore t h a n  a week ago 
I put a  very urgent  p a t i e n t  on a wa i t ing  l i s t ,  one who 
wbuld have been admit ted  w i t h i n  one o r  two days a couple 
of y e a r s  ago.  She w i l l  not  d i e  i f  not  admit ted ,  s o  I 
cannot c a l l  it a n  emergency. She can s t i l l  walk bu t  with 
r ap id ly  i n c r e a s i n g  d i f f i c u l t y  because of  p ressu re  on t h e  
s p i n a l  cord i n  t h e  neck. If t r e a t e d ,  she  may cont inue 
walking..  ." ( D r .  C.A. Simpson). 



t o  send a l e t t e r  t o  Health 
M i n i s t e r  J i m  Nielson about 
t h e  " d r a s t i c "  h o s p i t a l  
funding cutbacks.  
... the e l i m i n a t i o n  of 25 
staff members a t  Queen's 
Park Extended Care Hosp i t a l  
w i l l  " s e r i o u s l y  a f f e c t  t h e  20 
well-being of t h e  r e s i d e n t s " .  

S i m i l a r  s ta tements  have been made with r e s p e c t  t o  t h e  

educa t iona l  system, but t h i s  paper  i s  concerned only with 

t h e  h e a l t h  ca re  component. One of t h e  i s s u e s  t h i s  t h e s i s  

w i l l  address  i s  t h e  ques t ion  of whether o r  not t h e r e  i s  any 

v a l i d i t y  i n  s t a t ements  of q u a l i t y  change wi th  r e s p e c t  t o  

t h e  h e a l t h  c a r e  component of t h e  pub l i c  s e c t o r .  

This t h e s i s  w i l l  a l s o  address  t h e  q u e s t i o n  o f  whether 

o rgan iza t iona l  change has r e s u l t e d  from t h e  E.S. program. 

The l i t e r a t u r e  on o r g a n i z a t i o n a l  theory would i n d i c a t e  t h a t  

h o s p i t a l s  as o rgan iza t ions ,  w i l l  be r e s i s t a n t  t o  change. 

A s  noted by F. Rourke: 

This  tendency of e s t a b l i s h e d  
o rgan iza t ions  t o  become wed- 
ded t o  r o u t i n e s  and r e s i s t a n t  

'O~he Coquitlam Today, "Grave Concern Expressed Over 
Hosp i t a l  Cutbacksu (Aug. 1 0 ,  1982) . 



t o  change has  f r equen t ly  
been used t o  j u s t i m  
t h e  c r e a t i o n  of new i n s t -  
i t u t i o n s  t o  adminis t  r 
i m o v a t i v e  programs. 2, 

The t h e s i s  of t h i s  paper  p r e d i c t s  t h a t  f i n a n c i a l  r e s t r a i n t  

w i l l  cause minimal change t o  h o s p i t a l  o r g a n i z a t i o n a l  

s t r u c t u r e  and methods of product ion.  I n  J a c t ,  i n  economic 

terms,  r e s t r a i n t  w i l l  cause s h o r t  t o  in te rmedia te  run 

dec i s ions  as opposed t o  long run  dec i s ions .  ~ h o r t / i n t e r -  

mediate Tun dec i s ions  inc lude  those  dec i s ions  " i n  which t h e  

i n p u t s  of a l l  f a c t o r s  of product ion  may be v a r i e d  but i n  

which t h e  b a s i c  technology of product ion i s  unchanged". 22  

Long run  dec i s ions  a r e  those  dec i s ions  " i n  which t h e  tech-  

no log ica l  p o s s i b i l i t i e s  open t o  t h e  f i r m  a r e  s u b j e c t  t o  

changew . 23 This  paper  maintains  t h a t  h o s p i t a l s  w i l l  have 

implemented shor t / in te rmedia te  run  dec i s ions  which r e s u l t e d  

i n  changes i n  l e v e l  of opera t ions  and no t  changes i n  prod- 

u c t i o n  methods o r  t echno log ica l  processes  ( t h i s  would 

inc lude  s t r u c t u r a l  a d a p t a t i o n )  . The dec i s ions  r e l a t i n g  t o  

changes i n  h o s p i t a l  opera t ions  as a  response t o  f i n a n c i a l  

LL F.E. Rourke, Bureaucracy, P o l i t i c s ,  and P u b l i c  Pol icy  
( L i t t l e ,  Brown, and Co., Canada, 1976) ,  p. 92. 

"R. Lipsey,  G .  Sparks & P. S t e i n e r ,  Economics (New York: 
Harper & Row, P u b l i s h e r s ,  l 9 7 3 ) ,  p .  180.  The a u t h o r s  d i scuss  
t h e  d i f fe rence  between s h o r t ,  long and ve ry  long run  deci-  
s i o n s .  I n  t h i s  paper ,  s h o r t  and long have been t r e a t e d  a s  
shor t / in termedia te  and very long  has been t r e a t e d  as long. 

'39 
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r e s t r a i n t  a r e  t i e d  t o  t h e  l e v e l  of funding which t h e  hos- 

p i t a l  r e c e i v e s  and would be reversed  i f  funding w a s  

re turned  t o  t h e  p r e - r e s t r a i n t  l e v e l .  More s u s t a i n e d ,  perm- 

anent o r g a n i z a t i o n a l  changes i n  product ion methods, tech-  

nology u t i l i z e d  and o r g a n i z a t i o n a l  s t r u c t u r e  w i l l  not r e s u l t  

from t h e  E.S. program. The r a t i o n a l e  suppor t ing  t h i s  hyp- 

o t h e s i s  i s  t h a t  h o s p i t a l s ,  l i k e  most contemporary s o c i a l  

o rgan iza t ions ,  a r e  h igh ly  s t r u c t u r e d ,  bureaucra t i c  organ- 

i z a t i o n s  which a r e  r e s i s t a n t  t o  change .24 Hosp i t a l s  

w i l l  r e s i s t  ,any environmental  change r e q u i r i n g  a s i g n i f i c a n t  

change i n  t h e i r  t r a d i t i o n a l  behavior .  A .  Downs r e f e r s  t o  

t h i s  o r g a n i z t i o n a l  r e s i s t a n c e  t o  change as " i n e r t i a " .  

2 4 ~ e e  C .A. Meil icke and J .L.   torch, e d s ,  P e r s ~ e c t i v e s  of 
Canadian Heal th and S o c i a l  Se rv ices  Po l i cy :  His to ry  and 
Emerging Trends (Ann Arbor: - U n i v e r s i t y  of Michigan, 1 9 8 0 ) ~  
I n  t h e  i n t r o d u c t i o n ,  t h e  e d i t o r s  d i scuss  t h e  bureaucra t i c  
s t a t e  of t h e  h e a l t h  c a r e  d e l i v e r y  system and t h e  l i k e l i h o o d  
t h a t  s o c i a l  s e r v i c e s  w i l l  become i n c r e a s i n g l y  bureaucra t i c i zed  
i n  t h e  f u t u r e .  "Indeed t h e  s i g n s  i n d i c a t i n g  t h a t  t h e  f i f t h  
e r a  may be c h a r a c t e r i z e d  by inc reased  b u r e a u c r a t i c i z a t i o n  of 
s o c i a l  s e c u r i t y  programs a r e  s o  c l e a r  t h a t  one wonders 
whether t h e  near  f u t u r e  may no t  see  a need f o r  major e f f o r t s  
t o  c o r r e c t  t h e  problems which a r e  so  o f t e n  t h e  r e s u l t  of 
r a p i d  growth i n  o r g a n i z a t i o n a l  s i z e  and complexity" p.  14. 



Organizations, l i k e  individuals ,  
a r e  r e luc t an t  t o  accept any 
change i n  t h e i r  environment - 
whether good o r  bad - a s  perm- 
anent i f  such acceptance would 
require  them t o  make s i g n i f i c a n t  
a l t e r a t i o n  i n  t h e i r  customaxy 
behavior pa t t e rns .  It i s  usually 
more r a t i o n a l  t o  continue these  
behavior pa t t e rns  while conducting 
an  in tens ive  search t o  see  whether 
t h e  o ld  s t a t u s  quo an t e  w i l l  r e tu rn .  
Hence t h e  cos t s  of read jus t ing  
behavior pa t te rns  c rea te  a c e r t a i n  
d i scont inu i ty  of behavior a t  the  
l e v e l  t o  which t h e  organizat ion o r  
ind iv idua l  has become accustomed. 
This c h a r a c t e r i s t i c  i s  commonly 
known a s  i n e r t i a  .25 

Downs f u r t h e r  s t a t e s  t h a t  organizat ions which have exper- 

ienced rapid  growth a l s o  experience a  bureaucrat iza t ion 

process known as the  " r i g i d i t y  cycle".  

The f i r s t  phase of the  
r i g i d i t y  cycle occurs when 
an  operat ing bureau ( o r  s e t  
of bureaus) g r e a t l y  expands. 
The l a r g e r  it g e t s  and t h e  
f a s t e r  it grows, t h e  more 

. l i k e l y  i t  i s  t h a t  he e n t i r e  
cycle w i l l  occur. 26  

2 5 ~ .  Downs, Ins ide  Bureaucracy (Boston: L i t t l e ,  Brown 
and Co., 1967) , p. 174. 



Hosp i t a l s  have been reknowned f o r  t h e i r  r a p i d  growth 

s i n c e  t h e  second world w a r .  The next chap te r  w i l l  o u t l i n e  

t h e  h i s t o r y  of t h e  h e a l t h  ca re  system i n  Canada and w i l l  

demonstrate t h a t  t h e  h i s t o r i c a l / c o n t e x t u a 1  f a c t o r s  i n -  

f luenc ing  h o s p i t a l  development have r e s u l t e d  i n  t h e  bureau- 

c r a t i z a t i o n ,  i n s t i t u t i o n a l i z a t i o n  and r i g i d i t y  i n  organ- 

i z a t i o n a l  s t r u c t u r e  i n  Canadian h o s p i t a l s .  The r e s u l t  i s  

t h a t  h o s p i t a l s  as o r g a n i z a t i o n s ,  more c l o s e l y  p a r a l l e l  t h e  

bureaucra t i c  model as opposed t o  t h e  adap t ive  model. The 

bureaucra t i c  model i s  charac te r i zed  by " impersonal ;  a s c r i b e d  

r o l e s  and r u l e s ,  r a t i o n a l  e f f i c i e n c y ,  r i g i d  h i e r a r c h i c a l  

s t r u c t u r e ,  mainly v e r t i c a l  communications and s p e c i f i c i t y  

of tasks '  and expecta t ions" .  27 The adap t ive  model i s  t h e  opp- 

o s i t e ' t o  t h e  bureaucra t i c  model and i s  c h a r a c t e r i z e d  by 

wpersona l  involvement, achievement o r i e n t e d ,  adap t ive  e f f -  

i c i e n c y ,  con t inua l  adjustment and r e d e f i n i t i o n  of i n d i v i d u a l  

11 t o  achieve t h e  shared  group t a s k , . . .  . 28 Chart I V  compares 

t h e  d i f f e r i n g  c h a r a c t e r i s t i c s  of t h e  b u r e a u c r a t i c  and 

adap t ive  models. One must remember when comparing t h e  

bureaucra t i c  and adap t ive  models t h a t  t h e r e  i s  t h e  p o s s i b i l i t y  

of a n  o rgan iza t ion  being predominantly b u r e a u c r a t i c  and having 

2 7 ~ e e  Chart  I V .  

2 8 ~ e e  Chart IV. 
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adaptive c h a r a c t e r i s t i c s ,  and v ice  versa .  What is  emphasized 

here i s  t h a t  the  h o s p i t a l ,  because of i t s  h i s t o r i c a l  evol- 

u t i on ,  has organizat ional  c h a r a c t e r i s t i c s  which more closely 

a l i g n  the  bureaucrat ic  model. 

Evidence w i l l  be s e t  out i n  t h e  t h e s i s  t o  support the  

contention t h a t  the  h o s p i t a l  has developed i n  conformity with 

Downs' o s s i f i c a t i o n  syndrome i n  providing hea l th  se rv ices  

i n  B r i t i s h  Columbia. It i s  t h e  i n t e n t  of t h i s  t h e s i s  t o  

examine and analyze t h e  changes implemented by hosp i t a l s  

a s  a  response t o  the  E.S. program i n  B r i t i s h  ~o lumbia .  The 

purpose of t h i s  ana lys i s  i s  t o  determine whether f i n a n c i a l  

r e s t r a i n t  has caused changes i n  l e v e l s  of operat ion or  

changes i n  production methods and organizat ional  s t ruc tu re .  

The research w i l l  determine i f  organizat ional  changes r e su l t -  

i n g  f r o m  t h e  r e s t r a i n t  program a r e  s i g n i f i c a n t  o r  minimal. 

It w i l l  a l s o  allow f o r  examination of t h e  e f f e c t  o f  r e s t r a i n t  

on qua l i t y  of se rv ices  del ivered.  

Through t h e  use o f  organizat ional  theory,  t h i s  t h e s i s  

w i l l  s e t  out the  l i k e l y  e f f e c t s  of r e s t r a i n t  on hosp i t a l  

behaviour/structure and what. t he  subsequent e f f e c t s  have 



been on the  q e a l t h  . r e  s e n  
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3. The 

use of organizat ional  theory i n  pol icy  ana lys i s  i s  an  effec-  

t i v e  mechanism f o r  understanding the  consequences of gover- 

nment policy on agencies de l iver ing  s o c i a i  se rv ices .  But, 

- a s  noted by V .  Wilson organizat ional  theory i s  a  complex 

subject  area  and is  composed of severa l  d i s c ip l ines .  I n  

a  recent  a r t i c l e  i n  Canadian Public  Administration, Wilson 

discussed the  relevance of organizat ional  theory t o  public  

adminis t ra t ion:  

To embark on a  study of 
organizat ional  theory and i t s  
relevance t o  Public  Admin- 
i s t r a t i o n  i s  analogous t o  under- 
taking Homer's Odyssey: l i k e  
Ulysses one i s  never q u i t e  s u r e  
i f  t he  journey has begun, where 
one i s  loca ted  a t  any point  of 
t ime,  o r  when the  whole night-  
marish experience w i l l  eventual ly 
end. P a r t  o f  t h i s  bewildering 
experience i s  undoubtedly due t o  
t h e  p r o l i f e r a t i o n  of poss ible  
routes  open t o  the  unsuspecting 
t r a v e l l e r ;  f o r  although a  vas t  
number of s tud i e s ,  concepts and 
approaches have been developed 
f o r  the  study of organizat ions 
t h e r e  i s  l i t t l e  apparent uni ty  
among them. This s t a t e  of a f f a i r s  
i s  p a r t l y  due t o  t he  number of 
"basic" and appl ied  d i sc ip l ines  
involved - psychology, economics, 
i n d u s t r i a l  management, p o l i t i c a l  



s c i e  c e ,  sociology t o  name a . 

few.' P a r t l y  i t  may a l s o  be 
due t o  t h e  absence of  a n  i n t -  
e g r a t i v e  framework t o  guide 
and g ive  sha rpe r  focus  t o  t h e  
d i s p a r a t e  s t r a n d s  of  r e sea rch .  30 

Wilson may be c o r r e c t  i n  h i s  a s s e r t i o n  t h a t  t h e r e  may be a 

l a c k  of u n i t y  amongst t h e  va r ious  t h e o r e t i c a l  frameworks 
0 

and concepts of  o rgan iza t iona l  theory .  The s tudy of org- 

a n i z a t i o n s  i s  mul t i f ace ted  and no one framework could i n t e g r -  

a t e  a l l ' f a c e t s  of o r g a n i z a t i o n a l  theory .  The s tudy of 

o r g a n i z a t i o n a l  behaviour inc ludes  t h e o r i e s  on l e a d e r s h i p ,  

o rgan iza t iona l  des ign ,  group behaviour,  mot iva t ion ,  organiz- 

a t i o n a l  change, communications, o r g a n i z a t i o n a l  development 

and decision-making, t o  name a few.31 The d i v e r s i f i e d  na ture  

of o r g a n i z a t i o n a l  theory  and t h e  l a c k  of a n  i n t e g r a t i v e  

framework should not discourage a n  a n a l y s t  from us ing  

o r g a n i z a t i o n a l  theory i n  a n a l y s i s .  The a n a l y s t  has  t h e  

c a p a b i l i t y  of s tudying  a s p e c i f i c  a spec t  of o r g a n i z a t i o n a l  

theory ,such  as l e a d e r s h i p ,  o r  can combine d i f f e r e n t  a s p e c t s  

of o r g a n i z a t i o n a l  theory  t o  address  a  p a r t i c u l a r  organiza t ion-  

a l  problem. For  example, a n  a n a l y s t  may want t o  c o n s t r u c t  

3 0 ~ i n c e  S . Wilson, "The In f luence  of  Organiza t ional  Theory 
i n  Canadian Pub l i c  Administrat ion1 ' ,  Canadian Pub l i c  Admin- 
i s t r a t i o n ,  Vol. 25 (Winter ,  1982) , p .  545. 

- - 
" ~ o d ~ e t t s  and Altman, Organizat ional  Behavior ( M i a m i ,  

F l a .  : W.B. Saunders Co., l 9 7 9 ) ,  pp. v i i i  and i x .  



a methodological framework using leadersh ip  and organiz- 

a t i o n a l  design theo r i e s  t o  study a motivat ional  problem 

i n  an  organizat ion.  

The problem requi r ing  a methodological framework . in  t h i s  

paper i s  how t o  adequately analyze the  e f f e c t  of a  change 

i n  t h e  environment ( t h e  in t roduc t ion  of t h e  E.S. program) 

on organizat ional  bdxaviour (impact on h o s p i t a l  behaviour/ 

s t r u c t u r e )  . There a r e  two organizat ional  t heo r i e s  which 

provide a bas i s  f o r  analyzing t h e  impact of t he  E.S. 

on hosp i t a l s .  The f i r s t  i s  i n s t i t u t i o n a l  theory 

and t h e  second i s  e f fec t iveness  theory.  Each of these  

t heo r i e s  provides a d i f f e r e n t  perspective on organizat ional  

behaviour and together  they provide a more complete under- 

s tanding of t h e  problem being s tudied.  I n s t i t u t i o n a l  

theory explains organizat ional  behaviour i n  t e rns  of t h e ,  

i n t e r a c t i o n  of t he  organizat ion with i t s  environment. 32 

Effect iveness theory focuses more on t h e  i n t e r n a l  dynamics 

of t h e  organizat ion and explains organizat ional  behaviour 

i n  terms of t he  d i s t r i b u t i o n  of resources t o  the  sub-units 

of t he  organization.33 The i n s t i t u t i o n a l  theory suggests 

j2c. Perrow, Complex Organizations (Glenview, I l l .  : S c o t t ,  
Foresman and Co.. , 1972),  p. 189. "The major a r ea  of con- 
t r i b u t i o n  of t h e  i n s t i t u t i o n a l - s c h o o l  must sure ly  be t he  
emphasis upon the  environment. No other  model of organiz- 
a t i o n  has taken t h e  environment i n t o  account a s  much a s  t he  
i n s t i t u t i o n a l  school." 

3 3 ~ .  Baker, Organizational Systems : General S y s t e u  - 
roaches t o  Complex 0.rganizations (Homewood: Ill .  : R.D. Irwin 
I n c *  19731, p.  462. 
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a  u se fu l  understanding of t h e  development of o rgan iza t iona l  

s t r u c t u r e ;  e f f ec t i venes s  theory  provides a n  exce l l en t  

framework f o r  measuring t h e  change i n  d i s t r i b u t i o n  of 

. resources t o  t h e  sub-uni ts  i n  a n  organiza t ion .  Both of 

t he se  t h e o r i e s  w i l l  be considered i n  more depth a t  t h i s  po in t .  

The i n s t i t u t i o n a l  theory of P. Se lznick  i s  b a s e g  on t h e  

soc io log i ca l  theory of s t ruc tu ra l - func t iona l i sm.  34 The 

s t r u c t u r e  of t h e  o rgan iza t ion ,  according t o  t he  theory ,  

evolves a s  a  product of func t ions  and i s  inf luenced by 

environment and h i s t o r y .  The o rgan iza t ion  evolves and 

develops systems i n  accordance with t h e  func t i on  it i s  

expected t o  perform. The i n s t i t u t i o n a l  model s t a t e s  t h a t  

organiza t ions  must be .viewed a s  a  whole: 

For i n s t i t u t i o n a l  a n a l y s i s ,  t h e  
in junckion i s  t o  analyze t h e  
whole o rgan iza t ion .  To s ee  it 
a s  a  whole is  t o  do j u s t i c e  t o  
i t s  " organic" cha r ac t e r .  S p e c i f i c  
processes a r e ,  of course,  ana l -  
yzed i n  d e t a i l ,  but  it i s  t h e  
ne s t i ng  of t he se  processes i n t o  
t h e  whole t h a t  g ives  them 
meaning. 35 

34~e r row ,  p. 177 . "Its major conceptual framework i s  t h a t  
of s t ruc tu ra l - func t iona l i sm,  i n d i c a t i n g  t h a t  func t ions  
determine t h e  s t r u c t u r e  of organiza t ions  and t h a t  s t r u c t u r e s  
can be understood by analyzing t h e i r  funct ion ."  

3 5 ~ b i d . ,  p .  178. 



2 3  

The viewing of t h e  organizat ion a s  a  whole allows the  ana lys t  

an  understanding of how the  organizat ion developed i t s  

s t r u c t u r e .  According t o  t h e  model, organizat ions a r e  t i e d  

t o  t h e i r  "na tu ra l  h i s to ry" .  "Natural h i s to ry"  has been 

explained by Perrow a s  the  h i s t o r i c a l  development of t he  

organizat ion 's  s t r u c t u r e  a s  defined by function.36 An 

example of t h i s  i s  t h e  emergence of radiology departments 

i n  hosp i t a l s  t o  provide x-ray se rv ices  once x-rays had been 

invented and t h e i r  u t i l i t y  i n  pa t i en t  se rv ices  was rea l ized .  

Natural h i s to ry  i s  an  account of t he  events and happenings 

which r e su l t ed  i n  t h e  organizat ion adapting and evolving t o  

i t s  present  s t a t e .  37 

I n s t i t u t i o n a l  theory provides t h a t  some organizat ions 

have a  n a t u r a l  h i s t o r y  t h a t  i nd i ca t e s  they are-  highly valued 

by the  community, and these  organizat ions become i n s t i t u t i o n -  

a l i z e d .  

3 6 ~ b i d  Po 9 p. 178. "The present  i s  rooted i n  t h e  p a s t ;  
no organizat ion (and no man) i s  f r e e  t o  a c t  a s  i f  t h e  s i t u a ~ .  
t i o n  were de novo and t h e  world a  s e t  of d i s c r e t e  opportun- 
i t i e s  ready t o  be se ized  upon a t  w i l l . "  

3 7 ~ b i d . ,  p. 178. "Because t h e  interchange of s t r u c t u r e  and 
funct ion goes. on over time, a  "na tura l  h i s to ry"  of an  org- 
an i za t ion  i s  needed ." 



Some organizat ions a r e  merely 
organizat ional  t o o l s  i n  which 
there  i s  l i t t l e  personal  inves t -  
ment and which can be cas t  
as ide  without r e g r e t .  Others 
Secome i n s t i t u t i o n a l i z e d .  They 

- take  on a d i s t i n c t i v e  charac te r ;  
they become pr ized i n  and of 
themselves, not merely f o r  t h e  
goods and se rv ices  they gr ind 
out.  People bui ld  t h e i r  l i v e s  
around them, i den t i fy  with 
them, become dependant upon 
them. The process o f  i n s t i t -  
u t i ona l i za t ion  i s  t h e  process 
of organic growth, wherein t h e  
organizat ion adapts  t o  t h e  
s t r i v i n g s  of i n t e r n a l  groups 
and the  value of t h e  ex te rna l  
soc ie ty  .38 

The organizat ion which i s  i n s t i t u t i o n a l i z e d  has values 

character ized by : 

1. an  i n t e r n a l  value system 
cont ro l led  by a "committed 
p o l i t y ,  with c l e a r  i d e n t i t y  
and purpose, serving the  
s e l f i s h  s t r i v i n g s  o f  i t s  
part icipants"?9;  and 

2 .  an ex te rna l  value system 
of " adap tab i l i t y ,  respon- 
s iveness ,  impregnated with 
community values1* .40 
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The committed p o l i t y  wi thin  t he  i n s t i t u t i o n  serves  t o  r e s i s t  

change i n  organizat ional  behaviour unless  the  change i s  i n  

accordance with community values. Community values a r e  

norms which do not change quickly.  I n s t i t u t i o n s  a s  a  

r e s u l t ,  s t r i v e  t o  continue t h e i r  pursu i t  of goa l s  i n  terms 

of es tab l i shed  va lues ;  va r i a t i ons  i n  these  goa ls  a r e  

r e s i s t e d .  

Their  notion of organizat ional  
vocabularies and the  s t a b i l i z i n g  
force  custom, well-worn commun- 
i c a t i o n  l i n e s ,  and so on resemble 
the  i n s t i t u t i o n a l  view o f  bas ic  
i d e n t i t y ,  o r  charac te r ,  and the  
"conservative" nature o f  i n s t i t -  
u t ions  t h a t  r e s i s t c f o r t u i t o u s  
change'. b1 

The process of modifying the  basic organizat ional  s t r u c t u r e  

of the  i n s t i t u t i o n  t o  accommodate changes i n  t he  environment, 

as ide  from a change i n  community values ,  i s  there fore  q u i t e  

d i f f i c u l t  a s  t he  organizat ion r e s i s t s  a l t e r i n g  i t s  behav- 

i o u r a l  pa t t e rns  t o  make these  accommodations. 
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Canadian hosp i t a l s  a r e  i n s t i t u t i o n s  which have become 

"prized" by the  communities they serve .  They have a  s t ruc -  

t u r e  which r e f l e c t s  the  "equity p r inc ip le"  with an emphasis 

on the  cura t ive  approach. 

The concept, equ i ty ,  and t h e  
method, the  insurance approach, 
seem t o  have become thoroughly 
assoc ia ted  i n  most people's minds. 
The point  t h a t  it was equa l i ty  of 
access t h a t  was intended and not 
equa l i ty  per  s e ,  and only equa l i ty  
of access  t o  a  c e r t a i n  type of 
s e rv i ce  seems t o  be fo rgo t ten  i n  
what many regard a s  the  general  
march toward equity implied by t h e  
sum t o t a l  of "welfare s t a t e "  ac t ions  
i n  t h e  postwar period.42 

The development of the  state-f inanced universa l  Medicare 

program has become i n s t i t u t i o n a l i z e d  i n  t he  hea l th  care 

system. Modern hosp i t a l s  and the  se rv ices  which they 

de l ive r  a r e  a  r e f l e c t i o n  of :  

1. The high p r i o r i t y  Canadians place on 

a  universa l  hea l th  care system and 

2 .  The importance of equi ty  i n  Canadian 

heal th  care  programming and cu l tu re .  

4 2 ~ .  Manga and G .  Weller, "The Fa i lu re  of t h e  Equity 
Objective i n  Health: A Comparative Analysis o f  Canada, B r i t a i n  
and the  United S t a t e s ?  Comparative Soc ia l  Research (Vol. 3 ,  
1980, J A l  Press 1nc. )  , p. 233. 
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R e d i s t r i b u t i o n  has  become p a r t  of Canadian c u l t u r e  and has  ' 

been noted as such by H.  Hardin: 

A l l  t h e  memories, p re jud ices  ,> 

pass ions ,  h a b i t s  of mind, exp- 
e c t a t i o n s ,  f o l k l o r e  and humour 
which make up Canadians' s u r e  
sense  of regional ism a r e  p a r t  
of t h e  r e d i s t r i b u t i o n  c u l t u r e ,  
and t h e  c u l t u r e  i n  t u r n  i s  a 
p a r t i a l ,  p r a c t i c a l ,  emminently 
c i v i l i z e d  express ion  of t h a t  
r i c h  v e i n  i n  t h e  Canadian char- 
a c t e r ,  and always w i l l  be s o ,  
as long as Canada i s  so .  Behind 
e q u a l i z a t i o n  payments and r e g i o n a l  
development programs i s  i d e n t i t y .  

Like t h e  p u b l i c  e n t e r p r i s e  
e t h i c ,  t h e  r e d i s t r i b u t i o n  has  
become i n t e r n a l i z e d  over  t ime s o  
t h a t  now Canadians a r e  psychi- 
c a l l y  predisposed t o  i t .  Re- 
d i s t r i b u t i o n  has  come t o  r ep lace  
t h e  American dogma a a code of 
t h e  n a t u r z l  j u s t i c e .  b 

Universa l  h e a l t h  programs a r e  a r e f l e c t i o n  of t h e  equi ty  

p r i n c i p l e  and t h e  r e d i s t r i b u t i v e  c u l t u r e  of Canada. These 

h e a l t h  programs have become i n s t i t u t i o n a l i z e d  i n  t h e  s t r u c t u r e  

of t h e  bureaucrac ies  d e l i v e r i n g  t h e  programs. These i n s t i t -  

u t i o n s  a r e  p a r t i c u l a r l y  r e s i s t a n t  t o  change as t h e  c u l t u r a l  

4 3 ~ e  Hardin,  A Nation Unaware (Vancouver, B. C .  : J .  J .  
Douglas Ltd . ,  1974) , p  . 314. 



a t t  i t u d e s  and community va lues  a r e  i n s t i t u t i . o n a l i z e d  i n  

t h e i r  s t r u c t u r e .  The Canadian c u l t u r a l  a t t i t u d e  towards 

t h e  s t a t e  de l ive red  h e a l t h  c a r e  system i s  r e l e c t e d  i n  t h e  

r e s u l t s  of a r e c e n t  Southam newspaper p o l l .  The q u e s t i o n  

and subsequent response i n  t h e  p o l l  was as fo l lows:  

Thinking of Medicare as a govern- 
ment s e r v i c e  i n  r e l a t i o n  t o  o t h e r  
government s e r v i c e s  such as defence,  
educat ion ,  pensions,  housing,  
would you say t h a t  Medicare i s  one 
of t h e  more important  o r  l e s s  
important  s e r v i c e s  government 
provides? 

More - 85 p e r  c e n t  
SO-SO - 6 p e r  cent  
Less - 4 p e r  c e n t  44 

Hosp i t a l s ,  it i s  be l i eved ,  a r e  i n s t i t u t i o n s  which have 

become o s s i f i e d  and pol icy  changes a f f e c t i n g  t h e i r  behaviour 

a r e  incremental .  

Limited f l e x i b i l i t y  and increm- 
e n t a l  change - major l i n e s  of 
o r g a n i z a t i o n a l  a c t i o n  a r e  s t r a i g h t  - - i e .  behavior  a t  one t ime,  t ,  
i s  marginal ly  d i f f e r e n t  from be- 
havior  a t  t -1. Simple-minded 

l14~he Globe and Mail (Southam P r e s s ,  S e p t .  1 2 ,  1983) .  



pred ic t ions  work bes t :  be- 
havior  a t  t-1 w i l l  be margin- 
a l l y  d i f f e r e n t  from behavi o r  
a t  t h e  present  time...New 
a c t i v i t i e s  t yp i ca l ly  cons i s t  
of marginal adapta t ions  of ex- 
i s t i n g  programs and a c t i v i t i e s .  4.5 

This paper contends t h a t  the  E.S. program w i l l  cause increment- 
B 

a 1  o r  short / intermediate run changes i n  organizat ional  

s t r u c t u r e  o r  opera t ions .  

I n  order  t o  empirical ly examine the  v a l i d i t y  of t h i s  

hypothesis ,  E t z ion i ' s  ef fect iveness  model w i l l  be used. The 

effect iveness  model i s  derived from systems theory and the  

u t i l i t y  of systems theory i n  ana lys i s  has been adept ly  

defined by A .  Melcher. 

Systems theory provides a n  ess-  
e n t i a l  perspect ive  f o r  develop- 
i n g  s o c i a l  sciences and studying 
s o c i a l  organizat ions.  The app- 
roach focuses upon complex i n t e r -  
re la t ionsh ips  among var iab les  and 
provides a s e t  of concepts t o  
describe and analyze those r e l a t i on -  
sh ips .  Systems theory holds 
g rea t  promise f o r  fu r ther ing  our 
understanding of t he  s t r u c t u r  
functioning of organizat ion.  8gand 

4 5 ~ .  Al l i son ,  Essence o f  Decision ( L i t t l e ,  Brown and Com- 
p a w ,  1971) ,  P* 91. 

4 6 ~ .  Melcher, General Systems and Organization Theory : 
Methodological Aspects (Kent S t a t e  Univers i ty  : Center f o r  
Business and Economic Research, l 975 ) ,  p.  (i) . 



E t z i o n i ' s  e f f e c t i v e n e s s  model focuses on t h e  o rgan iza t ion  and 

i t s  sub-uni t s  f o r  purposes of  a n a l y s i s .  By means of t h i s  

approach t h e  l e v e l  of a d a p t a t i o n  of t h e  o rgan iza t ion  

caused by f i n a n c i a l  r e s t r a i n t  w i l l  be a s sessed .  The e f f e c t -  

iveness  model advocated by E t z i o n i  i s  q u i t e  d i s t i n c t  from 

t h e  goal  model u s u a l l y  used i n  t h i s  type  of a n a l y s i s .  A 

g o a l  model a n a l y s i s  would measure how w e l l  t h e  o rgan iza t ion  

has  met i t s  goa l s  a f t e r  t h e  po l i cy  had been implemented, 

I n  terms of cos t -benef i t  a n a l y s i s ,  t h e  g o a l  model i s  t h e  

approach which i s  u s u a l l y  used a s  it demonstrates whether o r  

n o t - a n  o rgan iza t ion  can accomplish i t s  g o a l s  on more o r  l e s s  

funds.  According t o  E t z i o n i ,  t h e  goa l  model has  b a s i c  method- 

o l o g i c a l  d e f i c i e n c i e s .  

One of t h e  major short-comings 
of t h e  g o a l  model i s  t h a t  it 
f requen t ly  makes t h e  s t u d i e s  
f i n d i n g s  s t e reo typed  as w e l l  as 
dependant on t h e  model's a s s -  
umptions. Many of t h e  s t u d i e s  
show ( a )  t h a t  t h e  o rgan iza t ion  
does not  r e a l i z e  i t s  goa l s  
e f f e c t i v e l y  and/or ( b )  t h a t  
t h e  o rgan iza t ion  has  ' d i f f e r e n t  
g o a l s  from those  it claims t o  have.&? 



3 1  

Etz ioni  maintains t h a t  goals  a r e  t a r g e t s  and a r e  c u l t u r a l  

norms while organizat ions a r e  s o c i a l  systems and should be 

s tudied a s  such. E tz ion i ' s  systems model would not eval- 

uate  an  organizat ion 's  effect iveness by how well  it has 

met i t s  organizat ional  goa l s ,  but would evaluate the  opt- 

imal i ty  of t h e  d i s t r i b u t i o n  of resources amongst t h e  

sub-units . 48 It i s  the  d i s t r i b u t i o n  of resources amongst 

t he  sub-units of t h e  organizat ion which define t h e  impac,t 

of a  publ ic  policy on an  i n s t i t u t i o n .  This paper supports 

E tz ion i ' s  emphasis on d i s t r i b u t i o n  of resources i n  an organ- 

i z a t i o n ,  a s  t he  determinant of change and e f fec t iveness .  By 

. u t i l i z i n g  E tz ion i ' s  e f fec t iveness  model, Chapter I V  w i l l  

provide an  examination of t he  changes i n  d i s t r i b u t i o n  of 
. . 

resources t 6  t he  sub-units  of s eve ra l  B.C.  hosp i t a l s .  49 

'"bid., p. 462. 

4 9 ' ' ~ n  a l t e r n a t i v e  model t h a t  can be employed f o r  organiz- 
a t i o n a l  ana lys i s  i s  the  system model. The s t a r t i n g  point  f o r  
t h i s  approach i s  not t h e  goal  i t s e l f  but a  working model 
o f  a  s o c i a l  u n i t  which i s  capable of achieving a  goal . . .  

A measure of ef fect iveness  es tab l i shed  t h e  degree t o  which an 
organizat ion r ea l i zed  i t s  goals  under a  given s e t  of cond- 
i t i o n s .  But the  c e n t r a l  ques t ion i n  t he  study o f  e f fec t ive-  
ness i s  no t ,  ' H o w  devoted i s  the  organizat ion t o  i t s  goal?'  
but  r a t h e r ,  ',Under t h e  given condit ions,  how close  does the  
organizat ional  a l l o c a t i o n  of resources approach an  optimum 
d i s t r i bu t ion?  '" Baker, p. 462. 



The magnitude of chaxge on hosp i t a l  operat ions and s t r u c t u r e  

f o r  the  t h ree  years  1981-82, 1982-83 and 1983-84 caused 

by f inanc i a l  r e s t r a i n t  w i l l  t hen  be determined and t h e  

v a l i d i t y  of the  hypothesis with respect  t o  bureaucracies and 

change w i l l  a l s o  be es tab l i shed .  

I t  should be noted t h a t  t he  research of t h i s  paper 

i s  di rected a t  examining and analyzing only the  i n t e rna l .  

processes of t h e  organizat ion a s  they r e l a t e  t o  f i n a n c i a l  

r e s t r a i n t .  Management i n i t i a t i G e s  t h a t  d i r e c t  changes i n  

hosp i t a l  operat ions such t h a t  they w i l l  conform t o  t h e  

expenditure d i r ec t ives  a r e  the  processes t o  be examined. 

The s e t  of processes which w i l l  not be examined t o  any 

g rea t  extent  i n  t h i s  t h e s i s  a r e  the  ex te rna l  processes caused 

by the  r e s t r a i n t  program. It i s  f e l t  though, t h a t  these  

processes should be b r i e f l y  discussed a s  they a r e  recognized 

by t h i s  research a s  being an important but separa te ,  element 

of organizat ional  behaviour. The only reason wh$ they a r e  not 

being considered i n  t h i s  research i s  t h a t  the  ana lys i s  of t h e  

i n t e r n a l  processes i s  the  sub jec t  of a t h e s i s  by i t s e l f .  
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Severa l  s t u d i e s  have demonstrated t h e  relevance of 

o r g a n i z a t i o n a l  e f f e c t i v e n e s s  i n  terms of t h e  e x t e r n a l  

processes .  R .  P r e s t h u s ,  i n  h i s  advocat ion  of "suppor t  

theory" r e v e a l s  t h e  importance of e x t e r n a l  processes  t o  

t h e  o rgan iza t ion .  

One t h e o r e t i c a l  frame f o r  
ana lyz ing  e f f e c t i v e n e s s  i s  so- 
c a l l e d  "support  theory" which 
holds  t h a t  a l l  o rgan iza t ions  
depend upon t h e i r  environment 
f o r  c e r t a i n  needed resources  
( i n c l u d i n g  a  market f o r  t h e i r  
product )  and t h a t  t h e  c a ~ a b i l i t v  
of any o rgan iza t ion  i s  importani-  
l y  a f u n c t i o n  of t h e  ex ten t  t o  
which it i s  a b l e  t o  capture  such 
resources .  
. . .Like t h e  theory which s e e s  
pe r sona l  i n t e r a c t i o n  as a system. 
of exchange f o r  approval  and 
consensual v a l i d a t i o n ,  support  
theory concerns i t s e l f  with 
barga in ing  between t h e  organ- 
i z a t i o n s  and t h e  r e l e v a n t  
e x t e r n a l  groups. 50 

Pres thus  used t h e  support  theory  i n  h i s  s tudy of t h e  

e f f e c t i v e n e s s  of two U.S. p r i v a t e  h o s p i t a l s .  Through t h e  

use of t h i s  theory ,  he demonstrated t h e  importance of  t h e  

5 0 ~ .  P res thus .  Behavioral  Approaches t o  Pub l i c  Administr- 
1. Univers i tv  of Alabama P r e s s ,  
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ex te rna l  environment on organizat ional  e f fec t iveness .  

Factors such a s  composition of h o s p i t a l  boards, l inkages 

with outs ide  assoc ia t ions  and the  l o c a l  community support 

a l l  determine organizat ional  e f fec t iveness .  51 

The environment which t h e  hosp i t a l s  a r e  dependant upon 

f o r  t h e i r  e f fec t iveness  can be u t i l i z e d  by the  organizat ion 

t o  p ro tec t  t h e i r  operat ions.  I n  p a r t i c u l a r ,  pressure 

groups and i n t e r e s t  groups representing the  h o s p i t a l s '  

i n t e r e s t s  can enhance the  organizat ions '  e f fec t iveness .  

P. Pross has w r i t t e n  extensively about t he  r o l e  of 

pressure  groups and t h e i r  importance t o  organizat ions a t  

d i f f e r en t  po in t s  i n  time. He has concluded t h a t  

The f i rs t  r e spons ib i l i t y  o f  
any pressure group i s  t o  
a t t e n d  t o  t he  immediate needs 
of i t s  c l i e n t s .  This usual ly  
means dealing with q u i t e  rout ine  
problems: a l l e v i a t i n g  t h e  too 
s t r i n g e n t  app l i ca t ion  o f  regula- 
t i o n s ,  negot ia t ing a  minor s h i f t  
i n  po l icy ,  bringing about t h e  
s l i g h t  extension o f  a  s e rv i ce .  52 

51~he importance of these  elements w i l l  be discussed 
b r i e f l y  i n  Chapter V .  

5 2 ~  .P . Pross , "Pressure Groups: Talking Chameleons" . 
Canadian P o l i t i c s  i n  t he  1980's; eds . M.S .-Whittington and 
G .  Williams (Toronto, Ont . , Methuen, 1981),  p. 234, 



The t h e s i s  w i l l  t ake  note  of t he  p o t e n t i a l  p o l i t i c a l  

a c t i v i t y  of t h e  o rgan iza t ion  with t h e  e x t e r n a l  groups. 

But ,  o rgan iza t iona l  e f f ec t i venes s  w i l l  be evaluated from t h e  

poin t  of view of  i n t e r n a l  processes and t h e  changes i n  

d i s t r i b u t i o n  of resources amongst t h e  o rgan iza t ion ' s  sub- 

u n i t s .  The t h r u s t  of t h i s  paper i s  t o  determine i f  t h e  E.S. 

program has caused s h o r t  o r  long run  changes on o s s i f i e d  

h o s p i t a l  bureaucrac ies .  An examination of t h e  d i s t r i b u t i o n  

of resources t o  t h e  sub-uni ts  w i l l  i n d i c a t e  t h e  type of 

change implemented. 

Chapter I V  w i l l  eva lua te  t he  i n t e r n a l  processes of t h e  

o rgan iza t ion  i n  terms of t h e  magnitude of change caused 

by t h e  E .S . program. 53- This  eva lua t ion  w i l l  u l t ima te ly  l ead  

t o  ques t ions  regarding t h e  e f f e c t  of r e s t r a i n t  on t h e  q u a l i t y  

of h e a l t h  c a r e  s e rv i ce s  being de l ive red .  The ques t ion  of 

q u a l i t y  of s e r v i c e s  w i l l  be addressed ( i n  Chapter V ,  t h e  anal -  

y s i s )  but  d e f i n i t i v e  conclusions may not be reached. Q u a l i t y  

of s e rv i ce  i s  a  d i f f i c u l t  va r i ab l e  t o  measure i n  a  h e a l t h  

care  s e t t i n g  a s  t h e r e  a r e  many i n d i c a t o r s  of q u a l i t y  which 

cannot always be proper ly  i d e n t i f i e d  o r  measured. The 

ques t ion  of q u a l i t y  though, and t h e  methodological and 

phi losophica l  problems a s soc i a t ed  with it w i l l  be 

5 3 ~ h e  th resho ld  of change from minor t o  major w i l l  be 
discussed i n  Chapter 111. 



addressed i n  Chapter V .  

The b e l i e f  of t h i s  paper i s  t h a t  t h i s  research  i s  more 

t han  a  case study i n  o rgan iza t iona l  b e h a v i o u r .  The impor- 

tance  of t h i s  r e sea rch  l i e s  i n  i t s  a b i l i t y  t o  exp l a in  t h e  

changes i n  i n t e r n a l  o rgan iza t iona l  behavi our t h a t  r e s u l t e d  

from t h e  E.S. program i n  B r i t i s h  Columbia and t h e  sub- 

sequent e f f e c t s  on q u a l i t y  of s e rv i ce s .  



Chapter I1 

The History o f  Federal-Provincial Health Care i n  Canada 

and i t s  Ef fec t  on the  Health Care organizat ion 

The purpose of t h i s  chapter  i s  t o  describe t he  h i s t o r i c a l  

context within which hosp i t a l s  have evolved i n  Canada and, i n  

p a r t i c u l a r ,  i n  B r i t i s h  Columbia. Through an  understanding of 

t he  h i s t o r i c a l  context ,  t h i s  chapter  w i l l  demonstrate t h a t  

hosp i t a l s  have evolved i n t o  complex, bureaucrat ic  organiz- 

a t i o n s .  The s ign i f icance  of t h i s  evolut ion has been posed 

i n  Chapter I and w i l l  be discussed i n  subsequent chapters .  

I n  add i t ion ,  t he  hea l th  care  organizat ion has become i n s t i t -  

u t iona l ized  i n  t he  f a b r i c  of contemporary Canadian soc ie ty .  

The bureaucrat iza t ion and i n s t i t u t i o n a l i z a t i o n  o f  hosp i t a l s  

w i l l  be demonstrated through a  d iscuss ion of t h r e e  themes 

o r  h i s t o r i c a l  r e l a t i onsh ips  with respect  t o  hea l th  care 

development. These themes a r e :  

1. The h i s t o r y  and development of federa l -  

p rov inc ia l  r e l a t i o n s  with respect  t o  hea l th  

care  pol icy;  

2 .  The cos t  pa t te rns  o f  de l iver ing  hea l th  care 

s e rv i ce s ,  and 
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3. L i f e s t y l e  i s s u e s  and t h e i r  in f luence  on 

t h e  h e a l t h  c a r e  o rgan iza t ion ,  

To understand t h e s e  t h r e e  themes and t h e i r  sabsequent 

e f f e c t s  on h o s p i t a l s ,  it i s  bes t  t o  cons ider  t h e  development 

of h e a l t h  c a r e  po l i cy  dur ing  t h r e e  t ime pe r iods ,  The t h r e e  

t ime pe r iods  have been chronologica l ly  def ined  as 1867-1945, 

1945-1977 and 1977 t o  t h e  present .1  There a r e  predominant 

h e a l t h  pol icy  c h a r a c t e r i s t i c s  dur ing  t h e s e  t ime per iods  

which notably d i s t i n g u i s h  one e r a  from t h e  nex t .  Weller 

descr ibed  t h e  d i s t i n c t i o n  a s  fo l lows:  

The first s t a g e ,  from 1867 t o  1945, 
could be descr ibed  as one of benign 
neg lec t  when h e a l t h  ca re  was basic-. 
a l l y  i n  t h e  p r i v a t e  realm. . . 
The second s t a g e  from 1945 t o  1977, 
could be c a l l e d  t h e  e r a  of shared- 
c o s t  agreements,  f o r  it was one i n  
which ' s e v e r a l  f ede ra l -p rov inc ia l  
shared  c o s t  programs were i n i t i a t e d  
by t h e  f e d e r a l  government. I n  t h i s  
p e r i o d  Canada moved i n  slow s t e p s  
towzrd a system of n a t i o n a l  h e a l t h  
insurance , . .  

The t h i r d  and p resen t  s t a g e ,  i n  
ex i s t ence  s i n c e  1977, could be 
c a l l e d  t h e  e r a  of t h e  Es tab l i shed  

'G .R. Weller and P . Manga, "The ~ e v e l o i m e n t  of Heal th 
Pol icy i n  Canada", The P o l i t i c s  of Canadian Pub l i c  Po l i cy ,  
eds .  M .  Atkinson and M. Chandler (Toronto: Unive r s i ty  of . ~ 

Toronto P r e s s ,  l 9 8 3 ) ,  p .  223. 



Programs Financing Act. I n  
t h i s  s tage  t h e  provinces began t o  
exerc ise  g rea t e r  con t ro l  over 
t h e i r  hea l th  systems .2 

These th ree  phases have been described s l i g h t l y  d i f f e r en t ly  

by M .  and W .  Chandler. They charac te r ize  t h e  first phase of 

hea l th  policy a s  being one of community disease  con t ro l .  3  

Government regu la t ion  and in te rven t ion  i n  hea l th  during t h i s  

period was l imi ted  t o  i s sues  regarding samita t ion and disease 
4 con t ro l .  The second phase, which would coincide with 

Weller 's  1945-1977 period,  i s  character ized by. the  Chandlers 

a s  being a  s h i f t  of r e spons ib i l i t y  from the  pr iva te  t o  t he  

public  s e c t o r  f o r  h e a l t h e 5  F ina l ly ,  the  t h i r d  phase t he  

Chandlers perceive a s  being d i s t i n c t  from t h e  other  phases 

by the  development of cbmmunity hea l th   centre^.^ The t h i r d  

phase would coincide with Weller 's  1977 t o  present period.  

Through the  use of t he  Chandlers' and Weller 's  h i s t o r i c a l  

3 ~ .  Chandler and W. Chandler, Public Policy and Provincia l  
P o l i t i c s  (Toronto: McGraw-Hill Ryerson Ltd. 1979) - 

%bid - 9  Po 213. " I n  the  e f f o r t s  t o  solve the  problems of 
t h e  insurance s t age ,  provincia l  hea l th  policy has developed 
i n t o  a  t h i r d  s tage .  It may be ca l l ed  the  community hea l th  
cen t res  s tage  because these  cen t res  a r e  the  p ivo ta l  i n s t i -  
t u t i ons  i n  t h e  evolving hea l th  ca re  system." 
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s t a g e s ,  t h e  e v o l u t i o n  of h e a l t h  c a r e  p o l i c y  w i l l  be t r a c e d .  

This  d e s c r i p t i o n  w i l l  demonstrate how t h e  s t r u c t u r e  of 

h o s p i t a l s  became i n c r e a s i n g l y  bureaucra t i  zed i n  o rde r  t o  

accommodate t h e  changes i n  h e a l t h  p o l i c y ,  

The F i r s t  Phase 1867-1945 

B 

The f i rs t  pe r iod  from 1867 t o  1945 (as Was s t a t e d )  9 ,  

was predominantly cha rqc te r i zed  by n e g l e c t .  The emphasis 

t h i s  time pe r iod  i n  terms of pub l i c  p o l i c y ,  was focused 

on community d i s e a s e  c o n t r o l .  I n  t h e  e a r l y  p a r t  of t h i s  

pe r iod ,  notably 1867-1920, many v o l u n t e e r  o rgan iza t ions  

were formed i n  o rde r  t o  d e l i v e r  much needed h e a l t h  and 

s o c i a l  s e r v i c e s  .7 A s  t h e  B .N.A. Act d id  not  de f ine  which 

l e v e l  of government was respons ib le  f o r  h e a l t h ,  most of t h e  

r e s p o n s i b i l i t y  r e s t e d  wi th  t h e  m u n i c i p a l i t i e s .  The most 

reknowned h e a l t h  l e g i s l a t i o n  implemented dur ing  t h i s  pe r iod  

was The Union H o s p i t a l  D i s t r i c t s .  This  l e g i s l a t i o n  was 

in t roduced i n  Saskatchewan i n  1916 and it allowed municipal- 

i t i e s  t o  jo in  t o g e t h e r  on t h e  c o n s t r u c t i o n  and maintenance 

of h o s p i t a l s . *  Both Alber t a  and Saskatchewan p u t  t o g e t h e r  

'" . . .Toronto Chi ldren ' s  Aid Soc ie ty  i n  1891, t h e  Red Cross 
i n  1896, t h e  V i c t o r i a n  Order of Nurses i n  1897, t h e  Canadian 
~ e n t a l  Heal th Assoc ia t ion  and t h e  Canadian National  I n s t i t u t e  
f o r  t h e  Blind i n  1918..." 
C .A.  Meil icke and j .L.  torch, eds . Perspec t ives  on Canadian 
Heal th and S o c i a l  Se rv ices  Pol icy :  His tory  and Emergin 
Trends (Ann Arbor: Unive r s i ty  of Michigan, 1980) ,  p. 4: 
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programs d i r e c t e d  a t  a l lowing m u n i c i p a l i t i e s  t o  jo in  t o g e t h e r  

t o  f inance  h o s p i t a l  opera t ions .  They a l s o  developed h o s p i t a l  

prepayment p lans  f o r  municipal r e s i d e n t s .  Local t axes  and 

p r o v i n c i a l  g r a n t s  provided t h e  funding f o r  t h e s e  p lans .  9  

Saskatchewan a l s o  developed l e g i s l a t i o n  i n  1916 which auth-  

o r i zed  m u n i c i p a l i t i e s  t o  levy  a t a x  t o  guarantee a d o c t o r ' s  

payment. lo The "Municipal Doctor System" as it w a s  c a l l e d ,  

spread r a p i d l y  throughout t h e  P r a i r i e s  wi th  over  two 

hundred agreements i n  p lace  by 1948. 11 

The municipal doctor  system as it 
evolved i n  Saskatchewan (and t o  a 
much l e s s e r  e x t e n t  i n  t h e  s i s t e r  
province of Manitaba) became 
w e l l  known i n  both Canada and 
t h e  United S t a t e s .  It was based 
on t h e  s%mple method of t a x i n g  
t h e  r e s i d e n t s  and l and  owners 
of a r u r a l  munic ipa l i ty  t o  r a i s e  
funds t o  pay a doctor  a reasonable  
income. Any r e s i d e n t  co d  c o n s u l t  
him without  paying f e e s .  YJ  

The municipal doc to r  p lan  was i n s t i t u t e d  as t h e  r e s u l t  of 

support  by immigrant farmers  who were accustomed t o  "much 

super io r"  pub l i c  h e a l t h  p lans  i n  t h e i r  homelands. 13  

9 ~ b i d . ,  p. 203. 
1•‹Ibid., p.  203. 
'%bid., p .  203. 

1 2 ~  .F. Badgley and S . Wolfe, Doctors ' S t r i k e  : Medical 
Care and Conf l ic t  i n  Saskatchewan (New York: Atherton 
P r e s s ,  1967) , p.  8 .  
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The f ede ra l  government became involved i n  hea l th  i n  

1919 with the  establishment of the  f ede ra l  department of 

hea l th .  The department was es tab l i shed  t o  administer  

programs of d isease  con t ro l  and veterans '  a f f a i r s .  I n  1920 

t h e  f ede ra l  government passed the  So ld ie rs  Settlement Act, 

an a c t  providing spec i a l  benef i t s  f o r  veterans.14 A t  the  

end of the  first world war t he re  was a l s o  increased pressure 

on provincia l  governments t o  provide public  a s s i s t ance  f o , r  

hea l th  ca re .  During the  interwar years  the  provinces became 

more involved i n  t he  adminis t ra t ion of hea l th  se rv ices .  

Chandler has summarized t h i s  involvement a s  follows: 

S t a r t i n g  with New Brunswick i n  
1918 each -province created a  cab- 
i n e t  d e p a r t ~ e n t  f o r  hea l th .  Health 
funct ions  remained divided between 
prov inc ia l  and municipal governments. 
But based on va r i a t i ons  i n  the  degree 
of decen t ra l i za t ion ,  t h r ee  d i s t i n c t  
p rov inc ia l  pa t t e rns  of r e spons ib i l i t y  
began t o  emerge. The Maritimes and 
Quebec moved towards c e n t r a l i z a t i o n  
of public  hea l th  pol icy . .  . 
I n  Ontario t h e  municipal i t ies  had 
more r e s p o n s i b i l i t i e s  than  those 
i n  t h e  E a s t  and more autonomy than  
those  i n  t h e  West. The es tab l i shed  
t r a d i t i o n  of municipal government 

1 4 ~ e i l i c k e  and Storch,  p. 5. 
" . . . t he  So ld ie rs  Settlement Act and o ther  s p e c i a l  plans f o r  
t he  benef i t  of veterans and surviving dependents. These 
programs appear t o  have paved the  way f o r  t he  1927 Old Age 
Pension Act which was Canada's f i rs t  na t ion  wide income 
support plan and t h e  f i rs t  major continuing federa l -provincia l  
cost-shared s o c i a l  s ecu r i t y  program." 



and s t r o n g  voluntary  agencies  
r e s u l t e d  i n  p r o v i n c i a l  depar t -  
ments p r imar i ly  provid ing  
superv i s ion  and f i n a n c i a l  a i d . .  . 
Publ ic  h e a l t h  i n  t h e  P r a i r i e s  
and B r i t i s h  Columbia depended on 
both t h e  p r o v i n c i a l  and l o c a l  l e v e l s .  15 

The h e a l t h  c a r e  system developed q u i t e  d i f f e r e n t l y  i n  t h e  

va r ious  regions  of Canada dur ing  t h i s  per iod .  The provinces 

though, became i n c r e a s i n g l y  involved p o l i t i c a l l y  and 

f i n a n c i a l l y  from t h i s  po in t  i n  t ime onward. 

I n  1919 B r i t i s h  Columbia e s t a b l i s h e d  a Royal Commission 

t o  cons ide r  t h e  f e a s i b i l i t y  of pub l i c  h e a l t h  insurance .  

The Commission recommended implementation of a pub l i c  h e a l t h  

insurance  p lan  . l 6 ~ h e  l e g i s l a t u r e  was obviously concerned about 

t h e  f inanc ing  of t h e  p lan  because t h r e e  y e a r s  l a t e r ,  i n  1922, 

t h e  l e g i s l a t u r e  passed a r e s o l u t i o n  f o r  t h e  f e d e r a l  govern- 

ment " t o  give e a r l y  c o n s i d e r a t i o n  t o  l e g i s l a t i o n  providing 

f o r  a n  adequate insurance  a g a i n s t  s ickness"  . The q u e s t i o n  

of j u r i s d i c t i o n a l  r e s p o n s i b i l i t y  over  h e a l t h  had not been 

addressed.  

I's . M e  Gelber ,  "The Path  t o  Heal th Insurance".  Persnact -  - - -  - . - - - - 8 - - - "  

i v e s  of Canadian Heal th and S o c i a l  Se rv ices  Po l i cy :  His to ry  
and E m e r ~ i n g  Trends,  eds.  C .A .  Meilicke and J .I,. Storch 
(Ann Arbor: Universj  

- - -  - -  

i t y  of Michigan, 1980) , p. 157. 



The Canadian c o n s t i t u t i o n  as 
s e t  out i n  t h e  B r i t i s h  North 
America Act of 1867 had c l e a r l y  
a l l o c a t e d  j u r i s d i c t i o n  over 
most h o s p i t a l s  t o  t h e  p r o v i n c i a l  
governments, a l though it w a s  
s i l e n t  on t h e  genera l  s u b j e c t  
of h e a l t h .  The ques t ion  as t o  
which l e v e l  of government was 
respons ib le  f o r  a system of 
insurance  a g a i n s t  s i ckness  had 
not been t e s t e d  o r  t r i e d . 1 8  

The f e d e r a l  government a t  t h i s  t ime though, d id  not  s e e  t h e i r  

r o l e  as inc lud ing  t h e  p rov i s ion  of pub l i c  h e a l t h  insurance .  

Also dur ing  t h i s  pe r iod ,  h e a l t h  u n i t s  were e s t a b l i s h e d  i n  

m u n i c i p a l i t i e s  i n  o r d e r  t o  c a r r y  out t h e  t a s k s  of pub l i c  

h e a l t h .  The r e s u l t  was r a p i d  development of pub l i c  h e a l t h  

s e r v i c e s  from 1918 onward. l9 ' A s  a r e s u l t  of incrgased  

s e r v i c e s  i n  pub l i c  h e a l t h ,  t h e  p r o v i n c i a l  governments 

eventual ly '  became involved i n  t h e  d e l i v e r y  of t h e s e  s e r v i c e s .  

The r o l e  of t h e  provinces a t  t h e  
beginning w a s  l i m i t e d  t o  g e n e r a l  
r e g u l a t o r y  and supervisory  func- 
t i o n s  and,  t h e r e f o r e ,  f u l l - t i m e  
p r o v i n c i a l  h e a l t h  departments 

193. Hastings and W e  Moslev, " In t roduc t ion :  The Evolut ion 
of Organized  omm mu nit^ Heal th Se rv ices  i n  Canada", Pe r spec t ives  
of Canadian Heal th and S o c i a l  Se rv ices  Po l i cy :  His tory  and 
Emerging Trends,  eds . C .A.  Meil icke and J .L. Storch  (Ann Arbor: 
Unive r s i ty  of Michigan, 1980) ,  p. 150. 



were not  formed i n  t h e  e a r l y  
y e a r s .  A l l  provi'nces now have 
we l l - e s t ab l i shed  p r o v i n c i a l  
departments r e spons ib le  f o r  
p u b l i c  h e a l t h  ma t t e r s  .20 

The growth i n  t h e  a p p l i c a t i o n  of pub l i c  h e a l t h  r equ i red  

increased  f i n a n c i a l  a s s i s t a n c e  and r e g u l a t i o n .  The f e d e r a l  

government d id  not t a k e  any i n i t i a t i v e  i n  t h i s  a r e a ,  the re -  

f o r e  t h e  provinces assumed t h i s  r e s p o n s i b i l i t y  and i n  most 

provinces ,  t h e  p r o v i n c i a l  government now d e l i v e r s  p u b l i c  

h e a l t h  programs. 

The advent of a n  i n c r e a s i n g  number of p u b l i c  h e a l t h  

programs a l s o  saw a n  i n c r e a s i n g  labour  s p e c i a l i z a t i o n  i n  t h i s  

f i e l d .  Labour s p e c i a l i z a t i o n  i s  one of t h e  main cha rac te r -  

istics of b u r e a u c r a t i z a t i o n .  '' The bureaucra t i c  s t r u c t u r e  

i s  dependent on l abour  s p e c i a l i z a t i o n  as i t s  foundat ion.  

The d i v i s i o n  of l a b o u r ,  f o r  example 
has  two purposes.  On t h e  one hand, 

P .  Blau and M .  Meyer, Bureaucracy i n  Modern Soc ie ty  (New 
Y ork: Random House, 1971) , p.  1 8 .  
"The main c h a r a c t e r i s t i c s  o f -a  bureaucra t i c  s t r u c t u r e  ( i n  
t h e  " i d e a l  t y p i c a l "  c a s e )  according  t o  Weber, a r e  t h e  follow- 
i n g :  1. The r e g u l a r  a c t i v i t i e s  r equ i red  f o r  t h e  purposes of 
t h e  o rgan iza t ion  a r e  d i s t r i b u t e d  i n  a  f i x e d  way a s  o f f i c i a l  
d u t i e s .  2 .  The c l e a r - c u t  d i v i s i o n  of l abour  makes it 
p o s s i b l e  t o  employ only s p e c i a l i z e d  exper t s  i n  each p a r t i c u l a r  
p o s i t i o n  and t o  make every one of them respons ib le  f o r  t h e  
e f f e c t i v e  performance of h i s  d u t i e s . "  



it makes a  functionary capable 
of developing highly spec ia l i zed  
s k i l l s .  The advantage of t h i s  
may be t h a t  the  bureaucracy can 
bring t o  bear on a  s p e c i f i c  problem 
an individual  who has the  i d e a l  22 capac i t i e s  t o  resolve t h a t  problem. 

The expansion o f  public  heal th  required labour spec i a l i za t i on  

i n  order t o  e f f ec t ive ly  provide se rv ices  and it a l s o  

s igna l led  the  f i r s t  s t ages  of bureaucrat iza t ion i n  hea l th  

ca re .  

I n  1929, t h e  Depression brough a  number of Royal Commiss- 

ions  on hea l th  insurance and d i f f e r i n g  pa t t e rns  of hea l th  

care  del ivery emerged from province t o  province.23 I n  1929 t h e  

2 2 ~ .  Humrnel , The Bureaucratic Experience (New Y ork : S t .  
Mart in 's  P re s s ,  1977) , p. 30 

2 3 ~ e e  footnote 15. 
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government of B r i t i s h  Columbia appointed a. . Royal 

Commission t o  i nves t iga t e  t he  p o s s i b i l i t y  of hea l th  insur-  

ance. The repor t  recommended: 

. . . a  compulsory hea l th  insurance 
plan f o r  a l l  persons below a  
f ixed  l e v e l  of income, voluntary 
admission t o  t he  plan being 
ava i l ab l e  f o r  a l l  o ther  persons. 24 

The government of B r i t i s h  Columbia proceeded t o  implement 

t h e  new insurance plan. During the  Depression though, 

immediate medical a s s i s t ance  was required f o r  those  on 

r e l i e f .  The provincia l  government there fore  t r ans fe r r ed  

funds t o  munic ipa l i t i es  t o  cover a por t ion  of t h e  cos t s  f o r  

doctors '  se rv ices  and drugs f o r  those receiving r e l i e f ,  

The program l a t e r  included t h e  unemployed and those receiving 

s o c i a l  a s s i s t ance .  25 Ontario a l s o  w a s  providing funds t o  

munic ipa l i t i es  f o r  a  par t  of the  cos t  of hea l th  se rv ices  

f o r  those on r e l i e f  and Alberta was considering t h e  implement- 

a t i o n  of a  province-wide hea l th  insurance plan. 26 I n  1935. 

Alberta passed l e g i s l a t i o n  regarding the  provision of hea l th  

insurance t o  r e s iden t s  and i n  1936 B r i t i s h  Columbia presented 



e a l t h  Insuran .ce Act t o  t he  l e g i s l a t u r e .  27 

The period between t h e  mid- th i r t i es  and the  post-war 

reconst ruct ion was dominated by t h e  p rov inc ia l  attem-pts, 

p a r t i c u l a r l y  i n  t he  West, t o  implement hea l th  care insurance. 

The Depression had ind ica ted  t o  western provinces t h a t  

munic ipa l i t i es  could not f inance public hea l th  insurance by 

themselves. The devasta t ing e f f e c t  of the  Depression i n  the  

West had l e f t  a s t rong  des i re  t o  obta in  s t a t e  provided hea l th  

care  insurance.  The B.C. Health Insurance Act was a  provin- 

c i a l  attempt t o  insure  hosp i t a l  and doctor  se rv ices ,  but due 

t o  opposition by t h e  doctors ,  t h e  p lan w a s  not implemented 

u n t i l  ~ ~ 4 8 . ~ ~  The western provinces seemed t o  follow each 

o thers '  example and slowly adopted o r  t r i e d  t o  adopt some form 

of hea l th  insurance. The prov inc ia l  hea l th  policy seemed t o  

d i f fuse  f r o m  one western province t o  the  next .  Dale Poel has 

w r i t t e n  extensively on the  phenomenon of l e g i s l a t i o n  di f fus ing 

across  provinces. Q u i t e  c l ea r ly  Poel has indicated t h a t  the  

2 7 ~ b i d . ,  p. 160. "Reference has 'a lready been made t o  t h e  
Ontario l e g i s l a t i o n  f o r  a  medical care p lan  f o r  r ec ip i en t s  o f  
public  a s s i s t ance  passed i n  1935. The following yea r ,  B r i t i s h  
Columbia placed on the  s t a t u t e  books of t h a t  province a  Health 
Insurance Act which made provis ion f o r  a  program designed t o  
provide se rv ices  f o r  a l l  r es iden ts  of t h e  province." 



adoption o r  implementation o f  policy ac ross  provinces is  a 

funct ion o f  more than  physical  proximity. The socio-economic 

and p o l i t i c a l  var iab les  influence poiicy development acc- 

ording t o  Poel. 

The f a c t o r  ana lys i s  using t h e  
provinces a s  var iab les  (Table V )  
shows a c lu s t e r ing  of t he  provinces 
which a r e  not geographically 
contiguous and suggests a d i f fu s ion  
process which must be based upon 
something other  than physical  prox- 
imity o r  even socio-economic s i m -  
i l a r i t y .  Future research might 
explore with ind iv idua l  l e v e l  data 
t h e  behavioral r e a l i t y  of Establishment 
Canada. 

The co r r e l a t i on  and regress ion 
ana lys i s  determined t h a t  +both socio- 
economic var iab les  (wealth, urban- 
i z a t i o n ,  i n d u s t r i a l i z a t i o n )  and 
p o l i t i c a l  var iab les  (par ty  ideol-  
ogy, c i v i l  se rv ice  s i z e ,  malappor- 
tionment) a r e  important determin 
of l e g i s l a t i o n  i n  t h e  provinces. ?gt 

Due t o  t h e  Depression, t he  West shared a c e r t a i n  commonality 

i n  socio-economic and p o l i t i c a l  va r i ab l e s .  The Depression 

had severely a f f ec t ed  the  l i v e s  of t he  new ag ra r i an  immigrants 

i n  the  West and i s  a poss ible  explanation of t h e  rapid 

d i f fus ion  o f  hea l th  care policy from one western province t o  

t h e  next .  Poel f u r t h e r  demonstrated t h a t  Saskatchewan, 

2 9 ~ .  Poel ,  "The Diffusion of Legis la t ion  Among the  
Canadian Provinces: A S t a t i s t i c a l  Analysis" ,  Canadian 
Journal  of P o l i t i c a l  Science ( V o l .  9 ,  No. 4 ,  1976),  p. 

with 

626. 
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a  high " soc ia l i sm f a c t o r " ,  w a s  a  major innovator  i n  pol icy  

development a s  opposed t o  o t h e r  provinces.  C e r t a i n l y ,  t h i s  

chapter  w i l l  demonstrate t h a t  Saskatchewan l e d  t h e  way i n  

h e a l t h  c a r e  pol icy  developments. 

I n  1935 t h e  f e d e r a l  government t a b l e d  t h e  Employment and 

S o c i a l  Insurance Act ,  a n  a c t  which would d e l i v e r  h e a l t h  and 

wel fare  s e r v i c e s  and would be funded through t h e  c o l l e c t i o n  

of .30 This  l e g i s l a t i o n  was p a r t  of Bennet t ' s  

"New Deal" which was intended t o  address  s o c i a l  problems. 

The a c t  though, w a s  determined t o  be u l t r a  v i r e s  by t h e  

J u d i c i a l  Committee of t h e  Pr ivy  Council as they determined 

t h a t  t h e  j u r i s d i c t i o n a l  r e s p o n s i b i l i t y  f o r  h e a l t h  was hot 

assigned t o  t h e  f e d e r a l  government under t h e  B.N.A. Act. 3 1  

The Rowell-Sirois Commission wrote i n  t h e  1939 r e p o r t  on 

Dominion-Provincial r e l a t i o n s ,  t h a t  h e a l t h  should be a  

p r o v i n c i a l  concern,  but t h e r e  should a l s o  be f l e x i b i l i t y  

on t h i s  j u r i s d i c t i o n a l  l ine .32  World War I1 brought such 

d i scuss ions  and t h i s  e r a  of h e a l t h  c a r e  po l i cy  t o  a  c l o s e .  

The first e r a  had e s t a b l i s h e d  t h e  ground work f o r  f u r t h e r  

3 1 ~ e i l i c k e  and S to rch ,  e d s . ,  p. 5.  



public medical insurance. This e r a  though, i s  bas ica l ly  

noted f o r  neglect  by governments i n  terms o f  providing 

a s s i s t ance  f o r  hea l th  care  se rv ices .  The p r i v a t e  system 

of hea l th  care del ivery  which character ized t h e  period p r i o r  

t o  World War I1 l e d  t o  munic ipa l i t i es  o f f e r ing  l imi ted  

hea l th  resources a f t e r  the  f irst  w o r l d  war and during the  

Depression. The western provinces grew more ac t ive  i n  t h i s  

time period and passed l e g i s l a t i o n  of fe r ing  l imi ted  medical 

a s s i s t ance .  This  time per iod a l s o  saw the  growth of public  

hea l th  u n i t s  f o r  t h e  treatment of d isease .  The heal th  

u n i t s  eventual ly became a  provincia l  concern and bureaucrat ic  

s t r u c t u r e s  developed t o  de l ive r  t h i s  se rv ice .  This 

s p e c i a l i z a t i o n  of labour and funct ion i n  the  del ivery  of 

public  hea l th  were t he  f irst  elements of i t s  bureaucratiz- 

a t i o n .  

I n  terms of t he  doc tor ' s  r o l e  during t h i s  f i r s t  time period,  
1 

Weller has made the  following comments: 

I n  the  f i e l d  o f  personal hea l th  
s e rv i ce s ,  Canadian hea l th  care 
system approximated t h e  "closed" 



o r  "medical" model of h e a l t h  i n  
which t h e  dominant h e a l t h  profess-  
i o n a l s  c o n t r o l l e d  t h e  system. Both 
t h e  f e d e r a l  and p r o v i n c i a l  govern- 
ments permi t ted  a maximum of s e l f -  
r e g u l a t i o n  and c o n t r o l  by t h e  
medical p ro fess iona l s .  Government 
i n  Canada had a lower p r o f i l e  i n  
h e a l t h  ca re  t h a n  those  i n  t h e  
Uni ted  Kingdom and t h e  United 
S t a t e s . .  .The Canadian h e a l t h  ca re  
system i n  t h i s  e r a  w a s  c h a r a c t e r i z e d  
by t h e  primacy of a phys ic ian  i n  
a s t r u c t u r e  t h a t  provided ca re  l a r g e l y  
i n  terms of s e r v i c e s  t o  indiv idua  39 i n  a doctor -pa t ien t  r e l a t i o n s h i p .  

The dominance of t h e  phys ic ian  i n  t h e  h e a l t h  ca re  system 

was t o  begin t o  s h i f t  i n  t h e  pos t  World War I1 e r a .  This  

s h i f t  w a s  l a r g e l y  t h e  r e s u l t  of a move from p r i v a t e  t o  

pub l i c  h e a l t h  insurance  schemes. The move t o  p u b l i c  

h e a l t h  insurance  a l s o - h a d  a n  impact on t h e  i n c r e a s i n g  

complexity of government r e l a t i o n s  and t h e  d e l i v e r y  of h e a l t h  

s e r v i c e s .  One important  r e s u l t  was t h e  growth of h o s p i t a l s  

and t h e  r e s u l t i n g  bureaucra t iza t ion .  These developments 

a r e  c e n t r a l  t o  t h i s  t h e s i s .  

3 3 ~ e l l e r  and Manga, p .  225 .  



Phase Two 1945-1977 

A t  t h e  end of t h e  second world w a r ,  pub l i c  sent iment  was 

anchored i n  t h e  b e l i e f  t h a t  people should be p ro tec ted  

a g a i n s t  poverty and s i ckness .  34 Amidst t h e  p u b l i c  mood, t h e  

f e d e r a l - p r o v i n c i a l  conference on r e c o n s t r u c t i o n  considered 

t h e  f e d e r a l  proposal? of a shared c o s t  medical insurance  

p lan .  The h e a l t h  insurance proposal  was composed of f g u r  

components : 

(d l  

The proposa l  was 

a  g ran t  f o r  planning and 
o rgan iza t ion  

h e a l t h  g r a n t s  

f i n a n c i a l  a s s i s t a n c e  i n  
t h e  c o n s t r u c t i o n  of h o s p i t a l s  
( i n  t h e  form of low i n t e r e s t  
loans )  and 

h e a l t h  insurance  35 

not  accepted by a l l  provinces and t h e r e f o r e  

it was never implemented. The outcome of t h e  conference w a s  
C 

a d e p t l y  summarized Taylor:  

3 4 ~ . ~ .  Taylor ,  F i n a n c i a l  Aspects of Heal th Insurance (Toronto: 
Canada Tax Foundation, 1957) p .  2 .  
"There w a s  a mood of r e b e l l i o n  a g a i n s t  t h e  u n i v e r s a l  r i s k s  
of unemployment and s i c k n e s s ,  d i s a b i l i t y  and o l d  age,  widow- 
hood and poverty ." 



1. A l l  provinces appear t o  
bel ieve t h a t  some agreement 
i s  e s s e n t i a l ,  indeed urgent . .  . 
Three provinces (Manitoba, 
Saskatchewan and Alber ta)  
have agreed t o  accept t he  
Dominion Proposals a s  they 
s tand.  Only one province 
(Ontario) has submitted what 
might be ca l l ed  an a l t e r n a t i v e  
t o  t he  Dominion's proposals .  
The proposal does not  d i f f e r  
very g r e a t l y  i n  kind from the 
Dominion Proposals ,  but i t s  
e f f e c t s  would be t o  throw so 
g rea t  a  net  increase  i n  
obl igat ions  upon the  Dominion 
th'at it could not be accepted 
by the  Dominion. Nor a s  any 
o ther  province expressed the  
view t h a t  it would be accept- 
a b l e  t o  i t .  

. 4. The remaining f i v e  provinces 
expressed a des i re  t o  see some 
changes i n  t h e  Dominion 
Proposals ,  m o s t  of which would 
be of some benef i t  t o  them- 
se lves  a t  t h e  expense of t h e  
~ o m i n i  on. 36 

The provinces and t h e  f e d e r a l  government could not unanimous- 

l y  agree on the  t axa t ion  and grants  formula required t o  

f inance the  hea l th  proposal.  The wea l th ies t  provinces d i d  

not want t o  give up prov inc ia l  j u r i sd i c t i on  "over personal 



income, corporat ion income, and succession taxes  i n  order  

t o  obta in  hea l th  insurance".  37 

A s  a  r e s u l t ,  i n  1946 Saskatchewan went on i t s  own way and 

introduced the  Saskatchewan Hospi ta l i za t ion  Act which estab- 

l i shed  a  un iversa l  compulsory medical insurance plan f o r  a l l  

r e s iden t s  of t h e  province. The plan was implemented i n  1947. 

The program was implemented a s  p a r t  of t he  s o c i a l i s t  doct r ine  

of t h e  newly e l ec t ed  C.C .F. government l e d  by T . C .  Douglas. 38 

The adequacy of t h e  municipal h o s p i t a l  plans had been out l ived 

and t h e  munic ipa l i t i es  now needed more f i n a n c i a l  a s s i s t ance .  

I n  1940 the.Saskatchewan Associat ion of Rural Municipal i t ies  

(SAFM) had made a  p resen ta t ion  t o  t h e  l e g i s l a t i v e  assembly 

on the  problems they were experiencing i n  de l iver ing  hea l th  

care s e rv i ce s  : 

'"ut" s a i d  the  S  .A .R.M. "ne i the r  
the  t a x  on t h e  land nor t h e  per  
cap i ta  t a x  has proven capable 
of providing s u f f i c i e n t  revenue 
t o  give complete medical and 
h o s p i t a l  s e rv i ce s  .39 

3 7 ~  .G . Taylor, "The Canadian Health Insurance Program", 
~ e r s ~ e c t i v e s  of - Canadian Health and Soc ia l  services-pol icy  : 
History and Emerging Trends, eds. C . A .  Meilicke and J . L .  
Storch (Ann Arbor: Universi ty of Michigan, 1980) , p. 187. 

3 9 ~ . ~ .  Taylor,  Health Insurance and Canadian Public  Policy 
(Montreal: McGill-Queen's Universi ty Press ,  1978) , p. 85. 
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en the  Hospital  Insurance P lan  was introduced i n  1947 

municipal i t ies  were guaranteed the  operat ing cos t s  o f  

h o s p i t a l s ;  t he re fo re ,  communities proceeded t o  expand 

f a c i l i t i e s  and bu i ld  new hosp i t a l s .  

The expansion of hosp i t a l  building was acce le ra ted  by t h e  

in t roduc t ion  of t he  hea l th  g ran t s  component of t he  1945 
i 

f ede ra l  government hea l th  program proposal.  40 ~ l l  provinces 

u t i l i z e d  these  g ran t s  and between 1948 t o  1970, when the  

program ended, 130,000 beds were added t o  the 'system. 41 

The provis ion of c a p i t a l  funds by t h e  f ede ra l  government 

f o r  the  const ruct ion of hosp i t a l s  was an  incen t ive  f o r  t h e  

provinces t o  promote h o s p i t a l  const ruct ion.  It a l s o  marked 

t h e  t r a n s f e r  of h o s p i t a l  c a p i t a l  f inancing f r o m  municipal- 

i t i e s  t o  t he  p rov inc ia l  and f ede ra l  governments. Unfortunately 

though, t he  planning and provision of h o s p i t a l  se rv ices  was 

done without much prov inc ia l  coordinat ion.  

About the  end of Norld War I1 
most provinces began t o  provide 
c a p i t a l  g r an t s  f o r  hosp i t a l s  
and i n  one of the  1948 National 
Health Grants,  r e spons ib i l i t y  f o r  



f e d e r a l  support  was recognized. 
However, these  e f f o r t s  were 
modest i n  degree and were l a rge ly  
unrela ted  t o  any concept o f  over- 
a l l  h o s p i t a l  planning i n  a  province. 42 

There was a  general  lack 

planning with respect  t o  

This lack of coordinated 

pensive t o  governments. 

con t ro l  t he  planning and 

of cen t r a l  provincia l  o r  regional  

t he  provis ion of h o s p i t a l  se rv ices .  

planning would l a t e r  prove t o  be ex- 

La te r  l e g i s l a t i o n  would try t o  , 

adminis t ra t ion aspect  o f  hosp i t a l  

operat ions.  A s  p rov inc ia l  and f ede ra l  governments became more 

involved and cost-committed t o  h o s p i t a l s ,  they a l s o  imposed 

more regual t ions  and caused the  increas ing bureaucrat iza t ion 

of t h e  The movement of t h e  regu la t ing  funct ion 

"J .F . Hastings, "Federal-Provincial Insurance f o r  
Hospital  and Physician'  s Care i n  Canada" , Perspectives on 
Canadian Health and 'Social  Services Pol icy:  H i s t o r y  and 
Emerging Trends, eds. C . A .  Meilicke and J . L .  Storch (Ann 
Arbor: Universi ty of Michigan, l98O), p. 2 i l .  

4 3 ~ b i d  P e  211. 
"Provincia l  governments now .have a  determining r o l e  i n  c a p i t a l  
quest ions ( c a p i t a l  p ro j ec t s  must be sanctioned by the  provin- 
c i a l  hosp i t a l  au tho r i t y  i n  order t o  receive government g ran t s )  
and ove ra l l  programs by means of g ran t s  and budgetary require-  
ments (common budgetary methods and acceptance of each hos- 
p i t a l ' s  annual budget i s  required by prov inc ia l  hosp i t a l  
a u t h o r i t i e s ) .  I n  add i t i on ,  spec i a l  provincia l  consultant  
advice and se rv i ce s  a r e  rendered t o  the  ind iv idua l  i n s t i t u t i o n s ,  
The f e d e r a l  department of National Health and Welfare a l s o  
has s p e c i a l  consultant  s e rv i ce s  ava i l ab l e  t o  t he  provinces i n  
the  h o s p i t a l  and other  hea l th  se rv ices  f i e l d s . "  



from the  municipal i t ies  t o  the  p rov inc ia l  and f ede ra l  

government increased " the  h i e r a rch i ca l  d is tancew between 

h o s p i t a l  adminis t ra tors  and t h e i r  regu la t  ors  . According 

t o  A .  Downs, t h e  g r e a t e r  t h i s  h i e r a rch i ca l  d is tance ,  

the  more bureaucrat iza t ion of t he  organizat ion.  

f i e  g r e a t e r  the  h i e r a r c h i c a l  
d is tance  between low l e v e l  
o f f i c i a l s  and the  po in t s  where 
f i n a l  approval can be obtained, 
the  more d i f f i c u l t  and time 
consuming i t  i s  f o r  them t 
carry  out t h e i r  funct ion.  48 

The increas ing r o l e  played by the  provinces and the  f e d e r a l  

government i n  h o s p i t a l  adminis t ra t ion has ce r t a in ly  contr-  

ibuted t o  h o s p i t a l  bureaucra t ic iza t ion  i n  Canada. 

The i n j e c t i o n  of funds i n t o  t h e  system by f ede ra l  

and provincia l  governments acce le ra ted  the rapid  expansion 

i n  the  growth and u t i l i z a t i o n  of se rv ices .  Areas o f  Sask- 

atchewan noted an increase  i n  the  number of p rac t i s ing  

physicians a f t e r  the  in t roduc t ion  of hea l th  insurance. 

44 A .  Downs, Ins ide  Bureaucracy (Boston: L i t t l e ,  Brown 
and Co., 19671, p. 159. 



I n  1946, following one 
recommendation made i n  t h e  
S i g e r i s t  Report, a p i l o t  
hea l th  program was s e t  up 
i n  Swift  Current Health Region, 
about 10 ,000  square miles o f  
ro lxing p r a i r i e  i n  south-west 
Saskatchewan with a population 
of about 50,000'. The area  
was chosen because it was 
economically depressed and the re  
w a s  a shortage of doctors .  
Doctors p rac t i c ing  the re  had 
many unpaid accounts. . . .The number of doctors  i n  
t he  region increased f r o m  
nineteen i n  1946 t o  for ty-  
one i n  1960, during which 
time t h e  s i z e  of he population 
remained s t a t i c .  43 

State-provided hea l th  care increased t h e  l e v e l  of se rv ice  

offered t o  t h e  r e s iden t s  of Saskatchewan. It a l so  s igna l led  

the  beginning of a complex, cos t ly  hea l th  care del ivery  system. 

The new hea l th  insurance plan i n  Saskatchewan had increased 

cos t s  t o  t h e  province and caused the  levying of an education 

and hosp i t a l i za t i on  t a x .  46 B r i t i s h  Columbia implemented i t s  

medical coverage plan i n  1949 and l i k e  Saskatchewan, exper- 

ienced higher  cos t s  due t o  t h e  program. 

Examination of t he  B.C. cos t s  
i nd i ca t e s ,  a s  i n  Saskatchewan, 
a continuing increase  i n  cos t s  

45~adgley and Wolfe, p.  19. 

4 6 ~ . ~ .  Taylor,  F inanc ia l  Aspects o f  Health Insurance 
(Toronto: Canada Tax Foundation, l 957 ) ,  p. 58. 



each year ,  r e s u l t i n g  from th ree  
f a c t o r s :  h igher  cos t s ,  h igher  
r a t e s  of u t i l i z a t i o n ,  and an  
expanding population. It i s  
i n t e r e s t i n g  t o  note t h a t  i n  
1949, _ t h e  f i rs t  year  o f  
operat ion of t h e  p lan,  per  
diem cos t s  i n  hosp i t a l s  rose  
by $1.35 over 1948.47 

Br i t i sh  Columbia's medical p lan ,  l i k e  Saskatchewan's, of fered 

h o s p i t a l  insurance regardless  of means. B r i t i s h  Columbia 

a l s o  introduced a medical care plan f o r  r ec ip i en t s  of r e l i e f  

a s s i s t ance  i n  1949. 48 I n  1950 Nova S c o t i a l  a l s o  passed leg-  

i s l a t i o n  offer ing medical care  f o r  r ec ip i en t s  o f  public  

a s ~ i s t a n c e ; ~ ~  i n  1953 Alberta approved t h e  Hospi ta l i za t ion  and 

Treatment Services Act o f fe r ing  government payment of hos- 

p i t a l  se rv ices  f o r  pereons suf fe r ing  from the  e f f e c t s  o f  

rheumatic a r t h r i t i s  and cerebra l  palsy .  50 During t h i s  time 

period t h e  provinces were becoming increas ingly  involved i n  

t he  s t a t e  provision of hea l th  se rv ices .  

A t  t h e  federa l -provincia l  conference of 1956, the  f ede ra l  

government once again  proposed a shared cost  hea l th  insurance 

plan.  The proposal was the  Hospital  Insurance and Diagnostic 

Services Act (HIDSA) and it was adopted a s  s t a t u t e  i n  1957. 
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This new l e g i s l a t i o n  offered uniform insurance coverage 

t o  res iden ts  f o r  rou t ine  h o s p i t a l  and diagnost ic  se rv ices .  51. 

I n i t i a l l y  only fou r  provinces pa r t i c ipa t ed  i n  the  plan,  

bu t  t he  f e d e r a l  government's o f f e r  of cost-sharing t h e  

program enrol led  a l l  t e n  provinces .52 I n  add i t ion ,  t h e  

f e d e r a l  government introduced uniform de f in i t i ons  of wait ing 

periods and benef i t s  thus  accommodating many e a r l i e r  

provincia l  concerns. 

The f e d e r a l  government, by e s t ab l i sh ing  a commitment t o  

the  del ivery of na t iona l  hea l th  care  s e rv i ce s ,  had a l s o  

es tab l i shed  i t s e l f  a s  the  monitor o f  t he  system. Since 

provinces had t o  meet f ede ra l  condit ions before agreements 

would be entered into: A s  mentioned by A .  Downs, t h e  

in t roduct ion of a  monitor i n t o  t h e  system caused r i g i d i t y .  

5 2 ~ a y l o r ,  p. 234. 
"With t h e  i r r e s i s t a b l e  o f f e r  of f ede ra l  cost-sharing,  s i x  
provinces t h a t  had not previously been involved i n  hosp i t a l  
insurance launched programs...By 1961 almost the  t o t a l  
population of Canada was e n t i t l e d  t o  t h e  same comprehensive 
h a s p i t a l  ca re  bene f i t s  enjoyed by the people of Saskatchewan 
and Br i t i sh  Columbia f o r  over a  decade." ' 



F i r s t  t h e  monitor imposes ever  
more complex and ever more 
r e s t r i c t i v e  regula t ions  upon 
the  operat ing bureau. A s  a  
r e s u l t ,  t h e  l a t t e r  may have 
i t s e l f  i n  a  v i r t u a l  s t r a i g h t -  
jacket of ru l e s  hardl3fonducive 

- t o  f l e x i b l e  behavior. 

Over time, t h e  f ede ra l  government, a s  w i l l  be demonstrated, 

became increas ingly  t h e  regu la tor  and monitor of t h e  hea l th  ca re  

system and t h i s  caused f u r t h e r  .Wreaucra t iza t ion  of ' 

hosp i t a l s .  

Af te r  t h e  in t roduc t ion  of t h e  HIDS Act t he  next major 

piece of ?_eg is la t ion  was t h e  Medical Care Insurance Act 

passed i n  Saskatchewan. I n  1962, Saskatchewan passed t h i s  

l e g i s l a t i o n  which es tab l i shed  un iversa l  medical coverage 

f o r  a l l  p rov inc ia l  r e s iden t s .  54 For Saskatchewan, t h i s  

l e g i s l a t i o n  completed the  move f r o m  p r iva t e  medical insurance 

t o  a  complete public  medieal insurance scheme. The s t a t e  

had become the  r egu la to r  of t h e  hea l th  ca re  system. Residents 

o f  t he  province were now ab le  t o  obta in  doctors*  se rv ices  a t  

54 M .G. Taylor,  "The Canadian Health Insurance Program", 
Perspectives of Canadian Health and Soc ia l  Services Policy : 
History and Emerging Trends, eds. C .A. Meilicke and J .Lo 
Storch (Ann Arbor: Universi ty of Michigan, 1980),  p. 188. 
" . . . t he  provincia l  government desp i te  the  opposi t ion of t he  
medical assoc ia t ion ,  introduced i t s  Medical Service Act t o  g 
i n t o  e f f e c t  on Apri l  1, 1962, but adminis t ra t ive  problems 
forced a  postponement t o  July  1 . "  



63 
no d i r e c t  c o s t  o t h e r  t h a n  through t a x a t i o n .  The l e g i s l a t i o n  

though, was not  passed without  oppos i t ion .  The doctors  of 

t h e  province h e l d  a  s t r i k e  i n  r e t a l i a t i o n  a g a i n s t  t h e  gover- 

nment-controlled scheme. - Doctors saw t h a t  they  were l o s i n g  

t h e i r  monopolis t ic  hold  on t h e  h e a l t h  c a r e  system and r e s i s t e d  

t h a t  move. 

The doctors  wanted a. monopoly 
only if they c o n t r o l l e d  i t ,  and 
d i d  not have t o  n e g o t i a t e  t h e  
p r i c e  of t h e  product they were 
s e l l i n g  t o  consumers. Perhaps 
it was f o r  t h i s  reason t h a t  t h e  
spokesmen f o r  t h e  p ro fess ion  spoke 
s o  vehemently a g a i n s t  t h e  poss- 
i b i l i t y  of government becoming 
" t h e  monopoly buyer and s e l l e r  
of a l l  medical services ' '  -55 

It  was only a f t e r  a severe  conf ron ta t ion  between t h e  doctors  

and t h e  government t h a t  t h e  Saskatoon Agreement was s igned 

ending a  t h r e e  week doc to r s '  s t r i k e .  The p r o v i n c i a l  govern- 

ment had brought i n  doc to r s  from Great B r i t a i n  t o  supply 

s e r v i c e s  while  t h e  s t r i k e  was on. This brought immense 

p ressu re  t o  bea r  on t h e  doctors  t h u s  causing them t o  f i n a l l y  

s e t t l e .  56 The s ign ing  of t h e  Saskatoon Agreement marked a  

s h i f %  i n  power i n  t h e  h e a l t h  system from t h e  doctors  t o  t h e  

55~adg1ey and Wolfe, p. 46. 

%bid 9 p .  71. The medical community i n  genera l  d isagreed  
wi th  t h e  withdrawal of s e r v i c e s  by Saskatchewan doc to r s .  
Doctors from Great  B r i t a i n  were providing requ i red  medical 
s e r v i c e s  t o  t h e  r e s i d e n t s  of Saskatchewan. 
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p r o v i n c i a l  government. Other provinces a l s o  followed 

Saskatchewan's example and e s t a b l i s h e d  p a r t i a l  pub l i c  medical 

insurance  p lans .  57 The p a r t i a l  p l ans  involved t h e  government 

being respons ib le  f o r :  

(1) paying t h e  f u l l  c o s t s  of 
s e r v i c e s  f o r  those  i n  r e c e i p t  
of cont inuing  wel fare  suppor t ,  
and 

( 2 )  s u b s i d i z i n g  those  whcse 
incomes f e l l  below a  t h r e s h o l d  
c a l c u l a t e d ,  n  t h e i r  t a x a b l e  
incomes... 8 

A f t e r  t h e  Saskatchewan i n c i d e n t ,  t h e  doctors  and t h e  insurance  

companies joined t o g e t h e r  t o  oppose any f u r t h e r  government 

move towards p u b l i c  h e a l t h  insurance.59 Pub l i c  pressure  f o r  

5 7 ~ e l l e r  and Manga, p .  230. 
"Moreover, fo l lowing Saskatchewan's example, o t h e r  provinces 
began t o  in t roduce  pub l i c  insurance  schemes t o  cover phys ic ians '  
s e r v i c e s ;  none of them was u n i v e r s a l  i n  scope o r  comprehensive." 

5 8 ~  .G. Taylor ,  Heal th Insurance and Canadian Pub l i c  Pol icy  
(Montreal:  McGill-Queen's Unive r s i ty  P r e s s ,  1978) ,  p. 338. 

5 9 ~ b i d . ,  p .  337. 
"Thus t h e  p ro fess ion  w a s  i d e o l o g i c a l l y  and p o l i t i c a l l y  joined 
wi th  t h e  insurance  i n d u s t r y  i n  i t s  oppos i t ion  t o  a govern- 
ment program. . . " 
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pub l i c  h e a l t h  insurance  s t i r r e d  t h e  f e d e r a l  government t o  

appoin t  a Royal Commission. The H a l l  Commission w a s  appoint-  

ed i n  1964 t o  i n v e s t i g a t e  t h e  f e a s i b i l i t y  of a  National 

Heal th  Insurance Program. 

A t  t h e  1965 f e d e r a l - p r o v i n c i a l  conference,  t h e  f e d e r a l  

government d iscussed  t h e  p o s s i b i l i t y  of cos t -shar ing  medical 

s e r v i c e s  wi th  t h e  provinces under t h e  Canadian Ass i s t ance  

Plan .  The f e d e r a l  government promoted t h e  insurance  p l a n  
60 i n  l a r g e  measure because of i t s  p o p u l a r i t y  with t h e  pub l i c .  

I 

I n  1968 t h e  Medical Care Act was passed and by 1972 a l l  

provinces and t e r r i t o r i e s  were p a r t i c i p a t i n g .  61 A l b e r t a ,  

Ontar io and Quebec i n i t i a l l y  r e s i s t e d  t h e  Medical Care Act 

but eventua l ly  dropped t h e i r  d i s p u t e s  wi th  t h e  f e d e r a l  

government. 

A l b e r t a ,  opposed t o  compulsion, 
found it necessary t o  abandon i t s  
insurance  company consortium.. .  

I n  Ontar io,  cons ide ra t ion  was 
g iven  over a long pe r iod  of t ime 
t o  t h e  f u t u r e  of Phys ic ians '  
Se rv ices  Incorpora ted  and f i n a l l y  . . .ceased i t s  prepayment opera t ions . .  . 

The Quebec b a t t l e  had two 
o b j e c t i v e s :  t o  s t a y  out of t h e  

6 0 ~ e l l e r  and Manga, p. 230. 



p l an  and, when i t  was c l e a r  
t h a t  was impossible ,  t o  
f o r ce  Ottawa t o  hand over  t o  
Quebec t h e  revenues from 
t h e  s ~ c i a l  development t a x  
c o l l e c t e d  from t h e  r e s i d e n t s  
of t h a t  province before t h e  
Quebec p lan  began. ... Trudeau w a s  not i n c l i n e d  
t o  accept  t h e  Quebec argu- 
ment and s o ,  f i n a l l y ,  t h a t  
demand ceased t o  be made. 62 

With t h e  i n t roduc t i on  of Medicare, t h e  h o s p i t a l s  now had 

two l e v e l s  of government r egu l a t i ng  t h e  s tandard  and expend- 

i t u r e s  i n  t h e  system. The h i e r a r c h i c a l  d i s t ance  discussed 

by A .  Downs had once aga in  been inc reased  wi th  t h e  f e d e r a l  

government becoming a  major p layer .  

The i n t roduc t i on  of Medicare though, has caused v a s t  

inc reases  i n  f i s c a l  co s t s  t o  t h e  f e d e r a l  and p rov inc i a l  

governments. Heal th ca re  cos t s  have been t a k i n g  a n  i nc r ea s ing  

6 z ~ . ~ .  Tay lo r ,  Heal th Insurance and Canadian Pub l ic  Pol icy 
(Montreal: McGill-Queen' s Univers i ty  P r e s s ,  1978) , p. 376. 



amount of G . N . P .  The f i gu re s  a r e  quoted below: 

T o t a l  expenditures f r o m  a l l  
sources grew from 8 b i l l i o n  
i n  1949 t o  l.2 b i l l i o n  i n  
1955 and 4.4 b i l l i o n  i n  1968. 
These f i gu re s  represent  4.35 
pe r  cent of t h e  gross na t iona l  
product i n  1955 and 6.6 per  
cent  of t he  gross na t iona l  
product i n  1968. The r a t e  
o f  increase averaged about 
10.7 per  cent over . 
1955-1968 but during 1965- 63  
1968 i t  was running a t  13.9%. 

By 1976 the  cos t  o f  hea l th  care had reached almost 7% of 

G.N .P .  64 Hospi ta ls  and physician se rv ices  were being 

u t i l i z e d  more with the  in t roduc t ion  o f  t he  HIDS Act and 

Medicare. Between 1957, t h e  year  of 'the in t roduct ion o f  

t h e  HIDS Act, and 1974, average prov inc ia l  spending on hea l th  

went from 15% of t h e  p rov inc ia l  budget t o  25%. 65 The 

increase  i n  t h e  number of hosp i t a l  f a c i l i t i e s  was a l s o  a  

contr ibut ing f a c t o r  t o  the  increas ing  cos t s .  The Hospital  

Construction Grant introduced i n  1948 by t h e  f ede ra l  govern- 

ment encouraged t h e  increase  i n  h o s p i t a l  beds f r o m  130,000 

i n  1948 t o  198,000 i n  1970. 66 Medicare was a l s o  a  major 

64 A .  Blomqvist, The Health Care Business (Vancouver: The 
F ra se r  I n s t i t u t e ,  1979) , p. 1. 

6 5 ~ h a n d l e r ,  p. 202. 

6hIbid -. I p. 207. 



contr ibut ing f a c t o r  t o  increased use o f  the  system and . 

higher cos t s  assoc ia ted  with physician se rv i ce s :  

The Medical Care Act a l s o  had 
a number of negative,  and t o  
some degree unexpected, policy 
impacts. Physicians'  incomes 
were s i g n i f i c a n t l y  increased 
l a rge ly  because p a t i e n t s '  
demand f o r  care  increased and 
bad debts were el iminated.  By 
1971, t he  r e l a t i v e  incomes o f  
physicians were a t  t h e i r  peak. 27 
The e f f ec t  of Medicare was t o  
r e d i s t r i b u t e  income from t h e  
general  taxpayer t o  physicians.  
In  t h e  long run Medicare was 
a l s o  i n f l a t i ona ry .  It placed 
g rea t  pressure on provincia l  
and f ede ra l  public  f inances f o r  
spending i n  t h e  hea l th  care f i e l d .  67 

The f i s c a l  pressure  f o r  t he  governments t o  continue increased 

spending on hea l th  ca re  l e d  t o  t h e  appointment of severa l  t a sk  

fo rces  given t h e  mandate t o  seek out more e f f i c i e n t  means 

of hea l th  care del ivery .  Government repor t s  w r i t t e n  during 

t h i s  period include:  The 1970 Commission of Inquiry on 

Health and Soc ia l  Welfare (Castonguay Report) ,  Report of the  

Health Planning Task Force (Mustard Report) ,  1974 - A New 

6 7 ' ~ e l l e r  and Manga, p.  231. 
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Perspec t ive  on t h e  Health of Canadians (Lalonde Repor t ) ,  

The Community Heal th Center i n  Canada (Hast ings ~ e p o r t ) ,  and 

t h e  1971 Task Force on t h e  Cost of Heal th Se rv ices  i n  

~ a n a d a . 6 8 ~ h e  r e c u r r i n g  theme presented  i n  t h e s e  r e p o r t s  

was t h e  a t tempt  t o  f i n d  ways and means of balancing t h e  de l iv -  

ery of q u a l i t y  h e a l t h  c a r e  a g a i n s t  c o s t .  B a s i c a l l y ,  t h e  

problem addressed by t h e  t a s k  fo rces  and commissions w a s  t h e  

type  of h e a l t h  c a r e  which was being promoted by t h e  shared 

c o s t  programs. 

The shared-cost  agreements d i s -  
t o r t e d  t h e  type  of h e a l t h  s e r v i c e s  
t o  which people had access .  Access 
t o  expensive h igh ly  t echno log ica l ,  
c u r a t i v e  , i n d i v i d u a l l y  o r i e n t e d  med- 
i c i n e  was improved and t h e s e  s e r v i c e s  
were emphasized t o  t h e  detr iment  of 
p r e v e n t a t i v e  and l e s s  c o s t l y  forms 
'of h e a l  h  c a r e  s e r v i c e s .  The Lalonde 
Report2& was one of a number of 
s t u d i e s  t h a t  quest ioned t h e  assump- 
t i o n ,  b u i l t  i n t o  t h e  insurance  
approach and t h e  shared-cost  agree-  
ments, t h a t  d  t o r s  p l u s  h o s p i t a l s  
equal  h e a l t h .  89 

Hosp i t a l s  cont inued t o  develop according t o  t h e  theme of 

c u r a t i v e  a s  opposed t o  p reven ta t ive  h e a l t h  c a r e .  Hosp i t a l s  

and doctors  i n s i s t e d  on having s t a t e  of t h e  a r t  technology 

6%hese r e f e r e n c e s  a r e  f u l l y  noted i n  t h e  b ib l iography.  

6 9 ~ e l l e r  and Manga, p .  232. 



i n  t h e  system. Much of t h e  equipment f o r  c u r a t i v e  care  w a s  

expensive t o  a c q u i r e  and needed a d d i t i o n a l  t e c h n i c a l  staff 

t o  opera te  and s e r v i c e .  Labour i n  h o s p i t a l s  t h u s  became 

i n c r e a s i n g l y .  s p e c i a l i z e d  and d i f f e r e n t i a t e d ,  a n  important 

c o n t r i b u t i n g  p a r t  of t h e  b u r e a u c r a t i c i z a t i o n  process .  

Biomedical eng inee r s ,  e lec t ro-card iograph t e c h n i c i a n s  and 

r e s p i r a t o r y  t e c h n o l o g i s t s  became a n  i n t e g r a l  p a r t  of h o s p i t a l  

s e r v i c e s .  This  paramedical staff r e q u i r e d  a d d i t i o n a l  h e a l t h  

funds i n  order  t o  d e l i v e r  t h e i r  s e r ~ i c e s . 7 ~  

The f e d e r a l  government t r i e d  t o  f i n d  a means t o  d e t e r  t h e  

i n c r e a s e  i n  demand f o r  a d d i t i o n a l  resources .  One of t h e  

more reknowned t a s k  fo rces  address ing  t h i s  q u e s t i o n  was t h e  

1971 t a s k  f o r c e  on The Cost of Heal th Se rv ices  i n  Canada. 

This  r e p o r t  i d e n t i f i e d  t h r e e  major a l t e r n a t i v e s  f o r  d e t e r r i n g  

t h e  c o s t s  of h e a l t h  ca re .  Those a l t e r n a t i v e s  were: 

(1) The s t andards  of h e a l t h  c a r e  
now a v a i l a b l e  can be reduced; o r  

( 2 )  Taxes, premiums, d e t e r r e n t  f e e s ,  
can be r a i s e d  even h igher ;  o r  

lu "Advances i n  s c i e n t i f i c  knowledge a l s o  have r e s u l t e d  i n  
i n c r e a s e s  i n  t h e  number of p r o f e s s i o n a l  and t e c h n i c a l  para-  
medical s t a f f  members and i n  t h e  need t o  purchase more expen- 
s i v e  equipment. A l l  of t h e s e  developments have con t r ibu ted  t o  
a s teady r i se  i n  h o s p i t a l  cos t s . "  
Hast ings and Mosley , ope ' tit , P 152 



(3)  Wzys can be found t o  
r e s t r a i n  t h e  growth of c o s t  
i n c r e a s e s  through t h e  b e t t e r  
ope ra t ion  of t h e  h e a l t h  s e r -  
v i c e  s t r u c t u r e  now i n  e x i s t -  
ence and s e r i o u s  consider- 
a t i o n  be g iven  t o  a  f u t u r e  
major revampin pf t h e  5 e n t i r e  system: 

The t h i r d  a l t e r n a t i v e  was tfle approach which t h e  t a s k  f o r c e  

a c t i v e l y  pursued. It i d e n t i f i e d  seven a r e a s  of h e a l t h  

opera t ions  and made recommendations t o . r e s t r i c t  c o s t s  i n  

those  a r e a s .  -' The seven a r e a s  of inqu i ry  were: 

Hosp i t a l  Se rv ices  

1. U t i l i z a t i o n  

2 .  Operat ional  Eff ic iency 

3. S a l a r i e s  and Wages 

4. Beds and F a c i l i t i e s  

Heal th Se rv ices  

5 .  Method of Delivery of Medical Care 

6.  P r i c e  of Medical Care 

7 .  Cost of Pub l i c  Heal th Services '  72 

f Department of Heal th and Welfare, Task Force Reports 
on t h e  Cost of Heal th Se rv ices  i n  Canada (Ottawa, Information 
Canada, 1971) , p.  1. 
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I n  terms of o p e r a t i o n a l  e f f i c i e n c i e s ,  t h e  t a s k  f o r c e  con- 

cluded t h a t  t h e r e  were t h r e e  major problems i n  h o s p i t a l s  

which a t t r i b u t e d  t o  t h e i r  o p e r a t i o n a l  i n e f f i c i e n c i e s .  Those 

problems were: 

The l a c k  of f i n a n c i a l  account- 
a b i l i t y  t o  t h e  h o s p i t a l  by 
t h e  members of t h e  medical 
s ta f f .  

T r a d i t i o n a l  p a t t e r n s  of 
medical and nurs ing  p r a c t i c e  
a r e  allowed t o  over-r ide t h e  
need f o r  t h e  a p p l i c a t i o n  of 
modern management techniques .  

F i n a n c i a l  r e s t r i c t i o n s  pre- 
vent  t h e  modernization o r  
replacement of o ld  and i n -  
e f f i c i e n t  h o s p i t a l  f a c i l i t i e s .  73 

A s  can be s e e n  by t h e  above comments of t h e  f e d e r a l  t a s k  

f o r c e ,  h o s p i t a l s  were expected t o  play a n  inc reased  monitor- 

i n g  r o l e  over  t h e  p r a c t i c e s  of medical s t a f f .  I n  a d d i t i o n ,  

t h e  government i t s e l f ,  was i n c r e a s i n g  i t s  r o l e  as monitor 

of h o s p i t a l s  as can be noted from t h e  appointment of t h e  

t a s k  f o r c e s  and r o y a l  commissions dur ing  t h i s  per iod .  A s  



73 
described e a r l i e r ,  t h e  "monitoring funct ion of an  operat- 

i n g  bureauw causes t h e  increased r i g i d i t y  of t he  organiz- 

a t i o n .  The d i r e c t  impact of increased government involve- 

ment on h o s p i t a l  admin i s t r a t i  on has been 'notled by White : 

The expansion i n  governmental 
involvement has produced a 
demand f o r  adminis t ra t ive  per- 
sonnel both t o  develop and 
administer  t he  plans and reg- 
u l a t i ons  on behalf of t h e  
government and t o  respond t o  
them wi th in  h o s p i t a l s  and 
okher hea l th  agencies.  I n  
add i t i on ,  the  s u b s t a n t i a l  
l e v e l s .  of public funding i n  
the  hea l th  f i e l d  requires  an  
impressive increase  i n  acco - "mt ing  and budgetary se rv ices .  . 

With respect  t o  t h e  hea l th  s e r v i c e s , < t h e  task  fo rce  

concluded t h a t  b e t t e r  planning and u t i l i z a t i o n  of resources 

be p rac t i sed  i n  the  seven a reas  i d e n t i f i e d  i n  order  t o  con- 

t r o l  cos t .  The reg iona l iza t ion  of s e rv i ce s  and an increase  

i n  labour product iv i ty  were two of the  major recommendations. 

The recommendation of t h e  implementation o f  regional  hea l th  

74 -~odney ,  F. White, "The Administrative Component i n  
Canadian Health Services :  A Comparative Viewu, Perspectives 
of Canadian Health and Soc ia l  Services Policy:  H i s t o w  and 
Emerging Trends, eds. C .A. Meilicke and J. L. Storch (Ann 
Arbor: Universi ty of Michigan, 1980),  p. 494. 
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, 

planning boards, although possibly necessary, a l s o  was a  

f u r t h e r  increase  i n  bureaucra t ic iza t ion  of t h e  h o s p i t a l .  

The regional  boards represented f u r t h e r  r e s t r i c t i o n s  on 

t h e  operat ions of hosp i t a l s .  Duplication of funct ion by 

hosp i t a l s  i n  close proximity t o  one another  was cos t ly  

and unnecessary. Regional h o s p i t a l  boards were es tab l i shed  

t o  el iminate cos t ly  dupl ica t ion of funct ion and t o  coordinate 

e x i s t i n g  a c t i v i t i e s .  

The recommendation made by t h e  t a sk  fo rce  f o r  iricreased 

labour product iv i ty  through t a sk  s imp l i f i ca t i on  and 

spec i a l i za t i on  is  a l s o  the  cause of f u r t h e r  bureaucrat ic iz-  

a t i o n  i n  t he  system, according t o  A .  Downs. 75 ~ p e c i a l -  

i z a t i o n  i n  a  l a rge  organizat ion requires  more coordinat ion 

and s teps  t o  follow before goals  a r e  met. 

The 1971 task  fo rce  repor t  summarized t h e  cos t  impact of 

a  policy move from p r i v a t e  hea l th  insurance t o  a  publ ic  

hea l th  insurance plan.  The i n a b i l i t y  of t h e  provincia l  

governments t o  conta in  hea l th  cos t s  l ed  t o  changes i n  t he  

75~owns,  p a  159. "True in tens ive  s p e c i a l i z a t i o n  produces 
important economies of s ca l e  which improve the  q u a l i t y  o f  
t h e  product,  and may even cause f a s t e r  performance o f  each 
s t e p  i n  making it. But beyond a  c e r t a i n  degree of spec ia l -  
i z a t i o n ,  g r e a t e r  speed i n  performing each operat ion i s  
n u l l i f i e d  by g r e a t e r  soph i s t i ca t i on  of each s t e p  and more 
time spent coordinat ing the  increased number of s teps ."  



s hared-cost formula.  

I n  1975 Ottawa gave n o t i c e  t o  
t h e  provinces of changes i n  i t s  
s h a r i n g  of h e a l t h  c o s t s .  It 
announced a c e i l i n g  on t h e  annual  
r i s e  i n  c o s t s  t h a t  it would s h a r e ,  
and t h e  replacement of t h e  open- 
ended medical s e r v i c e s  a  eement 
with a p e r  c a p i t a  g r a n t .  78 

I n  1977 t h e  f e d e r a l  government replaced  t h e  shared-cost  fund- 

i n g  with block funding and t h e  open-ended funding of t h e  

pub l i c  insurance  pe r iod  came t o  a n  end.77 The e r a  of inc reased  

c o s t  c o n t r o l  and r e g u l a t i o n  of h e a l t h  c a r e  began. The e f f o r t s  

t o  con ta in  t h e  c o s t s  of h e a l t h  care  were e s c a l a t e d  from t h i s  

po in t  onward. 

The Third Phase 1977 t o  t h e  P resen t  

The t h i r d  phase of t h e  f i i s t o r i c a l  a n a l y s i s  of h e a l t h  

pol icy  i n  Canada i s  1977 t o  t h e  p resen t .  This  e r a  i s  

marked wi th  f e d e r a l  and p r o v i n c i a l  a t t empts  t o  curb  spending 

on h e a l t h  care .  The f i rs t  f e d e r a l  a t tempt  was t h e  d i s s o l u t -  

i o n  of t h e  shared-cost  program and t h e  i n t r o d u c t i o n  of 

block funding.  I n  1977, t h e  f e d e r a l  government in t roduced 

7 7 ~ .  Van Loon, "From Shared Cost t o  Block Funding and Beyond: 
The P o l i t i c s  of Heal th  Insurance i n  Canada", Pe r spec t ives  of 
Canadian Heal th and S o c i a l  Se rv ices  Po l i cy :  H i s t o m  and 
Emerging Trends,  eds .  C . A .  Meil icke .and J . L .  S to rch  (Ann 
Arbor: Unive r s i ty  of Michigan, 1980)., p .  343. 
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t h e  Federa l -Provinc ia l  F i s c a l  Arrangements and Es tab l i shed  

Programs Act (E.P.F.) as a means t o  c o n t r o l  spending. The 

new a c t  allowed t h e  provinces t o  c o l l e c t  inc reased  t a x e s  

i n  t h e  corpora te  and pe,rsonal t a x  f i e l d s .  The "catch" was 

t h a t  t h e  f e d e r a l  t r e a s u r y  would no longer  provide t h e  shared  

c o s t s  of Medicare. I n s t e a d ,  t h e  f e d e r a l  funds would provide 

a 25% uncondi t ional  block g r a n t  of t h e  t o t a l  program's c o s t .  

Richard Van Loon viewed t h e  change i n  t h e  funding formula 

as a t ransmuting of medical c a r e  p o l i t i c s '  i n t o  t h e  p o l i t i c s  

of c o s t  c o n t r o l .  He concluded t h a t  t h e  new funding formula 

and t h e  p o l i t i c s  it evoked would not  curb  spending. 

This  paper  concludes t h a t  
i n s t a b i l i t y  due t o  c o s t  
e sca la t ion- -o r ,  what 
p o l i t i c a l l y  i s  equa l ly  
impor tant ,  t o  t h e  pub l i c  
pe rcep t ion  t h a t  c o s t s  a r e  
inc reas ing- - i s  l i k e l y  t o  
p e r s i s t .  This w i l l  be 
t h e  case  i n  s p i t e  of (and 
perhaps even because o f )  
t h e  f i n a n c i a l  a r  gements 
enacted i n  1977. C1"9 

78 Van Loon, p .  343. 



Van Loon was c o r r e c t  i n  h i s  p r o j e c t i o n  as demonstrated by 

t h e  f e d e r a l  government con t r ibu t ions  f o r  h e a l t h  c a r e  t o  

t h e  provinces f o r  t h e  y e a r s  1977-1984. 

Federa l  Government Contr ibut ion  (Excluding 
Revenue Guarantee) t o  Provinces i n  Respect 

of Heal th Care '(Y 

Year Contr ibut ion  
( $  m i l l i o n )  

Inc rease  Over 
Previous Year 

( $  m i l l i o n )  

The eve r - inc reas ing  h e a l t h  budget expendi tures  have 

caused t h e  provinces t o  t r y  t o  r e s t r a i n  h e a l t h  c a r e  c o s t s .  

With block funding t h e  provinces no longer  rece ived  matched 

79 'Government of Canada, Preserv ing  Unive r sa l  Medicare 
(Minis t ry  of Supply and Serv ices ,  1983) p.  29. 
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grants  f o r  hea l th  ca re  cos t s .  P rov inc ia l  concern over ' 

hea l th  care cos t s  heightened, from the  point  of E.P.F. 

onward. 

I n  t h i s  current  phase of 
hea l th  po l icy ,  t h e  most 
important l e v e l  of govern- 
ment i s  the  provinces ... 
The i n i t i a t i v e  t h a t  resided 
with t he  f ede ra l  government 
has been r e t y p e d  t o  the  
provinces.. .  

I n  t h e i r  new r o l e  a s  regu la tors  of t he  cos t s  of hea l th  ca re ,  

t h e  provinces s t a r t e d  t h e i r  cos t  con t ro l  campaign t o  r e s t r a i n  

t h e  cos t s  f o r  physician se rv i ce s .  The physicians i n  t u r n  have 

voiced t h e i r  d i s s a t i s f a c t i o n  with fee  schedules by extra-  

b i l l i n g  and opting-out of Medicare by many physicians i n  

Ontario. ,81T The doctors  opting-out charge f ee s  which a r e  

higher than  the  fee  allowed under t he  insurance scheme. 

Other doctors have i n i t i a t e d  t h e  p rac t i ce  o f  ex t r a -b i l l i ng .  

Ext ra -b i l l ing  i s  a  f i n a n c i a l  charge lev ied  aga ins t  t he  

pa t i en t  and i s  i n  add i t i on  t o  t he  payment offered by Medicare. 

From a  few of t he  provinces'  po in t s  o f  view, ex t r a -b i l l i ng  

'O 'chandler,  p . 216. 

81 ,~  .D. Wolfson and Carolyn 3. Tuohy , Opting Out of Medicare : 
Pr iva t e  Medical Markets i n  Ontario (Universi ty of Toronto 
Press ,  1980),  p .  v i i .  "The l a t e  1970's however, have seen 
t h e  development i n  a  number of t h e  provinces, including 
Ontario,  of  a  se r ious  t h r e a t  t o  universa l  knedicare: the  growth 
of p r iva t e  markets f o r  se rv ices  insured by the  public  program ... Rather than accepting payment f r o m  OHIP a t  OHIP r a t e s . . .  
they choose t o  opt out." 
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solved the  c o n f l i c t  over the  f ee  schedule. But, f r o m  t h e  

f ede ra l  point  of view, ex t r a -b i l l i ng  threatened the  univ- 

e r s a l i t y  o f  Medicare. 
82 Table A . i nd i ca t e s  %hat few 

provinces e x t r a - b i l l  t o  any grea t  extent-. Ontario and 

Alberta l ead  the"  o ther  provinces' i n  t h i s  p rac t i ce .  

I n  1980, a s  a r e s u l t  of these  dilemmas, Emmett Hal l  was 

appointed t o  l ead  a  Royal Commission t o  review the  s t a t u s  

o f  Medicare. The 1980 Commission was espec ia l ly  concerned 

with the  l o s s  of un ive r sa l i t y  of Medicare due t o  these  

f i n a n c i a l  p r ac t i ce s  by physicians.  

The r e a l  problem which I face  
i n  t h i s  regard i s  how the  concept 
of adequate remuneration can be 
achieved without f i n i s h i n g  up 
with a  two t i e r  system which would 
ca s t  t he  poor, the  aged and t h e  
unemployed i n t o  a  category 
apa r t  from those who a r e  ab le  
f i n a n c i a l l y  o r  considered 
f i n a n c i a l l y  ab le  by ind iv idua l  
physici  s t o  absorb an extra-  
charge. 89 

The preservat ion of t h e  un ive r sa l i t y  of Medicare has become 

a  major policy t h r u s t  of the  f ede ra l  government. The 1981 

82~overnment of Canada, Report of t he  Parliamentary Task 
Force on Federal-Provincial F i s c a l  Arrangements ( o t t a m ,  
Ministry of Supply and Services ,  1981) p. 115. 

Q9 

"'E. Ha l l ,  Canada's National Prov inc ia l  Health Programs 
f o r  the  1980's (Ottawa, Government of Canada, l98O), p. 26. 



Task Force on F i s c a l  Federalism i n  Canada addressed 

n a t i o n a l  s t andards  and u n i v e r s a l i t y  i n  i t s  f i n a l  r e p o r t .  

S p e c i f i c a l l y ,  t h e  t a s k  f o r c e  t r i e d  t o  determine whether 

o r  not  t h e  E.P.F. Act had provided s u f f i c i e n t  r e s t r i c t i o n s  

t o  ensure provinces a l l o c a t e d  enough monies t o  h e a l t h  care .  

Under t h e  1977 Es tab l i shed  Programs Financing Act (EPF) 

provinces were allowed t o  determine program p r i o r i t i e s .  

The t a s k  f o r c e  r e p o r t  i n d i c a t e d  t h a t  p r o v i n c i a l  m i n i s t e r s  

favoured t h e  f i s c a l  system e s t a b l i s h e d  by t h e  E.P.F. Act. 

Other groups making p r e s e n t a t i o n  t o  t h e  t a s k  f o r c e  d id  I 

not  agree  with t h e  p r o v i n c i a l  m i n i s t e r s .  

I n  c o n t r a s t ,  however, most 
of those  making p r e s e n t a t i o n s  
t o  t h e  Task Force,  though not  
unhappy with block-funding i n  
p r i n c i p l e ,  argued t h a t  E.P.F. 
had been unsuccessful  i n  terms 
of i t s  program o b j e c t i v e s .  It 
was charged t h a t  t h e  p r o v i n c i a l  
spending i n  t h e  a r e a s  i n  ques t -  
i o n  had not  grown a s  fas t  as 
f e d e r a l  t r a n s f e r s ,  and not  fas t  
enough t o  mainta in  s e r v i c e s .  
Consequently, it was argued, some 
of t h e  n a t i o n a l  s tandards  i n  t h e  84 h e a l t h  f i e l d  were not  being honoured. 

84~overnment of Canada, Report of t h e  Par l iamentary  Task 
Force on Federa l -Provinc ia l  F i s c a l  Arrangements (Ottawa, 
Minis t ry  of Supply and Serv ices ,  l98l), p .  71. 
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The char t  below ind ica t e s  the  l e v e l  of provincia l  spending 

on hea l th  expressed a s  a percentage of t o t a l  provincia l  

spending. 

p rov inc ia l  Government Health Spefidina a s  a 

Percentage of Tota l  Provincia l  Government 
1976-77 
m Spending 85 
1980-81 
mKXKRl 
1981-82 

(estimate) 
Percentage 

85~overnment of Canada, Preserving Universal Medicare 
(Ottawa, Department of National Health and Welfare), p. 15. 
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These f e d e r a l  f i gu re s  revea l  t h a t  four  of t h e  t e n  provinces,  

Pr ince  Edward I s l and ,  Nova Sco t i a ,  Quebec, and Alber ta ,  had 

decreased t h e i r  a l l o c a t i o n  of resources t o  h e a l t h  i n  com- 

par i son  t o  t h e  percentage of t h e  budget expended f o r  h e a l t h  

i n  1976-77, t h e  year  before E .P .F. The f i g u r e s  , ind ica ted  

though, t h a t  s i x  provinces had expended an  increas ing  

amount of t h e i r  budget on hea l th .  86 Many of t h e  witnesses 

before t h e  Task Force on Federal-Provincial  F i s c a l  Arrange- 

ments suggested t h a t  f e d e r a l  funds were being channeled from 

h e a l t h  care  and post-secondary education i n t o  o ther  program 

a r e a s .  87 Cer ta in ly  i n  terms of t h e  hea l th  ca re  component, it 

would seem by t h e  r e s u l t s  of t h e  f e d e r a l  study t h a t  the  prov- 

i nces  were bas i ca l ly  spending the  same propor t ion on h e a l t h  

i n  t h e i r  budget. The s t a t i s t i c s  d id  not i n d i c a t e  t h a t  t he re  

was any major s h i f t i n g  of policy p r i o r i t i e s  from hea l th  t o  - 

o the r  government funct ions  f o r  t h e  years  1976-77, 1980-81 and 

The repor t  on Federal-Provincial  F i s c a l  Arrangements 

s t a t e d  t h a t  t h e  i n t roduc t ion  o f  t h e  E.P .F. Act removed 

8 6 ~ b i d . ,  p. 14. 

87~overnment of Canada, Report of t h e  Parliamentary Task 
Force on Federal-Provincial  F i s c a l  Arrangements (Ottawa,, 
Ministry of Supply and Serv ices ,  1981) ,  p. 75 . 

88~mportant  t o  t h i s  d i scuss ion  i s  an  a n a l y s i s  of t h e  rev- 
enue r a i s i n g  mechanisms which have been implemented during 
t h i s  period.  The increase  i n  u se r  f e e s  must be considered i n  
terms of t h e i r  contr ibutory  power t o '  maintaining the  present  
l e v e l  of expenditure on hea l th .  This  d i scuss ion  w i l l  ensue 
i n  Chapter V I .  
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dis incent ives  f o r  the  levying of user  f e e s .  The p r i o r  

f i s c a l  arrangements under the  Hospital  Insurance and Dian- 

nos t ic  Services Act, deducted use r  f ees  charged by the  

province f r o m  the  f ede ra l  t r a n s f e r .  The task  force recommend- 

ed against  .user  fees and ex t ra -b i l l ing  a s  they f e l t  they 

destroyed the  universa l i ty  o f  Medicare. They f u r t h e r  rec- 

ommended t h a t  f ede ra l  t r a n s f e r s  f o r  hea l th  care and post- 

secondary education be separated and the  t r a n s f e r s  be made 

contingent upon programs achieving na t iona l  standards 89 

The implementation of t h i s  recommendation would replace t h e  

ex i s t ing  unconditional grant  with a  condit ional  grant .  

Through a  separat ion of education and hea l th  care i n  the 

grant  s t r u c t u r e ,  the  federa l  government could ensure t h a t  

a l l  monies intended f o r  a  given sec to r  were expended on t h a t  

s e c t o r  and the  t r a n s f e r  would only be made i f  nat ional  

standards were being adhered t o .  

Since the  1981 Task Force Report, the  federa l  government 

has introduced a  new piece o f  hea l th  l e g i s l a t i o n  which 

enbraces many of t h e  concerns ra i sed  by t h e  Task Force on 

F i sca l  Federalism. The Canada Health Act i s  viewed by the 

8  
tovernment of Canada, Report of t he  Parliamentam Task 

Force on Federal-Provincial F i s c a l  Arrangements (Ottawa, 
Ministry of Supply and Services,  1981), p. 115. 
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f ede ra l  government a s  the  appropria te  l e g i s l a t i v e  mechanism 

required t o  preserve t h e  universa l i ty  of Medicare. Legis- 

l a t i o n  i n  reference t o  the  education system has not emerged 

and possibly indica tes  the  p r i o r i t i z a t i o n  o f  the  hea l th  care 

system over the  education system a t  t h i s  point  i n  time. 

The Canada Health Act w i l l  replace the  Hospital  Insurance 

and Diagnostic Services Act and the  Medical Care Act. This 

a c t  w i l l  place conditions on the  t r a n s f e r  o f  f ede ra l  monies 

t o  the provinces. The purpose of the  a c t  i s  c i t e d  below: 

. , . t o  advance the  object ives  - of Canadian hea l th  care pol icy,  
while recognizing t h e  primary 
re spons ib i l i ty  of the  provinces 
f o r  the  provision o f  hea l th  care 
serv ices ,  by es tab l i sh ing  c r i t e r i a  . 
and conditions t h a t  must be met 
before f u l l  payment may be made 
under t h e  Act of 1977 i n  respect  
of insured hea l th  serv ices  and 
extended hea l th  care  serv ices  
provided under provincial  law. 

The Canada Health Act i s  designed t o  el iminate ex t ra -b i l l ing  

and user  charges. A s  rec.ommended by the 1981 Task Force 

on F i s c a l  Relations,  t h e  Health Act w i l l  t r a n s f e r  t h e  payment 

f o r  heal th  only i f  the  province has met t h e  c r i t e r i a  

9%he Minister  of National Health and Welfare, 
Canada Health Act (Ottawa, The House o f  Commons of Canada, 
l 9 8 3 L P . 5 .  . 
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establ ished by the a c t .  Provinces allowing the levying o f  

user  charges w i l l  be penalized i n  the  f ede ra l  t r a n s f e r  by an  

equal amount. B r i t i s h  Columbia and Alberta a r e  opposed t o  

t h e  new a c t .  g1 These provinces f e e l  t h a t  user  fees  and 

ex t ra -b i l l ing  provide reasonable means t o  of fse t  increasing 

hea l th  care cos ts  while the  f ede ra l  government argues t h a t  

ex t ra -b i l l ing  and user  fees  bui ld  economic ba r r i e r s  t o  par- 

t i c i p a t i o n  i n  the  system. The fede ra l  government argues t h a t  

t h e  universa l i ty  of t h e  hea l th  care system w i l l  be destroyed 

i f  ex t ra-b i l l ing  and user  fees  a r e  allowed, hence t h e  

Canada Health Act. If the Health Act i s  passed, the  prov- 

inces  w i l l  have t o  f i n d  a l t e r n a t i v e  means of f inancing t h a t  

por t ion of hea l th  care presently being financed by user  

f ees .  It could mean t h a t  f u r t h e r  r e s t r a i n t  w i l l  be placed 

on hospi ta l s  o r  the  f ede ra l  government w i l l  be pressured t o  

t r a n s f e r  f u r t h e r  funds t o  hea l th  care. The present Socia l  

Credit government of B r i t i s h  Columbia ce r t a in ly  would be 

mos t  r e luc tan t  t o  t r a n s f e r  addi t iona l  funds t o  hosp i t a l s .  

The Socia l  Credit government introduced a  d r a f t  Medical 

The Vancouver Sun, Southam News (Vancouver, B .C . , Aug. 8,  
1983). "Alberta and B r i t i s h  Columbia, with heavily conserv- 
a t i v e  governments, seem t o  be placing the  g rea tes t  emphasis 
on Ottawa's plan t o  f inancia l ly  penalize provinces t h a t  
allow hosp i t a l  user  f ees  o r  ex t ra -b i l l ing  by doctors...B.C. 
Health Minister  J i m  Nielsen c a l l s  the  f ede ra l  s tance ' r i d -  
iculous and retrograde ' . . .Alberta Intergovernmental Affairs  
Minister  J i m  Horsman wants t h e  premiers t o  t a l k  s t r a t egy  t o  
counter the  move, perhaps i n  the  courts  ." 
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Services Act on July 7 ,  1983. This b i l l  was one o f  several  

b i l l s  introduced by t h e  Social  Credit par ty  directed a t  

reducing the  cos ts  of the delivery o f  government s o c i a l  

se rv ices .  B i l l  24, The Medical Services Act, was directed 

a t  es tab l i sh ing  d i f f e ren t  types of hea l th  care f o r  t h e  

res idents  o f  Br i t i sh  Columbia. This provincial  d r a f t  l eg i s -  

l a t i o n  allowed f o r  .the. establishment of regulat ions  f o r  t h e  

prac t ice  of ex t ra -b i l l ing .  

Reaulat i ons 

53 ( 2 )  Without l imi t ing  t h e  
app l i ca t ion  o f  sub-section ( l ) ,  
the  Lieutenant Governor i n  
Council may make regulat ions  f o r  
the  following purposes and 
respecting the following matters:  

( a )  prescr ibing 

(i) heal th  care services  
and benef i t s  rendered by 
p rac t i t ione r s  a s  insured 
se rv ices ,  and 

(ii) medical se rv ices  
rendered by pract . i t ioners  
t h a t  a r e  not insured 
se rv ices ,  including 

(iii) prescr ibing d i f f e ren t  
benef i ts  and services  f o r  
d i f fe rent  c lasses  o f  insured 
persons, and 



( i v )  imposing monetary l i m i t s  
on serv ices  and benefi ts  
ava i lab le  t o  d i f f e ren t  c lasses  
of insured persons. 92 

The b i l l  attempted t o  e s t ab l i sh  the  p r inc ip le  of d i f f e ren t  

types o f  care f o r  d i f f e ren t  insured groups. It allowed 

f o r  t h e  provision o f  ex t ra -b i l l ing  which undoubtedly would 

cause t h e  d i s in teg ra t ion  of t h e  universa l i ty  of the  present 

- system. The Medical Services Act caused a  s ign i f i can t  

public p r o t e s t  as it was viewed a s  a  d i r e c t  t h r e a t  t o  the  

universa l i ty  of Medicareeg3 The public response t o  B i l l  24 

caused i t s  withdrawal from t h i s  sess ion of the  l e g i s l a t u r e .  

The public p ro tes t  t o  B i l l  24 was ind ica t ive  o f  t he  Canadian 

a t t i t u d e  and support f o r  the  Medicare system. A recent 

Southam news survey found t h e  following r e s u l t s  t o  a  p o l l  

on Medicare: 

A . cross-country public .opinion 
survey conducted f o r  Southam 
News found Canadians over- 

9 2 ~ i n i s t e r  of Health, James A .  Nielsen, The Medical 
Services Act (Province of Br i t i sh  Columbia, 1983),  p. 18. 

9 3 ~ h e  Vancouver Sun, Southam News (Vancouver, B. C . , 
July 12,  l983) ,  p.  1. 
"The l e g i s l a t i o n  i s  the most ser ious and potent ia l ly  t h e  
most dangerous product of t h e  'new r i g h t ' .  It i s  dangerous 
t o  the  public health." Several  labour and s o c i a l  service 
organizations held l a rge  public r a l l i e s  pro tes t ing  the 
government ' s new l e g h l a t i o n .  



whelmingly support medicare 
with 85 p e r  cent r a t ing  it 
a s  one o f  the  most important 
services  government provides. 
The p o l l  found t h a t  56 per 
cent don' t  think doctors a r e  
j u s t i f i e d  i n  more than they 
a r e  paid* by medicare' while 
only 16 pe r  cent backed 
ext ra-b i l l ing .  About 17 per  
cent. thought doctors should 
be abl94to b i l l  ex t ra  i n  some 
cases. 

Organized labour has a l s o  indicated t h e i r  support f o r  

Medicare and preserving i t s  universa l i ty  a s  indicated i n  a 

recent speech delivered by Shi r ley  Carr, t h e  Executive 
- - 

Vice-president of the  Canadian Labour Congress:. 

"We w i l l  protect  (medicare) 
even i f  it means walking the  
s t r e e t s "  she sa id .  "Medicare 
w i l l  never go down i n  Canada ." 
This i s  labour 's  biggest f i g h t  
and it won't be won e a s i l y ,  Mrs. 
Carr warned because the  oppos- 
i t i o n  has every in ten t ion  o f  
allowing p r o f i t s  f o r  doctors - - 
f a r  i n  excess o f  anything we 
can imagi.ne. 95 

9 5 ~ h e  Globe and Mail 
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There i s  no doubt t h e  i ssue  of ex t ra -b i l l ing  and user  r a t e s  

w i l l  be contentious between t h e  f ede ra l  government, t he  

provinces, doctors,  and t h e  public.  A House o f  Commons 

Committee i s  present ly  hearing presentat ions  on t h e  proposed 

hea l th  a c t  and they have heard objections from t h e  .doctors 

and support from such notables a s  Emmett Br i t i sh  

Columbia has recent ly  introduced a  new mechanism f o r  f in -  

anc i n g  hea l th  care.  

m i n t  enance t a x  w i l l  

This new tax  w i l l  be 

Effect ive July 1, 1984, an  8% heal th  

be lev ied  on a l l  provincial  res idents .  97 

a p a r t  o f  the  provincial  income t a x  

and i s  t h e  province's method o f  ge t t ing  around t h e  new 

Health Care Act. Revenues l o s t  due t o  new fede ra l  r e s t r i c t -  

ions on user  r a t e s  w i l l  be recouped through personal 'income 

t ax .  The res idents  of ~ r i t i s h  Columbia w i l l  be paying 

increased taxes  f o r  the  maintenance o f  the  hea l th  care 

system. 

The emphasis o f  t h e  t h i r d  phase o f  hea l th  care policy 

development has bas ica l ly  been one o f  continuing conf l i c t  

between the  provinces and the  federa l  government over who 

should bear t h e  burden o f  cos t s .  The cos ts  o f  t he  hea l th  

'%bid., (Feb. 15 ,  l984) ,  p. 3.  



care  system continue t o  r i s e  and hospi ta l s  seem unable t o  

contain cos ts .  (See footnote 79) 

.Recent discussions on r i s i n g  hea l th  care cos ts  have 

focused on l i f e s t y l e .  

Thus an increasing proportion 
o f  the  money we spend on h a l t h  care 
i s  spent on taking care of t h e  
consequences o f  t h e  behaviour of those 
who drink,  smoke, and e a t  t o o  much, 
dr ive too f a s t  and s i t  s t i l l  a l l  
$he time, o r  t he  consequence 
o f  environmental po l lu t ion .  A t  
the  same time the  types of diseases 
associated with those condit ions 
(hea r t  disease and cancer) a r e  . 
a l s o  those where medical i n t e r -  
vention with present technology 
tends t o  be expensive and of 
somewhat uncer ta in  effect iveness .  98 

The l i f e s t y l e  o f  Canadians, according t o  Blomqvist, has 

been a major contr ibut ing f a c t o r  t o  the  esca la t ing  cos ts  

o f  t he  hea l th  care. system. I n  addi t ion ,  hosp i t a l s  have 

evolved a s  organizations designed t o  t r e a t  and cure such 

l i f e s t y l e  diseases.  The .focus o f  the  system i s  on. treatment 

r a t h e r  than prevention. 



A s  the  cos t  of hea l th  care ,  of 
research,  o f  medical education, 
and of other  components of the  
hea l th  en terpr i se  continues t o  
r i s e ,  society  w i l l  probably be 
ab le  t o  inves t  an even smaller  
proportion of the  t o t a l  i n  
e f f o r t s  t o  control  t h e  causes of 

- i l l n e s s ,  because v i r t u a l l y  a l l  . 

t h e  money w i l l  be needed t o  
cor rec t  what went wrong--after 
the  f a c t .  Thus, we would appear 
t o  be caught i n  a no-win s i t u a t i o n ,  
nurtured by i n f l a t i o n ,  but exacer- 
bated by t h e  overwhelming pre- 
occupation o f  the  hea l th  care 
system with remedial fj&~PPosed 
t o  preventative care.  

Expenditures associated with the  l i f e s t y l e - r e l a t e d  diseases 

a r e  a major cost  of hea l th  care.  The population's expect- 

a t i o n s  of t h e  hea l th  care  system a r e  centered around the  - .  
f a c t  t h a t  it w i l l  provide longer - l i f e .  I n  order f o r  the  

system t o  meet t h i s  goa l ,  it must deal  with the  diseases 

associated with l i f e s t y l e  f ac to r s .  This i s  a s ign i f i can t  

expense t o  t h e  system. 

The Canada Health Survey conducted by S t a t i s t i c s  Canada 

was directed a t  ident i fy ing  which groups i n  society  expose 

themselves t o  l i f e s t y l e  r i s k s  and what t h e  projected long 

9 8 a ~ . ~ l e x  Murray, ed. Health Care Delivery Systems i n  - 
North Ameri_ca : The Changing Concepts (Canadian-American 
Seminar, University o f  Windsor, 1977) p. 28. 



term consequences of exposure t o  t h e  r i s k  w i l l  be. The 

attached f igure  extracted from the  study summarized t h e  

data i n  terms of the  r i s k  f ac to r s ,  heal th  s t a t u s  and 

consequences model. (See Figure 1) = Exposure t o  the  

r i s k  leads t o  a given s e t '  of consequences in terms of t h e  

increased u t i l i z a t i o n  of the  hea l th  care system. Some 

hea l th  programs a r e  now t ry ing  t o  d i r e c t  hea l th  care 

programming a t  preventative hea l th  care,  and through commun- 

i t y  educational programs, hea l th  care professionals  a r e  

t r y i n g  t o  educate Canadians t o  p rac t i se  preventative heal th  

care .  

I n  te rns  o f  the  t o t a l  expenditure pa t t e rn  on hea l th ,  

t h e  majority of funds a r e  s t i l l  being expended on the  cur- 

a t i v e  approach, but programs d i rec ted  a t  prevention a r e  

being implemented. For example, t h e  f e d e r a l  government 

has a 10  mi l l ion  d o l l a r  Health Promotion Program designed 

t o  "encourage and a s s i s t  Canadians t o  adopt a l i f e s t y l e  

t h a t  enhances t h e i r  physical ,  mental, and s o c i a l  well-being". 99 

The federa l  government though, t r a n s f e r s  4 b i l l i o n  do l l a r s  

i n  t o t a l  f o r  hea l th  serv ices  t o  the  provinces. The Health 

Promotion Program represents  only .O25$ o f  the  t o t a l  t r a n s f e r  

YY~overnment of Canada, The Expenditure Plan t o  1985-86 
(Ministry of Supply and Services,  1982) , p. 21. 
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f o r  heal th .  I t  would therefore  be spurious t o  s t a t e  t h a t  

hea l th  promotion i s  a major policy t h r u s t  i f  dol la rs  ex- 

pended is  an  ind ica to r  of major policy t h r u s t .  The 

hosp i t a l  though, i s  being required t o  become more o f  an 

agency f o r  t h e  promotion of good hea l th .  Daycare programs 

of fer ing  educational services  t o  the  public on hea l th  

care  a r e  becoming more popular. This Q p e  o f  se rv ice  

requires  the  hosp i t a l  t o  change f r o m  i t s  treatment-oriented 

focus t o  a prevention-oriented serv ice .  The hosp i t a l  of 

t h e  fuCure may well become more of an educational mech- 

anism than a treatment centre .  loo The s h i f t  t o  an 

educational approach would requi re  a major change i n  'hos- 

p i t a l  organizational  s t ruc tu re .  There would l i k e l y  b e ' a  

department of coqnuni"ty education designed t o  educate the 

community i n  preventative hea l th .  Treatment r e l a t ed  

departments would be Lessened i n  s i z e  and r o l e .  The change 

and evolution o f  organizational  s t ruc tu re ,  a s  noted i n  

Chapter I ,  i s  a s l o w  adaptive process f o r  t h e  bureaucratic 

organization. 

I n  concluding t h i s  chapter,  t h e  following points should 

be emphasized. F i r s t ,  t h e  development o f  Medicare has 

loowhite, p. 500. 
"Several o f  t h e  recent proposals advocate the  establishment 
o f  d i f f e ren t  forms of community hea l th  cent res ,  which would 
provide hea l th  education and c e r t a i n  s o c i a l  services  i n  
addi t ion  t o  d i r e c t  medical care." 
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been the product of  s t rong populist  support i n  Canada. 

Af ter  the  Depression, people demanded hea l th  care  services  

of a qual i ty  b e t t e r  than what l o c a l  governments could o f f e r .  

Provincial  governments i n i t i a l l y  provided some funding and 

t h e  f ede ra l  government became involved a f t e r  the-second 

world war. The commitment t o  insured hea l th  care  serv ices  

has been establ ished by both the  f ede ra l  and provincial  

governments. Secondly, t h e  provision o f  universal  hea l th  

care programs has l ed  t o  s p i r a l l i n g  expenses since the  

second w o r l d  w a r .  The f i s c a l  respons ib i l i ty  f o r  hea l th  

programs has been the  subject  of dispute between the 

. two l e v e l s  of government. The new Canada Health Act has 

been prepared t o  protect  t h e  universa l i ty  .of Medicare and 

provinces allowing ext'sa-billing . and user  f ees  outside 'of 

t h e  f ede ra l  regulat ions  w i l l  be penalized. I U I  

Hospitals a t  t he  same time, have grown a t  a  very- f a s t  

r a t e  and t h e i r  expansion was encouraged by t h e  increase 

of public funds a t  the end o f  World War I1 'which were 

d i rec ted  a t  hea l th .  The hosp i t a l  became increasingly 

bureaucratized a s  it grew. This bureaucratization was the  

r e s u l t  o f  t he  f a s t  growth, the  increased involvement o f  t he  

lo l~ l though  it i s  noted here t h a t  the  provinces may seek 
a l t e r n a t e  means t o  subsidize  the  cos ts  of hea l th  care. A 
good example i s  B . C . ' s  new hea l th  maintenance tax.  The 
province i s  levying an 8% income t a x  t o  compensate f o r  user  
r a t e  revenues l o s t  due t o  the  new Health Care Act. 
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s t a t e  i n  heal th  and the  spec ia l i za t ion  of labour within 

t h e  hosp i t a l .  The introduct ion of cost-shared programs 

increased the  usage of hosp i t a l  services  and hospi ta l s .  

Hospitals  continued t o  expand t o  meet t h i s  demand. The l i f e -  

s t y l e  of t h e  population alsoahelped t o  define the emphasis 

of t h e  t h r u s t  of medical care .  The l i f e s t y l e - r e l a t e d  . 

diseases have represented a  major por t ion of  t h e  caseload 

of hosp i t a l s  and they a l so  have represented some of the  mos t  

expensive treatments contr ibut ing t o  t h e  high cos t  of 

hea l th  care.  
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Figure IL A Summary of Data I t e m  
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Chapter I11 

The Methodology f o r  Analyzing the  Impact 

of the  E.S. Program on Hospital  Operations 

The previous chapter  has ou t l ined  the  "na tura l  h i s to ry"  

of t h e  hea l th  care system and the  present  p o l i t i c a l  and 

economic environment which hea l th  care organizat ions 

face .  The purpose o f  t h i s  chapter  i s  t o  ou t l i ne  the  

methodological approach which w i l l  be used t o  measure t he  

h o s p i t a l ' s  i n t e r n a l  response t o  a  change i n  t h e  p o l i t i c a l -  

economic environment, namely, t h e  in t roduc t ion  of t he  E .S . 
program. I n  add i t ion ,  t h e  hypotheses derived from t h e  

theory a r e  opera t ional ized i n  terms of t he  methodology. The 

survey sample and the  j u s t i f i c a t i o n  f o r  t h e  s e l e c t i o n  o f  sample 

a r e  a l s o  discussed. The i n t e n t  of t h i s  chapter  i s  t o  e s t ab l i sh  

t h e  research framework f o r  t h e  data  co l l ec t ion  and ana lys i s  

i n  t h e  next chapter .  

A s  s t a t e d  i n  Chapter I ,  t h i s  t h e s i s  views the  hea l th  care 

organizat ion a s  a  bureaucrat ic  i n s t i t u t i o n  which i s  r e s i s t a n t  

t o  change. The t h e s i s  the re fore ,  has predicted t h a t  the  



E.S. program w i l l  cause minimal. change t o  h o s p i t a l  behaviour. 

I n  order  t o  measure t h e  changes caused by t h e  E.S. program 

t h e  conceptual model f o r  measuring e f f ec t i venes s  developed by 

A .  E tz ion i  w i l l  be used. The model w i l l  focus on , the 

o rgan iza t ion  and i t s  sub-uni ts  .' By means of t he  systems 

model, the l e v e l  of adap t a t i on  of t h e  o rgan iza t ion  t o  a  

change i n  t h e  p o l i t i c a l  environment w i l l  be measured. The 

systems model advocated by E t z ion i  i s  q u i t e  d i s t i n c t  from 

t h e  goal  model t r a d i t i o n a l l y  used i n  t h i s  type  of a n a l y s i s .  

A goa l  model a n a l y s i s  i n  t h i s  t h e s i s  wauld measure how wel l  

t h e  o rgan iza t ion  has met i t s  goa l s  a f t e r  f i n a n c i a l  r e s t r a i n t  

was introduced.  ~ c c o r d i n g  t o  E t z i o n i ,  t h e  goa l  model has 

b a s i c  methodological d e f i c i e n c i e s :  

One of t h e  major short-comings 
of t h e  goa l  model i s  t h a t  it 
f requen t ly  makes t h e  s t u d i e s  
f ind ings  s tereotyped a s  we l l  
a s  dependant on t h e  model's 
assumptions. Many of t h e  
s t u d i e s  show ( a )  t h a t  t he  
o rgan iza t ion  does not r e a l i z e  
i t s  goa l s  e f f ec t i ve ly  and/or 
( b )  t h a t  t h e  a rgan iza t ion  has 
d i f f e r en t  goa l s  from those  it 
claims t o  have. 2 

'see foo tno te  49, Chapter I .  
C\ 

L: F . Baker, Organizat ional  Systems : General Systems App- 
roaches t o  Complex Organizations (Homewood, I l l . :  Richard 
D. I r w i n I n c .  1973) ,  p. 459. 
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E t z i o n i  mainta ins  t h a t  g o a l s  a r e  t a r g e t s  and a r e  c u l t u r a l  

norms while o rgan iza t ions  a r e  s o c i a l  systems and should 

be s t u d i e d  a s  such. E t z i o n i ' s  systems model would not  

eva lua te  a n  o r g a n i z a t i o n ' s  e f f e c t i v e n e s s  by how wel l  it has 

met i t s  o rgan iza t iona l  g o a l s ,  but would eva lua te  t h e  

op t ima l i ty  of t h e  d i s t r i b u t i o n  of resources  amongst t h e  

sub-uni t s .  It i s  t h e  d i s t r i b u t i o n  of resources  amongst 

t h e  sub-uni t s  of  t h e  h o s p i t a l  which w i l l  be determined i n  

t h i s  s tudy.  A q u a l i t a t i v e  s ta tement  r ega rd ing  t h e  impact of 

t h e  E.S.  program can only be made i f  one has  defined how 

t h e  r e s t r a i n t  has  been d i s t r i b u t e d  amongst t h e  sub-uni t s  

of t h e  o rgan iza t ion .  

E t z i o n i ' s  systems model w i l l  be used t o  examine t h r e e  

scenar ios  wi th  r e spec t  t o  h o s p i t a l  ope ra t ions .  The f i rs t  

s c e n a r i o  i s  considered t o  be t h e  normal s i t u a t i o n  and i s  

focused on t h e  f i s c a l  y e a r  1981-82. A review of  t h e  funding 

i n c r e a s e s  f o r  t h e  f i s c a l  y e a r s  p r i o r  t o  1982 i n d i c a t e  

h o s p i t a l  programs were providing funding which w a s  equal  

t o  o r  g r e a t e r  than  i n f l a t i o n .  See Chart V below. Q u i t e  

c l e a r l y ,  h o s p i t a l  programs made budget a l l o c a t i o n s  t o  

 bi bid., p .  462. "But t h e  c e n t r a l  q u e s t i o n  i n  t h e  s tudy of 
e f f e c t i v e n e s s  i s  not 'How devoted i s  t h e  o rgan iza t ion  t o  i t s  
goa l? '  but  r a t h e r ,  'Under t h e  g iven  cond i t ions ,  how c l o s e  does 
t h e  o r g a n i z a t i o n a l  a l l o c a t i o n  of resources  approach a n  opt- 
imum d i s t r i b u t i o n ?  "' 
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h o s p i t a l s  which, i n  t he  aggregate ,  were i n  excess  of 

i n f l a t i o n .  A s tudy conducted by W.T. Dyke i n  1979 confirms 

t h a t  h o s p i t a l s  were rece iv ing  adequate f inancing6 i n  t h e  

l a t e  s even t i e s .  Dyke d i scusses  though, t h e  i n e f f i c i e n c i e s  

of t h e  h o s p i t a l  programs' funding process  from an  adrnin- 

i s t r a t i v e  point  of view.7 These i n e f f i c i e n c i e s  w i l l  be 

d iscussed  f u r t h e r  i n  Chapter V, t h e  a n a l y s i s .  I n  1981-82 

h o s p i t a l s  rece ived a t o t a l  budget a l l o c a t i o n  inc rease  of 

12.5% over t h e i r  previous y e a r ' s  a l l o c a t i o n .  A s  i n f l a t i o n  

w a s  only 12.3% i n  1981 t h i s  w i l l  be considered a normal 

funding s i t u a t i o n  t o  a t  l e a s t  mainta in  h o s p i t a l  opera t ions  

i n  t h e  aggregate .  This  i s  not t o  say t h a t  t h e r e  were not 

d i f f e r i n g  budget i nc r ea se s  from one i n s t i t u t i o n  t o  t h e  next .  

6 ~ . ~ .  Dyke, "Hospit@. Fimming.Pn B . C . ,  Is There a 
Bette,r  Way?" (MBA t h e s i s ,  Simon F ra se r  Univers i ty ,  B.  C . ,  
l 9 7 9 ) ,  p. 1. This i s  confirmed by t h e  f a c t  t h a t  Dyke 
s t a t e s  t h a t  t h e  p resen t  budgetary system of " t i g h t  
budgets" causes "unnecessary concern and unres t  a t  a l l  
l e v e l s  of management." 

7Dyke, p.  12.  "Table 2 shows t h a t  81% 'agree '  o r  
' s t r ong ly  agree '  t h a t  t h e  B .C .H .P . method of ' t i g h t '  
budgets with adjustments  a f t e r  t he  c lose  of t h e  f i s c a l  y e a r ,  
causes unnecessary concern and unres t  during t h e  yea r .  
This  appears t o  i n d i c a t e  t h a t  a l though t h e  respondents 
perce ive  a problem i n  t h e  ' p e r  diem' method of payments, they 
a r e  even more concerned wi th  t h e  dysfunct ional  a spec t s  of 
t h e  ' t i g h t  budgets '  s i t u a t i o n . "  

8 ~ e e  Chart 1. 
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The second scenar io  i s  f i s c a l  year  1982-83 and it i s  

being considered the  abnormal s i t u a t i o n .  The funding 

increase  a l l oca t ed  t o  hea l th  i n  1982-83 was 7.3$.9 I n f l a t i o n  

i n  1982 was 10. 8$.1•‹ It  there fore  appears t h a t  hea l th  was 

underfunded by t h e  p-rovince during 1982-83 .- 

The t h i r d  scenar io  covers the  time period 1983-84 and a t  

t h e  time of t h i s  research,  year-end adjustments had n o t .  

been made t o  hosp i t a l  budgets. It i s  there fore  d i f f i c u l t  

t o  determine i f  t h e  t h i r d  scenar io  i s  a  normal o r  abnormal 

s i t u a t i o n .  This research w i l l  examine the  h o s p i t a l  f i n -  

a n c i a l  and operat ional  data  f o r  t he  f i rs t  nine months of 

1983-84 and w i l l  determine what changes have occurred i n  

h o s p i t a l  operat ions s ince  1982-83. This comparison w i l l  

a t  l e a s t  i nd i ca t e  how hosp i t a l s  a r e  operat ing a f t e r  an 

abnormal f i s c a l  year .  

The t h e s i s  o f  t h i s  paper,  as explained i n  Chapter I ,  

p red i c t s  t h a t  changes t o  h o s p i t a l  opera t ions ,  as a  response 

t o  t he  E .S. program, w i l l  be short / intermediate run i n  nature ;  

s t r u c t u r a l  organizat ional  changes of a  long term nature  w i l l  

Y ~ v i n c e  of B r i t i s h  Columbia, "Rest ra int  and Recovery : 
The Next Steps' (Vic tor ia ,  B .C. ,  1983) ,  p. 5. 

l o s t a t i s t i c s  Canada, Consumer P r i ce  Index, p. 11. 



not r e s u l t  from t h e  E.S. program. This p red ic t ion  w i l l  

be t e s t e d  and i s  presented i n  t he  f o r m  o f  a  hypothesis .  

The hypothesis s t a t e s  t h a t  t h e  E.S. program w i l l  cause 

"minor" . organizat ional  changes and hosp i t a l s  w i l l  continue 

t h e i r  normal operat ions i n  t h e  shor t  run. It i s  the  i n t e n t  

of t h i s  research t o  assess  t he  types and s ign i f icance  o f  

changes which r e s v l t  from t h e  E.S. program. The research 

w i l l  a l s o  attempt t o  assess  the  impact o f  t h e  E.S. program 

on qua l i t y  of se rv ices .  IL- 

The important var iab les  requ i r ing  opera t iona l iza t ion  i n  

the  hypothesis a r e  "E.S . program", "minor change", and "major 

change". The "E.S. program" i s  being operat ional ly  defined 

as the  l e v e l  of f i n a n c i a l  r e s t r a i n t  administered during the  

term of the  program by the  provincia l  government. The 

percentage increase  o r  r e l a t i v e  decrease i n  operat ing budgets 

f o r  each h o s p i t a l  surveyed w i l l  c o n s t i t u t e  t he  l e v e l  o f  

r e s t r a i n t .  An important examination with respect  t o  t h i s  

var iab le  w i l l  be t h e  uniformity of r e s t r a i n t  from one h o s p i t a l  

t o  t h e  next.  I n  add i t ion ,  t h i s  va r i ab l e  w i l l  be examined over 

t he  f i s c a l  year  1982-83 and f u r t h e r  changes t o  any or  a l l  

I I. See page 13 o f  Chapter I .  

 his assessment w i l l  be discussed i n  Chapter V. 
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accounted f o r .  If h o s p i t a l s  were 

g r a n t s  dur ing  t h e  f i s c a l  y e a r ,  

t h e  a n a l y s i s .  

"Change" i s  a  c r u c i a l  concept t o  t h i s  s tudy.  I n  t h e  

hypothes is  t h e  p r e d i c t i o n  i s  t h a t  t h e  E.S. program w i l l  

cause "minor" changes and "major" changes w i l l  no t  occur 

i n  t h e  s h o r t  term.  The "minor" o rgan iza t iona l  changes a r e  de- 

f i n e d  as small s h i f t s  i n  t h e  o r g a n i z a t i o n a l  s t r u c t u r e  o r  

opera t ions  . E s s e n t i a l l y  a l l  departments cont inue t h e i r  

e s t a b l i s h e d  o r g a n i z a t i o n a l  func t ion .  Cuts i n  product ion  t o  

reduce c o s t s  a r e  considered changes i n  opera t ion  l e v e l s  of 

t h e  o rgan iza t ion .  The e f f e c t  t h e  change i n  opera t ion  l e v e l s  

has  on l e v e l  of s e r v i c e  and e f f e c t  on q u a l i t y  of h e a l t h  

c a r e  de l ive red  w i l l  be d iscussed  i n  Chapters V and V I .  

"Major" o rgan iza t iona l  changes a r e  def ined as changes 

which r e s u l t  i n  new technologies  being in t roduced and 

s i g n i f i c a n t  o r g a n i z a t i o n a l  r e s t r u c t u r i n g .  Any major changes 

noted w i l l  a l s o  be d iscussed  i n  Chapter V and V I  i n  terms 

of impact on q u a l i t y  of s e r v i c e  de l ive red .  The "change" i n  

h o s p i t a l  opera t ions  o r  o rgan iza t ion  processes  w i l l  be 
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measured i n  terms of t h e  change i n  d i s t r i b u t i o n  of resources  

amongst t h e  sub-uni ts .  Each h o s p i t a l  department w i l l  be 

evaluated  f o r  a l l  t h r e e  scenar ios  i n  terms of t h e i r  

i nc r ea se  o r  r e l a t i v e  - reduct ion  i n  appropr ia t ions  from t h e  

annual budget. S p e c i f i c a l l y ,  t h e  man years  and t he  opera t -  

i n g  monies a l l o c a t e d  t o  a  h o s p i t a l  department w i l l  be 

compared and con t r a s t ed  t o  t h e  o the r  h o s p i t a l  departments 

f o r  1981, 1982, and t h e  nine months of 1983. Each depart-  

ment w i l l  a l s o  be considered i n  terms of i ts own l e v e l  of 

opera t ion  over t h e s e  yea r s .  This  comparison w i l l  r evea l  

whether o r  not one department has been a f f e c t e d  by t h e  

same o r  d i f f e r i n g  amount a s  another  h o s p i t a l  department.. 

The d i f f e r ence  between a  minor and major change i n  oper- 

a t i n g  l e v e l s  i s  d i f f i c u l t  t o  evaluate  but  t h i s  paper  has 

defined minor change a s  any s h i f t  i n  resources  t o  -5%. It 

i s  f e l t  t h a t  any reduc t ion  g r e a t e r  than  5% i n  a  growth-oriented 

i ndus t ry  when i n f l a t i o n  i s  a t  1 0 . 5 % ~ ~  , must be considered 

a s  a  major change. l4 Therefore,  t h e  opera t iona l  d e f i n i t i o n  

f o r  minor change i n  t h i s  s tudy ,  i s  a  reduct ion  of resources  

t o  5% and a  major change i s  g r e a t e r  t han  5%. 

1 3 d t a t i s t i c s  Canada, Consumer P r i c e  Index 

 his is  a n  a r b i t r a r y  d e f i n i t i o n  but  i s  based on t h e  
assumption t h a t  t h e r e  i s  some " f a t "  i n  t h e  system t o  a poss- 
i b l e  5 p e r  cen t .  This  assumption i s  a l s o  based on t he  au thor ' s  
personal  experience i n  t h e  publ ic  s e c t o r  during t h i s  time 
per iod .  
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Overall ,  h o s p i t a l  "expenditure pa t te rns"  w i l l  a l s o  be 

examined f o r  t he  time period s tudied.  The expenditure 

pa t te rns  w i l l  r evea l  if t h e r e  has been major o r  minor 

organizat ional  r e s t ruc tu r ing .  If the  hosp i t a l  adapts 

t o  t he  f i nanc i a l  r e s t r a i n t  by de le t ing  an a rea  o f  operat ion 

such a s  a  treatment centre  o r  a  publ ic  r e l a t i o n s  funct ion,  

then t h i s  w i l l  be noted. Also i f  a  h o s p i t a l  introduces new 

technologies t o  adapt t o  r e s t r a i n t ,  t h i s  w i l l  a l s o  be no.ted. 

To  subs t an t i a t e  the  f indings  and t o  f u r t h e r  assess  the  

impact of t h e  E.S. program, interviews were . conducted 

with s en io r  h o s p i t a l  adminis t ra tors .  conducting the  

interviews i n  t h e  Spring of 1984, t he  shor t  term impact of 

t h e  E.S. program .was determined. The perception of t h e  

problem and t h e  impact of t he  policy on t h e  organizat ion was 

a l s o  determined through t h e  interviews.  

The s t a t i s t i c a l  .comparative data .'was obtained f o r  

s e l e c t  hosp i t a l s  from the  Ministry of Health H .I . A .  35 

repor t ing  forms (See Appendix A ) .  These forms contain '  a l l  

of t he  operat ing information necessary t o  assess  the  impact 

of t h e  E .S. program. They a l s o  conta in  t h e  s t a t i s t i c a l  

information per ta in ing  t o  l e v e l  of s e rv i ce  being offered 
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by t h e  h o s p i t a l .  The i n d i c a t o r s  of l e v e l  of s e r v i c e  a r e  

such i tems a s  t h e  number of beds,  l a b  t e s t s ,  number of 

t rea tments  and number of examinations.  These s t a t i s t i c s  

a r e  con t ras t ed  a g a i n s t  t h e  s t a t i s t i c s  showing t h e  l e v e l  

of demand f o r  s e r v i c e s ,  i e .  t h e  number of admissions,  t h e  

number of ou t -pa t i en t  v i s i t s  and t h e  percentage occupancy. 

By comparing t h e  output  s t a t i s t i c s  wi th  t h e  demand s t a t i s t i c s  

one w i l l  be a b l e  t o  a s s e s s  whether o r  not  sub-uni t  s e r v i c e s  

have been reduced f o r  a s t a b l e  o r  a changing demand, o r  

conversely,  sub-uni t  s e r v i c e s  have been inc reased  o r  re -  

mained t h e  same f o r  a changing demand. The changing demand, 

it must be r e a l i z e d ,  i s  not  n e c e s s a r i l y  a f u n c t i o n  of 

market f a c t o r s  but  cau'ld conceivably be t h e  r e s u l t  of 

r e s t r i c t i o n s  on admissions put  i n  p l a c e  by h o s p i t a l  officials. 

The l a s t  cons ide ra t ion  i n  t h i s  chap te r  i s  a  d i scuss ion  

of t h e  h o s p i t a l s  surveyed. A s  has  been mentioned, t h i s  

a n a l y s i s  inc ludes  - s t a t i s t i c a l  ana lyses  f o r  two one-year 

per iods  and a n ine  month per iod .  The comparison w i l l  be 

conducted i n  terms of  h o s p i t a l  sub-uni t s .  The survey sample 

of t h i s  s tudy was t o  inc lude  a l l  genera l  h o s p i t a l s  and ex- 

tended c a r e  h o s p i t a l s  i n  t h e  lower mainland of B . C . ,  up 

t o  600 beds i n  s i z e .  Hosp i t a l s  over  600 beds i n  s i z e  were 



not included a s  i t  i s  bel ieved t h a t  the  number o f  opera t ional  

var iab les  a f f e c t i n g  these  hosp i t a l s '  operations a r e  too 

numerous and d i f f i c u l t  t o  con t ro l  f o r .  For example, t he  

l a rge  i n s t i t u t i o n s  share more se rv ices  with o ther  i n s t i t u t i o n s  

thus making t h e  assessment of c e r t a i n  cos t s  d i f f i c u l t .  I n  

add i t ion ,  i t  i s  bel ieved t h a t  the  major i n s t i t u t i o n s  exer t  

g r e a t e r  p o l i t i c a l  control  over t h e i r  environment thus 

changing the  impact of policy on t h e i r  operat ions.  

There a r e  nineteen h o s p i t a l s  i n  t h e  lower mainland of 

B.C. i n  t he  category of general  h o s p i t a l  se rv ices  and extended 

care ,  under 600 beds (See Appendix B) . Of t he  nineteen 

hosp i t a l s  requested t o  p a r t i c i p a t e  i n  t h i s  s tudy,  nine 

hosp i t a l s  agreed t o  p a r t i c i p a t e .  The nine who agreed a r e  

more than a  represen ta t ive  sample of t h e  t o t a l  group based 

on t h e i r  s i z e ,  area  of l oca t ion ,  and types of se rv ices  

del ivered.  O f  t he  four  general  hosp i t a l s  (acute  and extended 

se rv i ce s )  with 200 t o  300 beds, 3hree-agreed t o  p a r t i c i p a t e .  

I n  the  100 - 200 bed general  h o s p i t a l  group, one o f  t h e  four  

pa r t i c ipa t ed  i n  t he  study.  Of t he  s i x  300 - 600 bed general  

h o s p i t a l  group, four  pa r t i c ipa t ed  i n  t he  study. F ina l ly ,  one 

h o s p i t a l  pa r t i c ipa t ed  from the  four  extended care hosp i t a l s .  

I n  t o t a l ,  47% of the  - e l i g i b l e  hosp i t a l s  agreed t o  par t ic ipate- .  
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The names of t h e  h o s p i t a l s  have been omitted t o  r e s p e c t  

c o n f i d e n t i a l i t y .  The h o s p i t a l s  a r e  descr ibed  i n  terms of 

t h e i r  s i z e  and t h e  type  of s e r v i c e  o f f e r e d  ( i . e .  a c u t e  

and/or extended c a r e )  . 

Hosp i t a l  

Acute 

1st S t r e e t  

2nd S t r e e t  

3 r d  s t r e e t  

4 t h  S t r e e t  

5 t h  S t r e e t  

6 t h  S t r e e t  

7 t h  S t r e e t  

8 t h  S t r e e t  

9 t h  S t r e e t  

Beds - 
Extended To ta l  

The next  chap te r  w i l l  d i scuss  t h e  r e s u l t s  of t h e  survey and 

t h e  o p e r a t i o n a l  change comparison f o r  t h e  h o s p i t a l s  reviewed. 



Chapter I V  

Findings 

The i n t e n t  of t h i s  c h a p t e r  i s  t o  de f ine  what t h e  E.S. 

program has  meant t o  h o s p i t a l s .  It r e p o r t s  on t h e  f ind ings  

wi th  r e spec t  t o  changes i n  h o s p i t a l  sub-uni t  opera t ions  and 

management as a r e s u l t  of t h e  E . S . program. The survey 

inc luded a sample of n ine  h o s p i t a l s  i n  t h e  Lower Mainland. 

Through t h e  use of E t z i o n i ' s  systems model, t h e  d i s t r i b u t i o n  

of resources  amongst t h e  sub-uni t s  w i l l  be examined and 

changes between t h e  y e a r s  1981-82, 1982-83 and t h e  n ine  

months of 1983 ending Dec. 31, 1983, w i l l  be noted. Th i s  

empi r i ca l  d a t a  has  been subs tan t i a t ed .  wi th  in*kerview inform- 

a t i o n  obtained from s e n i o r  h o s p i t a l  personnel .  Through 

a n  a n a l y s i s  of t h e  empi r i ca l  d a t a  and t h e  i n t e r v i e i  inform- 

a t i o n ,  a n  assessment of t h e  impact of t h e  B.C. f i n a n c i a l  

r e s t r a i n t  program on h e a l t h  c a r e  w i l l  be addressed.  

Before embarking on a d i s c u s s i o n  of t h e  empir ica l  f i n d i n g s ,  

it i s  important  t o  f i r s t  d i scuss  t h e  o rgan iza t ion  of t h e  sub- 

u n i t s  i n  a h o s p i t a l .  The h o s p i t a l  o r g a n i z a t i o n a l  s t r u c t u r e  

i s  b a s i c a l l y  t h e  same from one h o s p i t a l  t o  t h e  nex t .  The . 

g e n e r a l  h o s p i t a l  is  h i e r a r c h i c a l l y  s t r u c t u r e d  a long t h e  l i n e s  



outl ined i n  Chart V 1 . l  An extended care  hosp i t a l  i s  

s t ruc tu red  d i f f e r e n t l y  i n  t h a t  it does not have t h e  same 

pa t i en t  se rv ices  a s  those offered by t h e  general  hosp i t a l .  

Many of the  d iagnost ic  and treatment se rv ices  associa ted 

with acute  care a r e  not offered by the  extended care  fac-  . 

i l i ty .  These include se rv ices  such a s  l a b  and radiology. 

Extended care  i s  primari ly h o s p i t a l i z a t i o n  f o r  the  aged, 

due t o  chronic o r  long term i l l n e s s ;  it is  not f o r  the  

treatment of acute i l l n e s s .  The t y p i c a l  organiz t ional  char t  
2 

of an extended care hosp i t a l  i s  contained i n  Chart V I I .  

A s  can be read i ly  discerned from t h e  organizat ional  cha r t s ,  

t he re  a r e  more s e rv i ce s  and s t a f f  requred t o  de l ive r  

acute  care  se rv ices  a s  opposed t o  extended care se rv ices .  

The cos t s  f o r  acute care  se rv ices  a r e  ca lcula ted a s  f i v e  

times g r e a t e r  than t h e  se rv ices  required f o r  extended care.  3 

The organizat ional  char t s  provide an understanding of t he  

I This i s  the  t y p i c a l  organizat ional  s t r u c t u r e  of the  
hosp i t a l s  included i n  t he  survey. 

2 This i s  the  t y p i c a l  organizat ional  s t r u c t u r e  of the  
hosp i t a l s  included i n  t he  survey. 

'L.A. Leferbvre, Z .  Zsigmond, M.S. Deveraux, 
f o r  Hospi ta ls  (Government of Canada, l 979 ) ,  p. 1 
" . . . pa t i en t  days could be spent  i n  nursing homes which a r e  
one-f i f th  o f  t h e  cos t  of acute  care."  



Chart V I  



Chart VII 
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organizat ional  s t r u c t u r e  of the  sub-units i n  t h e  hosp i t a l s  

surveyed. It i s  the  change i n  d i s t r i b u t i o n  o f  resources 

t o  these  sub-units which w i l l  be examined over the  years  

1981-82, 1982-83, and the  nine months ending Dec . 31, 1983. 

This d i s t r i b u t i o n  w i l l  i nd i ca t e  how organizat ions have coped 

with f i n a n c i a l  r e s t r a i n t .  

The f i r s t  s t e p  i n  t h e  survey ana lys i s  was t o  e s t a b l i s h  t h e  

l e v e l  of r e s t r a i n t  which was imposed on the  hosp i t a l s  sur-  

veyed. Level of r e s t r a i n t  has been operat ional ly  defined a s  

t h e  percentage increase  o r  decrease i n  budget received 

by the  h o s p i t a l  from one yea r  t o  the  next .  A s  e s tab l i shed  

i n  Chapter 111, 1981-82 i s  being t r e a t e d  a s  a normal year  

a s  t h e  l e v e l  of funding t o  h o s p i t a l s ,  from t h e  Ministry of 

Health, f o r  opera t ing,  was equal t o  i n f l a t i o n O 4  The year  

of f i n a n c i a l  r e s t r a i n t  was 1982-83, a s  t he  Ministry. t r ans -  

f e r r ed  l e s s  money t o  h o s p i t a l s  f o r  opera t ing than  the  l e v e l  

o f  i n f l a t i o n m 5  The nine months o f  f i s c a l  year  1983-84 w i l l  

be considered l a t e r  i n  t h i s  chapter.  

6 I n f l a t i o n  f o r  1982-83 w a s  10.8% , the re fore  hosp i t a l s  

- 

4 ~ e e  footnote  8  i n  Chapter 111. 

5 ~ e e  footnotes  9  and 10 i n  Chapter 111. 

6 Government of Canada, Consumer P r i ce  Index (December, 1983).  
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receiving operating budgets of l e s s  than 10.8% w i l l  be con- 

sidered a s  experiencing f inanc ia l  r e s t r a i n t .  Hospitals  

receiving operating budgets g rea t e r  than 10.8% w i l l  be con- 

sidered a s  .receiving normal f inancing o r  growth-oriented 

financing depending on the  magnitude of increase  over t h e  

10.8%. The budget a l l o c a t i o n  increases  from Hospital  

Programs f o r  1982-83 a r e  out l ined below: 

Table B 

1982- 83 Funding Increases i n  

Operating Budgets from Hospital Programs 

Number of H O S D ~ ~ ~ ~ S  
Receiving This Increase 

Less than 6.0% 

6.0 - 6.9% 

7 .0  - 799% 

8.0 - 8.9% 

9.0 - 9.9% 

1 0 . 0  - 1 0 . g o  

11.0 - 1 1 . g o  

12 .0  - 12.go 

13.0 - 13.9% 

14.0% and g rea t e r  
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Table B i n d i c a t e s  t h a t  s i x  o f  t he  hosp i t a l s  i n  t h e  survey 

rece ived  a budget increase  of l e s s  than  10.8% over t h e i r  

1981-82 budget and t h r e e  h o s p i t a l s  received an increase  

g r e a t e r  t h a n  10.8%. Q u i t e  c l e a r l y ,  two t h i r d s  of t he  

h o s p i t a l s  surveyed received a  budget a l l o c a t i o n  i n  1982-83 

which represente-d f i n a n c i a l  r e s t r a i n t .  

B 

The nex t  s t e p  i n  t h e  research was t o  define how hosp i t a l s  

had o p e r a t i o n a l l y  adapted t o  t h e  f i n a n c i a l  r e s t r a i n t .  

From a n  o v e r a l l  o rgan iza t iona l  perspect ive  o f  operations 

it i s  important  t o  define whether o r  not hosp i t a l s  maintained 

t h e i r  l e v e l  of opera t ions .  Hospi ta l  operat ing l e v e l  i s  de- 

f i n e d  l a r g e l y  by t h e  number of beds which a r e  c lassed as 

open. Fo r  each bed which i s  open, t he re  a r e  s t a f f  and 

r e sou rces  a l l o c a t e d  t o  s e rv i c ing  a  p a t i e n t  i n  t h a t  bed. 

Therefore  a determinat ion of t he  change i n  number of beds w i l l  

i n d i c a t e  t h e  change i n  h o s p i t a l  operat ions a s  a  response 

t o  f i n a n c i a l  r e s t r a i n t .  Bed c losures  allow f o r  the  reduction 

i n  s t a f f ,  medical supp l i e s ,  food and general  overhead, thus  

lowering c o s t s  t o  balance budgets. For example, the  c losure  

of a t e n  bed medical ward means t he  nursing s t a f f  and suppl ies  

a l l o c a t e d  t o  t h a t  ward a r e  no longer required.  It a l s o  means 

t h a t  t h e  d i e t a r y  s t a f f  a r e  required t o  make fewer meals and 
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t h e  opera t ing  rooms must do fewer opera t ions .  The prod- 

u c t i o n  l e v e l  of t h e  h o s p i t a l  is  decreased t h u s  lowering 

c o s t s .  O f  t h e  h o s p i t a l s  surveyed, t h e  fol lowing t a b l e  

i n d i c a t e s  t h e  percentage change i n  h o s p i t a l  beds f o r  1982-83. 

For  t h e  purpose of t h i s  s tudy ,  t h e  a c u t e  and extended 

ca re  beds have been t r e a t e d  as s e p a r a t e  d i v i s i o n s .  The 

s e p a r a t i o n  of t h e  c a t e g o r i z a t i o n  of beds al lows one t o  

determine i f  changes have occurred i n  t h e  a c u t e  o r  extended 

c a r e  opera t ions .  Table  i n d i c a t e s  t h a t  t h e r e  was no change 

i n  extended ca re  beds f o r  t h e  t ime pe r iod  1982-83, with t h e  

except ion  of one 25 - 29.9% i n c r e a s e  i n  these  beds. Acute 

c a r e  beds though, d i d  change s i g n i f i c a n t l y  during t h i s  t ime 

per iod .  F ive  of t h e  e i g h t  h o s p i t a l s  wi th  acu te  c a r e  oper- 

a t i o n s  implemented' r educ t ions  i n  a c u t e  beds varying from 

5% t o  24.9%. Two h o s p i t a l s  expanded a c u t e  care  beds i n  t h e  

range of 10% t o  24.9% of t h e i r  1981-82 l e v e l  and one 

h o s p i t a l  had no y e a r  end change i n  a c u t e  c a r e  beds. (Note 

t h a t  t h i s  h o s p i t a l  d id  implement a temporary c losure  during 

t h e  y e a r . )  The t a b l e  i n d i c a t e s  t h a t  i n  1982-83, 62% of t h e  

h o s p i t a l s  surveyed wi th  a c u t e  c a r e  beds implemented bed 

c losures  i n  1982-83. I t  a l s o  i n d i c a t e d  t h a t  of t h e  h o s p i t a l s  

with extended ca re  beds,  t h e r e  were no reduc t ions .  



Table .C 

The Percentage Change i n  H o s p i t a l  Beds Classed 

A s  Open f o r  1982-83 Compared t o  1981-82 

Number of X o s p i t a l  Divisions 
Implementing This  Percentage 

Change i n  H o s p i t a l  Beds Change (1982-83) 

Increase 

0% - 4.9% 

No Change 

Decrease 

0% - 4.9% 

5% - 9.9% 

10% - 14.9% 

15% - 19.9% 

20% - 24.9% 

25% - 29.9% 

Acute Extended 
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It i s  i n t e r e s t i n g  t o  note t h a t  t he  h o s p i t a l s  with acute  

care beds which received budget increases  o f  l e s s  than 9.9% 

a r e  t he  hosp i t a l s  which reduced acute  care  beds i n  1982-83. 
- .  

The hosp i t a l s  with acute  beds which received budget a l l o c -  

a t i o n s  of g r e a t e r  than 12.0% i n  1982-83 were ab l e  t o  

maintain t h e i r  l e v e l  of operat ions and, pending t h e  budget 

increase ,  show growth i n  t he  number of beds. The next s t e p  

i n  t h e  research was t o  examine how f i n a n c i a l  r e s t r a i n t  was 

d i s t r i bu t ed  amongst t he  sub-units of those  organizat ions 

which had shr inking budgets. 

E t z ion i ' s  systems model provides f o r  an  examination of t he  

reduction of resources t o  t h e  organizat ional  sub-units ,  i n  

order  t o  define organizat ional  change. This type of con- 

ceptual  perspective allows the  researcher  t o  understand t h e  

impact of f i n a n c i a l  r e s t r a i n t  on se rv ices .  By examining 

where resources have been reduced t o  t h e  organizat ional  

sub-units ,  one can assess  i f  the  reduction has been evenly 

d i s t r i bu t ed  throughout t he  organizat ion o r  i f  some depart - 
ments have experienced g r e a t e r  reductions than others .  The 

d i f f i c u l t y  experienced i n  assess ing  t h e  d i s t r i b u t i o n  o f  

reduction i n  resources i s  t h a t  the  measuring of t h e  t o t a l  

change i n  resources t o  t he  sub-units i s  a d i f f i c u l t  t a sk .  
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This i s  l a r g e l y  a  f u n c t i o n  of t h e  l a c k  of complete inform- 

a t i o n  a v a i l a b l e .  The study was not a b l e  t o  o b t a i n  a  t o t a l  

breakdown of d i s t r i b u t i o n  of supply expenses t o  t h e  sub-uni t s .  

But f o r  t h e  purposes of t h i s  s tudy ,  it should be noted t h a t  

employment i n  a h.ospi ta1 r e p r e s e n t s  80% of t h e  t o t a l  hos- 

p i t a l  ope ra t ing  budget .7 Employment d i s t r i b u t i o n  stat-  

i s t i c s ,  t h e r e f o r e ,  r ep resen t  a n  e x c e l l e n t  i n d i c a t o r  of t h e  

d i s t r i b u t i o n  of resources  throughout t h e  h o s p i t a l .  Medical 

s u p p l i e s  and overhead c o s t s  which compose t h e  o t h e r  20% of 

t h e  budget a r e  b a s i c a l l y  u t i l f z e d  i n  p ropor t ion  wi th  t h e  

number of beds which a r e  open. Therefore ,  bed c losures  

r ep resen t  a reduc t ion  i n  t h e  u t i l i z a t i o n  of medical s u p p l i e s  

and overhead c o s t s .  The major savings  though a r e  obtained 

through staff reduc t ions ,  as manpower i s  t h e  l a r g e s t  and 

most expensive element of t h e  budget. 

The sub-uni ts  of t h e  h o s p i t a l  w i l l  be considered i n  terms 

of two major groupings,  namely, nurs ing  and support  s e r v i c e s .  

The t a b l e s  i n  Table H of t h i s  chap te r  i l l u s t r a t e  t h e  

s t a f f i n g  changes between 1981-82 and 1982-83 f o r  h o s p i t a l s  

r ece iv ing  a budget of l e s s  t h a n  9.9%. This  . table s e t s  

t h e  b a s i s  f o r  understanding t h e  e f f e c t s  of f i n a n c i a l  r e s t r a i n t  

70f t h e  h o s p i t a l s  surveyed, two were randomly sampled and 
t h e  manpower budget composed approximately 80% of t h e  t o t a l  
ope ra t ing  budget. 
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on t h e  o rgan iza t ion .  The informat ion  i n  Table H w i l l  

be con t ras t ed  with Table I of t h i s  chap te r ,  which i s  t h e  

same s t a f f i n g  comparison f o r  h o s p i t a l s  r ece iv ing  a budget 

inc rease  of 12% o r  g r e a t e r  (normal o r  growth-oriented 

budgets) . 

Table H i n d i c a t e s  t h a t  major c u t s  i n  departmental  

opera t ions  were implemented i n  1982-83 i n  order  t o  cope with 

r e s t r a i n t  by those  h o s p i t a l s  r ece iv ing  budget i n c r e a s e s  of 

9.9% o r  l e s s .  It w i l l  be remembered t h a t  Chapter I11 def ined  

a major r educ t ion  as a  l o s s  of resources  of g r e a t e r  t h a n  5%. 

A minor r educ t ion  was up t o  5%. Table below i n d i c a t e s  t h e  

d i s t r i b u t i b n  of minor and major changes f o r  t h e  h o s p i t a l  

departments surveyed i n '  Table  H.  O f  t h e  f i v e  h o s p i t a l s  

i n  t h i s  group, a l l  implemented more major changes than  

minor changes. Forty-nine of t h e  t o t a l  s ix ty -n ine  

departments compared experienced major reduct ions  i n  s t a f f i n g .  

S p e c i f i c a l l y ,  twenty-three r educ t ions  were between 5.0 - 9.9% 

and twenty-six were g r e a t e r  t h a n  10.0%. Twenty changes were 

considered minor as they involved a change of 4.9% o r  l e s s .  



Table D 

Comparison of Minor t o  Major Change 

f o r  Hospitals  Receiving a Budget Increase 

of Less Than 9.9% i n  1982-83 

Hospitals  

B g p g F * ~ ~ t a l  - 
Minor Changes 

0 - 4.9% increase  

no change 

0 - 4.9% decrease 

Sub t o t a l  

Ma j or  Changes 

5 - 0  - 9.9% decrease 

10.0 - 14.q0  decrease 

15.0 - 19.9% decrease 

g rea t e r  than 19.9% 
decrease 

Sub t o t a l  

Tota l  

3*Hospital "E" was excluded from t h i s  p a r t  of t h e  study 
a s  only aggregate data was reported and could not be 
used. 



I n  the  group receiving a  budget increase  of g r e a t e r  than 

12% i n  1982-83, over 1981-82, Table E below ind ica tes  t he  

major versus minor changes f o r  t h i s  group. The r e s u l t s  

of t he  comparison i n  Table E reveal  t h a t  73% of the  changes 

implemented f o r  t h i s  group a r e  minor o r  growth-oriented 

changes. Only 27% of the  changes a r e  major operat ional  

reductions.  It i s  i n t e r e s t i n g  t o  note though t h a t  reductiofls 

of a  s ign i f i can t  nature were implemented f o r  t h i s  group., 

even though the  majority of t he  changes were minimal o r  

growth-oriented. 

Qu i t e  c l ea r ly ,  when comparing the  two groups discussed i n  

Tables D and E ,  it i s  evident t h a t  the  group receiving 

budgets of l e s s  than 9 . 8  were required t o  make more major 

changes i n  t he  form of staff reductions.  The d i s t r i b u t i o n  

of percentage reductions i n  s t a f f  f o r  t h e  group receiving 

budgets o f  l e s s  than 9.* a r e  contained i n  Table F and a r e  

i n  Table G f o r  t h e  group receiving budgets of 12% o r  

g rea t e r .  The s t a f f  have been aggregated i n t o  t w o  major 

groupings, nursing and support se rv ices  and an overa l l  

comparison has been es tab l i shed .  



Table E 

Comparison of Minor t o  Major Changes 

f o r  Hospitals  Receiving a Budget Increase 

of 12% o r  Greater  i n  1982-83 

Hospitals  

Growth 

g r e a t e r  than 19.9% increase 

15.0 - 19.9% increase  

10.0 - 14.* increase  

5.0 - 9.g0 increase  

Sub t o t a l  

Minor Changes 

0 - 4.9% increase 

no change 

0 - 4.9% decrease 

Sub t o t a l  

Ma ,j o r  Changes 

g rea t e r  than 4.9% decrease 

Sub t o t a l  

Tota l  

Total  



TableF 

Hospitals  Receiving Budget Increases 

i n  1982-83 Less Than 9.9% Over 

the  1981-82 Level 

Hospitals  

Tota l  Change i n  A 1 ! C _ D E g  
Support Service S ta f f  

no change 

0 - , 4 .90  dec.* 

5.0 - 9.90  dec. 1 

10.0 - 14.90 dec. 1 1 1  

15.0 - 19.9% dec. 1 

Total  Change i n  
Nursing S ta f f  

0 - .4.9% inc .  

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 

10.0 - 14.9% dec. 

15 .0  - 19.9% dec. 

inc .  means increase  
dec. " decrease 



Table E (cont inued)  
Hosp i t a l s  

T o t a l  Changes i n  S t a f f  

0  - 4.9% i n c .  

no change 

0 - 4.w0 dec. 

5.0 - 9.g0 dec. 1 1 1  

10.0 - 14.* dec. 1 

15.0 - 19.w0 dec. 1 



Table G 

H o s p i t a l s  Receiving Budget Increases 

i n  1982-83 Greater  Than 1 2  % Over 

the  1981-82 Level 

H o s p i t a l s  

Total Change i n  - G 5 - I 
Support Service S t a f f  

15.0 - l9.* i nc .  

10 .0  - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 

T o t a l  Change i n  
Nursing Staff  

15.0 - 19.9% inc .  

1 0 . 0  - 14.9% i n c .  

5.0 - 9.9% inc .  

0 - 4.* inc .  

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 



Table G (continued) 

Hospitals  

Total  Changes i n  S t a f f  

15.0 - 1 9 4 %  inc .  

10.0 - 14.g0 inc .  

5.0 - ,9.9% inc .  

no change 

0 ' -  4.9% dec. 

5 .0  - 9.w: dec. 
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A comparison of both Tables F and G i l l u s t r a t e s  t h a t  t h e  

group 9 .90  o r  l e s s  i n  1982-83 made major changes i n  suppor t ,  

nurs ing  and t o t a l  s t a f f i n g .  The group with budgets over  12% 

i n  1982-83 showed one h o s p i t a l  making major changes, one 

' making no changes, and one showing growth. I t  i s  i n t e r e s t -  

i n g  t o  note t h a t  the  h o s p i t a l  showing major changes under- 

went growth during t h i s  period.  There was a n  expansion of 

10 - 14.9% i n  beds f o r  t h i s  p a r t i c u l a r  h o s p i t a l .  

' I n  terms of t h e  d i s t r i b u t i o n  of changes from one h o s p i t a l  

department t o  t h e  nex t ,  Tables H and I r evea l  t h a t -  , 

reduct ions  and i nc r ea se s  were va r i ed  between departments from 

one h o s p i t a l  t o  t h e  next .  There d id  not seem t o  be a  con- 

s i s t e n t  p a t t e r n  of departmental reduct ions  ac ross  t h e  hos- 

p i t a l s  r ece iv ing  budget- incomes of 9;9% o r  l e s s q ( S e e  Table H ) . 
Nursing experienced reduct ions  of 5.0% t o  14 .90  (one 

except ion)  and t he  support  s e r v i c e  s t a f f  f o r  t h e  same group 

experienced reduct ions  of 5.0% t o  19.9%. Each h o s p i t a l  

va r i ed  t he  magnitude of t h e  reduct ions  from department t o  

department, but b a s i c a l l y ,  t h e  same end was accomplished, 

Through bed c lo su re s ,  h o s p i t a l s  were ab l e  t o  reduce s t a f f  

t hus  reducing the  opera t ing  c o s t s .  
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For t he  nine months ending Dec. 31, 1983, t h e r e  i s  

bas ica l ly  no decrease i n  s t a f f i n g  or  number of beds opened 

f o r  the  hosp i t a l s  surveyed (one notable exception).  Ninety 

per  cent of changes i n  s t a f f i n g  a r e  minor or  a r e  major 

increases  on the  1982-83 l e v e l s  (See Table J) . Without 

a  doubt, 1982-83 ' w a s  the  yea r  i n  which t h e  impact of the  

f i n a n c i a l  r e s t r a i n t  program w a s  f e l t  by the  hosp i t a l s  
I 

surveyed. The bed closures and s t a f f i n g  reductions f o r  

62% of t h e  h o s p i t a l s  surveyed represented ma j.or change i n  

h o s p i t a l  operat ions.  

Hospital  o f f i c i a l s  were interviewed f o r  t he  hosp i t a l s  

surveyed i n  order t o  ver i fy  t he  s t a t i s t i c a l  f indings .  

Of f i c i a l s  a t  t h e  l e v e l  of Executive Director ,  Ass is tant  

Executive Director  o r  Finance Director  were interviewed i n  

each i n s t i t u t i o n .  One o f f i c i a l ' s  response was recorded f o r  

each i n s t i t u t i o n  surveyed. The schedule of quest ions i s  

contained i n  Appendix D . 

O f  t he  f i v e  acute  hosp i t a l s  experiencing f i n a n c i a l  r e s t r a i n t ,  

the  f i v e  respondents ind ica ted  t h a t  the -  bed closures were 

a  d i r e c t  r e s u l t  of f i nanc i a l  r e s t r a i n t .  When questioned 

about technological  innovations o r  the  reorganizat ion of 

se rv ices  a s  a  r e s u l t  of r e s t r a i n t ,  none of the  f i v e  hosp i t a l s -  

experiencing r e s t r a i n t  acknowledged any change. When asked 

i f  implementation of wordprocessing o r  computerization had 

resu l ted  from f i n a n c i a l  r e s t r a i n t ,  t h e  answer f o r  the  f i v e  



hosp i t a l s  was i n  t h e  negative.  

The th ree  hosp i t a l s  which' did not experience' f i n a n c i a l  

r e s t r a i n t  perceived the  r e s t r a i n t  policy a s  a f f e c t i n g  only 

those hosp i t a l s  which had not  exercised good management i n  

t h e  pas t .  They f e l t  t h a t  t he  hosp i t a l s  forced t o  cut  back 

were making long overdue cu t s  of t h e  proverbia l  f a t .  

The hosp i t a l s  experiencing r e s t r a i n t  perceived t h e i r  ' 

r e a l i t y  d i f f e r e n t l y .    he longer waits  f o r  e l e c t i v e  surgery 

a s  a  r e s u l t  of t h e  closure of beds w a s  c i t e d  o f f i c i a l s  a s  

proof t h a t  more than 

se rv i ce  according t o  

r e s u l t  of r e s t r a i n t .  

surgery was c i t e d  a s  

f a t  had been trimmed. The l e v e l  o f  

these  o f f i c i a l s ;  had decl ined as a  

The increased w a i t  f o r  e l e c t i v e  

an  ind i ca to r  of t h e  l o s s  i n  qua l i t y  of 

se rv ice .  

One of the  hosp i t a l s  with extended care  se rv ices  s t a t e d  

t h a t  the  reduction of t he  s t a f f  complement from seven t o  

one i n  t h e i r  a c t i v a t i o n  department r e p r e s e n ~ e d  a  s igr l i f icant  

decrease i n  t he  qua l i t y  of se rv ice  given t o  t h e  e lder ly .  An 

a c t i v a t i o n  department provides a c t i v i t i e s  and s t imula t ion  f o r  

o lder  pa t i en t s .  This s e rv i ce  was reduced t o  v i r t u a l  non- 

exis tence  i n  t h e  hosp i t a l  surveyed as a  r e s u l t  of of r e s t r a i n t ;  
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F ina l ly ,  the re  was consensus amongst hosp i t a l  o f f i c i a l s ,  

f o r  t h e  hosp i t a l s  experiencing r e s t r a i n t ,  t h a t  1982-83 

was the  w o r s t  year  of the  f i nanc i a l  r e s t r a i n t .  Hospitals  

were fac ing  high i n f l a t i o n  ear ly  i n  1982 and labour  con- 

t r a c t s  hzd expired and were up f o r  renewal. Hospitals  

faced the  uncer ta in ty  of labour  se t t lements  and they 

a l s o  had no idea what t he  Hospital  Programs budget 

a l l o c a t i o n  would be. The budgetary process i n  place 

between t h e  Ministry o f  Health and hosp i t a l s  was c r i t i c i z e d  

because of i t s  i n a b i l i t y  t o  allow hosp i t a l s  t o  plan.  

(The budgetary process w i l l  be discussed f u r t h e r  i n  the  

next chapter . )  

I n  concluding t h i s - c h a p t e r ,  it should be noted t h a t  

1982-83 represented a year  i n  which 62% o f  the  hosp i t a l s  

surveyed implemented major changes a s  a response t o  the  

E.S. program. The changes though, although major i n  nature ,  

do not represent  long run changes. They a r e  shor t / in te r -  

mediate run decisions and do not represent  major changes 

i n  organizat ional  s t r u c t u r e .  The preliminary operat ing 

repor t s  o f  1983-84 ind i ca t e  t h a t  hosp i t a l s  have a t  l e a s t  

s t a b i l i z e d  a t  1982-83 operat ing l e v e l s  and the re  has been 

an increase  i n  operat ing l e v e l s  over 1981-82. The changes 

implemented i n  1982-83, although major, represent  short /  

intermediate run cu t s  i n  production l e v e l s  t o  balance 

t h e  budget. The next chapter  w i l l  consider  these  f indings  

i n  terms of t he  h i s t o r i c a l  context of the  hea l th  care  



system and its bureaucratization. 



Table Y 

Changes i n  S t a f f ing  f o r  Hospi ta ls  Receiving a 
Budget Increase of .9-.g0 o r  Less i n  1982-83 

Support Services:  Hospi ta ls  

Change i n  S t a f f i n g  A B C E F *  - 

Lab 
7 

0 - 4 .g0  i n c .  

no change 

0 - 4.9% dec. 

5.0 - 9 .90  dec. 

10 .0  - 1 4 . 8  dec. 

15.0 - 19.9% dec. 

Pharmacy 

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 

5 .0  - 9.9% dec. 

10.0 - 14.g0 dec. 

15.0 - 19.9% dec. 1 
- - - -- -- -- - 

*Hospital "F" reported t h i s  information i n  t o t a l  hours a s  
opposed t o  fu l l - t ime equivalents  and d i d  not breakdown by 

department. It was the re fo re  excluded from t h i s  p a r t  of the  

study.  



Table H (continued) 

Radiology 

0 - 4.9% inc .  

no change ' 

0 - 4.g0 dec. 

5 .0  - 9.9% dec. 

10.0 - 14.g0 dec. 

15.0 - l 9 . g 0  dec. 

g r e a t e r  than 19.9% dec. 

Administration 

0  - 4.9% inc .  

no change 

0 - 4.9% dec. 

5 . 0  - 9.9% dec. 

10.0 - 14.9% dec. 

1 5 . 0  - 19.9% dec. 

g rea t e r  than 19 .  g o  dec . 



Table H (continued) 

Material  Management 

0 - 4.9% inc .  

no change 

0 - 4 . g 0  dec. 

5.0 - 9.g0  dec. 

l 0 .0  - 14.90 dec. 

15.0 - 19.9% dec. 

Hospitals  

A B C 2 E F  - 
* x- 

Medical Records 

0 - 4.9% inc .  

no change 

0 - 4.g0  dec. 

5 . 0  - 9.9% dec. 

1 0 . 0  - 14.g0 dec. 

15 .0  - 19.9% dec. 

+*Increase due t o  r e s t ruc tu re  of organizat ion - Sta f f  accounted 

f o r  under nursing were t r ans fe r r ed  t o  Material  Management. 



Table H (continued) 

Die te t ics  Hospitals  

A B C D E E  
0 - 4.9% inc .  

no change 

0 - 4.90  dec. 

5.0 - 9.9% dec. 1 

10.0 - 14.9% dec. 1 1 1  

15.0 - 19.9% dec. 1 

Laundry 

0 - 4.g0  inc .  

no change 

0 - 4.9% dec. 

5.0 - 9 .g0  dec. 

10.0 - 14.90 dec. 1 

15.0 - 19.9% dec. 1 

g r e a t e r  than 19.* dec. 1 1 



Table  H ( con t inued)  

Housekeeping 

0 - 4.w0 i n c .  

no change 

0 - 4.9% dec. 

5 .0  - 9.9% dec.  

10.0  - 14.Y0 dec.  

15.0  - l9.* dec.  

P l a n t  Operat ions  

0 - 4.9% i n c .  

no change 

0 - 4.9% dec.  

5.0 - 9.9% dec.  

10 .0  - 14.* dec. 

15.0  - l9.H. dec. 



Table H (continued) 

P l a n t  Maintenance 

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 

10.0 - 14.9% dec. 

15.0 - 19.9% dec. 

Physiotherapy 

0 - 4.9% i n c .  

no change 

0 - 4..9% dec. 

5.0 - 9.* dec. 

10.0 - 14.9% dec. 

15.0 - 19.9% dec. 



Table H (cont inued)  

S o c i a l  Se rv ices  

0 - & . g o  

change 

g r e a t e r  than  

i n c  . 

Hosp i t a l s  

L B C D E F  

dec. 

dec. 

dec. 

dec. 

1 9 . g 0  dec. 

0 - 4.9% 

no change 

Nursing: 

Graduate Nurses 

i n c  . 

dec . 
dec . 
dec . 
dec. 



Table H (cont inued)  

Other Nurses 

no change 

0 - 4.9% dec. 

5 .0  - 9.976 dec. 

10.0 - 14.9% dec. 

15.0 - 19.9% dec. 

**Restructuring of some of t h e s e  p o s i t i o n s  t o  M a t e r i a l  
Management. 

Note : Small s t a f f  s p e c i a l t y  departments such as Nuclear - 
Medicine and Respi ra tory  Therapy were omit ted from t h i s  

comparison due t o  t h e  f a c t  t h a t  they  do not  appear  i n  a l l  

of t h e  h o s p i t a l s  surveyed. 



Table I- 

Changes i n  S t a f f ing  f o r  Hospitals  Receiving a  
Budget Increase of 12% o r  Greater i n  1982-83 

Support Services : 

Change i n  S ta f f inq  

Lab - 
15.0 - 19.950 inc .  

10.0 - 14.950 inc .  

5.0 - 9.% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 

Pharmacy 

Hospitals  

I G H -  - 

g r e a t e r  than 19 . g o  i nc .  

15.0 - 19.9% inc .  

10.0 - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.976 dec. 



Table I (continued) 

Medical Records 

15.0 - 19.9% inc .  

10 .0  - 14.9% inc .  

5.Q - 9.9% inc .  

0 - 4.* inc .  

no change 

0 - 4.qo dec. 

Hospitals  

G E L  - 

Administration 

15.0 - l 9 . g 0  inc .  

1 0 . 0  - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 



Table I (continued) 

S o c i a l  Services 

15.0 - 19.9% inc .  

10 .0  - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4,* dec. 

H o s p i t a l s  

G E L  - 
1 

Radio logy  - G E -  I 

15.0 - 19.9% inc .  

10 .0  - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec, 



Table I (continued) 

Physiotherapy H o s p i t a l s  

I G H -  - 
15.0 - 19.9% inc .  

10 .0  - 14.9%. inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.90  dec. 

g r e a t e r  than 4 .90  dec. 1 

Die te t ics  

15.0 - 19.9% inc .  

1 0 . 0  - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 

5.0 - 9.9% dec. 



Table I (continued) 

Materials  Management 

15.0 - 1 9 . 8  inc .  

10.0 - 14.g0 inc .  

5.0 - 9.g0 inc .  

0 - 4.9% inc .  

no change 

0 - &.YO dec. 

5,.0 - 9.9% dec. 

Hospitals  

- G f i L  

Zaundw and Linen 

g r e a t e r  than l 9 . g 0  inc .  

15.0 - 19.9% inc .  

10.0 - 14.g0 inc .  

5 . 0  - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 



Table I (continued) 

Housekeeping 

15.0 - l 9 . g 0  inc .  

10 .0  - 14.g0 inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4 .g0  dec. 

5.0 - 9.9% dec. 

Hospitals  

- G H I  

P lan t  Operations 

15.0 - l 9 . g 0  inc .  

1 0 . 0  - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 

5.0 - 9-95 dec. 

1 0 . 0  - 14.9% dec. 



Table I (continued) 

P lan t  Maintenance 

change 

'Nursing: 

i nc  . 
i nc  . 
i nc  . 
inc  . 

Hospitals  

- G E L  

dec . 
dec. 

dec. 

Graduate Nurses 

15.0 - 19.9% inc .  

10 .0  - 14.9% inc .  

5 . 0  - 9.9% inc .  

0 - 4.9% inc .  

no change 

0 - 4.9% dec. 



Table I (continued) 

Other Nurses 

15.0 - 19.9% inc .  

10.0 - 14.g0 inc .  

5.0 - 9.9% inc .  

0 - 4.g0  inc .  

no change 

0 - 4 .g0  dec. 

5.0 - 9.g0  dec. 

Hospitals  



Table J 

Changes i n  S t a f f i n g  f o r  Hospitals  Surveyed f o r  
t he  Nine Months Ending Dec. 31, 1983 

Support ServLces : 

Change i n  S t a f f i n g  

Lab - 
10.0 - 14.9% inc .  

5.0 - 9.9% inc .  

0 - 4.9% inc .  

no change 

0  - 4.9% dec. 

5.0 - 9.9% dec. 

Hospi ta ls  

Pharmacy 

5.0 - 9 . q 0  inc .  

0  - 4 .q0  inc .  

no change 

* no information ava i l ab l e  
** Hospital  F reported t h i s  information i n  t o t a l  hours a s  

opposed t o  fu l l - t ime  equivalents  and d i d  not breakdown by 
department. It was therefore  excluded f r o m  t h i s  p a r t  of t h e  
study. 



Table J (continued) 

Radiology Hospitals  

& B C _ D E F G I L S  
15.0 and g rea t e r  inc  . 1 

10.0 - 14.g: i nc .  1 

5.0 - 9.g: inc .  

0 - 4.g: i nc .  

no change 

Administration A B C E F G H L  - - 
5.0  - 9.g: i nc .  

0 - 4.* inc .  1 1  1 1  

no change 

0 - 4.9% dec. - 1  1 1 

* 
Material  Management A B C _ D E F G H L  - - 

5.0  - 9.90  inc .  

0 - 4.90  inc .  1 1  

no change 

* no information ava i lab le  



Table J (continued) 

Medical Records Hospitals  

A l l C D E F G H I  - 
15.0 and g rea t e r  i nc .  1 

5.0 - 9.q0  inc .  1 1  

0 - 4 .q0  inc .  

no change 

Die te t ics  & B c g g g E H . L  

5%.0 - 9.* inc .  1 

0 - 4.* inc .  1 1 1  

no change 

0 - 4.* dec. 1 1  

5.0 - 9.* dec. . 

Laundry A B C p E F G H I  - 
'10.0 - 14.90 inc .  1 

5.0 - 9.976 inc .  

o - 4-90 inc .  1 

no change 

0 - 4 . @ d e c .  

5.0 - 9.976 dec. 

10.0 - 14.* dec. 



Table J (continued) 

Housekeeping Hospitals  

A _ B C _ D E F G H I  
5.0 - 9 - 9 0  inc .  1 

0 - 4.90 i n c .  1 1 1 

no change 

0 - 4.9% dec. 

5.0 - 9 . g 0  dec. 1 

10.0 - 14.g. dec. 1 

P l a n t o p e r a t i o n s  A_ B C _D E  F G 11 I 
15.0 and g rea t e r  1 

10.0 - 1 4 . 8  inc .  1 

5.0  - 9.90 i n c ,  1 1 

0 - 4.90 inc .  

no change 



Table J (continued) 

Plant  Maintenance Hospitals  

& B C _ D E F G H L  - 
10.0 - 14.% inc .  1 1 

5.0 - 9 .g0  inc .  1 

0 - 4.g0 inc .  

no change 

0 - 4.8 dec. 

5.0 - 9 .g0  dec. 

10.0 - 14.g0 dec. 

0 - 4.9% inc .  

no change 

0 - 4.g0 dec. 

5.0 - 9 .g0  dec. 

10.0 - 14.g0 dec. 



Table J (continued) 

Socia l  Services 

A B C  - - 
15.0 and g rea t e r  i nc  . 
1 0 . 0  - 14 .g0  inc .  

5.0 - 9.g0 inc .  1 

0 - 4.g0  inc .  

no change 1 

0 - 4.g0 dec. 

Nursing : 

Graduate Nurses A B C E E F G E I  - - 
10 .0  - 14.g0 inc .  1 

5.0 - 9.9$ inc .  

0 - 4.g0 inc .  1 1 -  1 

no change 

0 - 4.g0  dec. 1 1 

Other Nurses & B c L ! E F G E -  I 

10 .0  - 14.g0  inc .  1 

5.0  - 9 . 8  inc .  1 

0 - 4.g0  inc .  1 1 

no change 

0 - 4.g0  dec. 1 

5 .0  - 9.9% dec. 



Table K Changes i n  Hospital  S t a f f ing  by Department 159 

Total  Number of Departments ( f o r  a l l  hosp i t a l s  
i n  the  survey) 97 

Minor Changes Depts . Per  Cent of Tota l  

o - 4.9% inc .  32 32 98% 

no change 10 10.30% 

0 - 4.* dec. - 14 14.44% 

Tota l  56 57 73% 

Maj or  Changes 

5.0 % and g r e a t e r  i nc .  32 32 98% 

5.0 % and g rea t e r  dec. 3 9.27% 

~ o t a l  41 42.26% 

Minor changes and major increases  accounted f o r  90% of the  
departmental changes during t h i s  time period.  

Only 10% of t he  changes were c l a s s i f i e d  a s  major decreases. 

Clearly t h i s  time period was one of predominately minor 
change and some s i g n i f i c a n t  increases .  



Table L 

Change i n  the  Number of Beds Classed A s  Open 
f o r  t he  Time Period Mar. 31, 1983 t o  Dec. 31, 1983 

Acute Beds 

Extended Care 
Beds 

Total  

Mar. 31/83 Dec. 31/83 Percentage 
Change 



Chapter V 

Analysis 

The purpose o f  t h i s  chapter  i s  t o  analyze the  f indings  

of t h i s  research i n  terms o f  t he  hypothesis and the  

h i s to ry  o f  hea l th  ca re  policy development. A s  s e t  out i n  

Chapter I ,  t h e  p rov inc ia l  government introduced the  E.So. 

program i n  1982 a s  a  means t o  con t ro l  publ ic  s ec to r  

expenditures.  It was hypoihesized t h a t  hosp i t a l s ,  a s  

o s s i f i e d ,  bureaucrat ic  i n s t i t u t i o n s ,  would not introduce 

major changes i n  t h e  short-run t o  adapt t o  the  E.S. program. 

The t h e o r e t i c a l  argument t h a t  hosp i t a l s  a r e  "pr ized 

i n s t i t u t i o n s "  of t he  community and a r e  there fore  pa r t i cu l -  

a r l y  r e s i s t a n t  t o  change i n  t h e  short-run,  was a l s o  present-  
1 

ed. 

Chapter I1 t raced  t h e  h i s to ry  of the  evolut ion of heal th  

care  policy and discussed how the  "na tu ra l  h i s to ry"  of the  

hosp i t a l  has e f fec ted  its s t r u c t u r a l  development. It was 

demonstrated t h a t  t he re  has been th ree  periods of develop- 

ment i n  t he  h i s to ry  of hea l th  care policy.  The f i r s t  

period was 1867-1945 and was noted f o r  t h e  neglect  o f  

s en io r  governments. The second period,  1945-1977, was a  

period o f  growing involvement of the  p rov inc ia l  and 

'see Chapter I ,  footnote no. 38. 



f ede ra l  governments i n  the  del ivery  o f  hea l th  ca re  se rv ices .  

During t h i s  time per iod,  public  hea l th  insurance was 

introduced and the  c r ea t ion  of a  universa l  hea l th  program 

became a  r e a l i t y .  It was a l s o  demonstrated t h a t  during 

t h i s  time per iod,  hosp i t a l s  grew a t  an increas ing  r a t e ,  

thus  causing a  . bureaucrat iza t ion process i n  accordance 

with A .  Downs' r i g i d i t y  cycle .' Hospitals  became an 

increas ing cost  concern by sen ior  governments during t h i s  

time period due t o  t h e i r  e sca l a t i ng  cos t s .  

The lack o f  incent ives  i n  t h e  federa l -provincia l  shared 

cos t  agreements f o r  provinces t o  contain cos t s  was c i t e d  

a s  a  major cause of e sca l a t i ng  cos t s .  It was noted t h a t  

during the  l a t t e r  p a r t  - o f  t h e  1945-1977 period,  s eve ra l  

t a s k  fo rces  and royal  commissions had been given the  

mandate t o  f i nd  ways and means o f  con t ro l l i ng  hea l th  care  

cos t s .  

The t h i r d  period,  1977 t o  t h e  p resen t ,  was a  continuation 

of t he  l a t t e r  par t  of t he  second period,  with governments 

continuing t o  t r y  t o  conta in  hea l th  care cos t s .  This  

period was p a r t i c u l a r l y  reknowned f o r  the  increas ing 

'see Chapter I ,  footnote  no. 26. 



c o n f l i c t  between the  f ede ra l  and provincia l  governments 

over the  f inancing o f  hea l th  ca re .  The f ede ra l  govern- 

ment introduced t h e  E .P .F. Act i n  1977 which changed 

hea l th  f inancing from shared cos t  between t h e  f ede ra l  and 

prov inc ia l  governments t o  a  25% block gran t  systeme3 The - 

provinces a l s o  became increas ingly  responsible f o r  t h e  

del ivery of hea l th  ca re  a s  a  r e s u l t  o f  the  E.P.F. l e g i s -  

l a t i o n .  A s  a r e s u l t  of t he  change i n  federa l -provincia l  

f inancing l e g i s l a t i o n ,  t h e  provinces c r i t i c i z e d  t h e  

f ede ra l  government f o r  underfunding t h e  hea l th  care  system. 

A few provinces allowed ex t r a -b i l l i ng  by doctors and user  

charges i n  hosp i t a l s  a s  a  means t o  o f f s e t  funding def ic ien-  

c i e s  i n  t he  system. The f e d e r a l  government has most 

recent ly  r e t a l i a t e d  agains t  ex t r a -b i l l i ng  and user  charges 

by introducing t h e  Canada Health Act which w i l l  f i nanc i a l i y  

penalize provinces allowing ex t r a -b i l l i ng  and user  

charges .' The f e d e r a l  a c t  i s  d i rec ted  a t  preserving the  

un ive r sa l i t y  of Medicare. It w a s  a l s o  noted i n  Chapter I1 

t h a t  t h e  province of B.C. had introduced i n  1983, d r a f t  

l e g i s l a t i o n  which would have destroyed the  un ive r sa l i t y  

of hea l th  ca re  del ivery .  The Medical Services Act has 

subsequently been withdrawn, but had it been passed, it 

'see Chapter 11, footnote no. 77. 

'see Chapter 11, footnote no. 90. 



would have es tab l i shed  a  two t i e r  hea l th  care system. 5 

F ina l ly ,  B.C. has announced it i s  levying an 8% hea l th  

maintenance t a x  Ahrough the  provincia l  income t a x  system, 

i n  order  t o  increase  funding t o  hea l th  care .6 This l a s t  

period i s  noted f o r  t h e  s i g n i f i c a n t  increase  i n  federa l -  

provincia l  c o n f l i c t  over t h e  f inancing o f  hea l th  care .  
B 

A t  t h e  end of Chapter 11, it was explained t h a t  h o s p i t a l s  

a r e  bas ica l ly  i n s t i t u t i o n s  with a  treatment cura t ive  

approach t o  hea l th  care .  Spec i f i ca l l y ,  t h i s  approach i s  

used i n  t he  treatment of d iseases  r e l a t e d  t o  l i f e s t y l e  and 

i s  a  major a t t r i b u t a b l e  f a c t o r  t o  t h e  e sca l a t i ng  cost  

of hea l th  care.  The educational  approach t o  hea l th  care 

i s  not a  major pol icy  t h r u s t  a t  t h i s  t ime,  even though 

educational  preventa t ive  hea l th  programs a r e  f a r  l e s s  

expensive t h a t  medical t rea tments .  

Chapter I1 es tab l i shed  t h a t  hosp i t a l s  have evolved a s  

o s s i f i ed  i n s t i t u t i o n s  with s t rong  community support t o  

de l ive r  hea l th  ca re  se rv ices  d i rec ted  a t  treatment of the  

l i f e s t y l e  r e l a t ed  diseases .  This organizat ional  evolut ion 

of hosp i t a l s  was es tab l i shed  by means o f  A .  Downs' theory 

'see Chapter 11, footnote no. 92. 

'see Chapter 11, footnote no. 97. 
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on r i g i d i t y  c y c l e s  and Per,row9s w r i t i n g s  on i n s t i t u t i o n a l  

theory .  Chapter I11 e s t a b l i s h e d  t h e  methodological 

framework through which t h e  bureaucratization/rigidity 

of t h e  h o s p i t a l  o rgan iza t iona l  s t r u c t u r e  could be t e s t e d .  

A s  mentioned i n  Chapter I ,  t h e  i n t r o d u c t i o n  of t h e  E.S, 

Program i n  B.C. i n  1982,presented a n  opportuni ty t o  t e s t  t h e  

hypothes is  t h a t  h o s p i t a l s ,  as o s s i f i e d ,  bureaucra t i c  

i n s t i t u t i o n s ,  would not  make major changes i n  t h e  shor t - run  

as a r e s u l t  of t h e  E.S. program. I n  o rde r  t o  t e s t  t h i s  

hypothes is ,  Chapter I11 s t a t e d  t h a t  E t z i o n i ' s  model of 

e f f e c t i v e n e s s  would be used r a t h e r  t h a n  a goal  model. 7 

It w a s  s t a t e d  t h a t  E t z i o n i ' s  model measured e f f e c t i v e n e s s  

through a n  examination of t h e  d i s t r i b u t i o n  of resources  

r a t h e r  t h a n  measuring how w e l l  t h e  o rgan iza t ion  has met 

i t s  s t a t e d  goa l s .  A s  t h e  hypothes is  of t h e  t h e s i s  w a s  

p r e d i c t i n g  no major change, a model which allowed t h e  

measurement of change i n  d i s t r i b u t i o n  of o rgan iza t iona l  

resources  t o  t h e  sub-uni t s  w a s  deemed t o  be t h e  most 

s u i t a b l e .  This  chap te r  a l s o  explained t h a t  t h e  change i n  

d i s t r i b u t i o n  of resources  t o  t h e  sub-uni t s  would be 

examined over t h r e e  t ime pe r iods ,  namely, 1981-82, 

1982-83, and t h e  f i r s t  n ine  months of 1983. The main 

i n d i c a t o r  of resources  was determined t o  be s t a f f i n g  a s  

7 ~ e e  Chapter 111, f o o t n o t e  no. 2. 
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it represents  80% of t he  h o s p i t a l s '  budgets. It was 

a l s o  es tab l i shed  t h a t  a  minor change i n  resources would be 

4.5% and l e s s  and a  major change would be 5% and g rea t e r .  

The considerat ion of the  ove ra l l  organizat ional  s t r u c t u r a l  

changes would be accounted f o r  i n  interviews with sen ior  

hosp i t a l  o f f i c i a l s .  

Chapter I V  revealed t h a t  1982-83 was the  year  i n  which. 

two-thirds of t he  hosp i t a l s  surveyed experienced s i g n i f i c a n t  

f i n a n c i a l  r e s t r a i n t  a s  compared t o  t h e  previous year .  

The f indings  ind ica ted  t h a t  major changes were implemented 

i n  hosp i t a l s  Tn 1982-83 as a  response t o  f i n a n c i a l  r e s t r a i n t .  

It was f i r s t l y  es tab l i shed  t h a t  two-thirds of t h e  hosp i t a l s  

surveyed received a  budget a l l o c a t i o n  i n  1982-83 which 

represented f i n a n c i a l  r e s t r a i n t .  These hosp i t a l s  received 

a  budget a l l o c a t i o n  which was l e s s  than  the  consumer pr ice  

index f o r  t ha t  time period. The f ind ings  a l s o  es tab l i shed  

t h a t  t h e  hosp i t a l s  with acu te  care beds receiving budget 

increases  of l e s s  than 9.9%' i n  1982-83, were the  hosp i t a l s  

which implemented bed c losures .  The hosp i t a l s  receiving 

budget a l l oca t ions  g r e a t e r  than  12.05 f o r  1982-83 were 

ab le  t o  maintain t h e i r  l e v e l  of operat ion.  

S t a f f i n g  pa t t e rns  were examined next and a  co r r e l a t i on  

was es tab l i shed  between the  hosp i t a l s  receiving a  budget 



increase  of l e s s  than 9.9% and the  magnitude of change 

i n  s t a f f i n g  i n  t h e  sub-units . Those hosp i t a l s  receiving 

budget incomes of l e s s  than 9.9% made subs t an t i a l l y  more major 

changes than those hosp i t a l s  receiving budgets o f  12% o r  

g rea t e r .  The budget year  1982-83 cau,sed s i g n i f i c a n t  

changes i n  hosp i t a l  acute  se rv ices  i n  terms of l e v e l  of 

se rv ices .  These changes, though i n  t he  form of bed 

closures and s t a f f i n g  reductions,  a r e  not considered a s  . 

long term re s t ruc tu r ing  of t h e  configurat ion of hosp i t a l  

systems and operat ions i n  order  t o  adapt t o  r e s t r a i n t .  

More simply, the  hosp i t a l s  experiencing f i n a n c i a l  r e s t r a i n t  

i n  1982-83 reduced t h e i r  production l e v e l s  i n  order  t o  

reduce operat ing cos t s .  

The hypothesis o f  t h e  t h e s i s  predic ted t h a t  t h e  E.S. 

program would cause incremental o r  short / intermediate run 

changes i n  organizat ional  operat ions.  Interviews with 

hosp i t a l  o f f i c i a l s  v e r i f i e d  t h a t  the  changes noted were 

based so l e ly  on f i n a n c i a l  considerat ions.  The reduction 

i n  funding i n  1982-83 and t h e  uncer ta in ty  of labour  contract  

se'ttlements caused the  changes implemented. Administrators 

of hosp i t a l s  experiencing f i n a n c i a l  r e s t r a i n t  a l s o  indicated 

t h a t  i f  add i t i ona l  funding were made ava i l ab l e ,  beds would 

be reopened and s t a f f i n g  l e v e l s  would be returned t o  pre- 

r e s t r a i n t  l eve l s .  Cer ta in ly ,  t h e  preliminary f ind ings  with 

respect  t o  t h e  1983-84 operat ing s t a t i s t i c s ,  a s  noted i n  
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Chapter I V ,  would ind i ca t e  t h a t  the re  i s  a  marginal 
I 

increase  i n  1982-83 l e v e l s  of operation. The long run 

changes which a r e  character ized by changes i n  production 

methods and technology used, were not  noted a s  a  response t o  

f i nanc i a l  r e s t r a i n t  i n  t he  hosp i t a l s  surveyed. The' 

hypothesis ,  a s  s t a t e d  i n  Chapter I ,  was proven co r r ec t .  

The hosp i t a l  as an i n s t i t u t i o n  and a bureaucracy, res-  

ponded t o  t he  1982-83 budget cut-backs by reducing operating 

l e v e l s .  The hosp i t a l s  viewed t h e  s i t u a t i o n  a s  one o f  

c r i s i s  and control led  f o r  the  c r i s i s  by simply admitt ing 

fewer pa t i en t s .  Fewer admissions allowed f o r  a  reduction 

i n  the  resources committed t o  hea l th  ca re .  The quest ion 

which must be add res sed - i s  t h e  change i n  qua l i t y  of se rv ices  

a s  a  r e s u l t  of bed c losures  and s t a f f i n g  reductions,  

Discussions with hosp i t a l  o f f i c i a l s  revealed the  multi-  

faceted nature  of qua l i t y  and the  d i f f i c u l t y  i n  measuring a  

s h i f t  i n  qua l i t y .  The complexity of q u a l i t y  assessment has 

been succinct ly  s t a t e d  by J .  Ashford and V.  Riley i n  the  

following quote : 

The assessment of t he  outcome 
o f  medical care i s  a  complex 
problem. The s t a t e  of hea l th  
of a  s i n g l e  pa t i en t  r e f l e c t s  
not only the  medical care 
received,  but a l s o  numerous 



bio log ica l ,  economic, environ- 
mental ,  and soc io log ica l  f a c t o r s  
which may vary both within and 
between groups of p a t i e n t s .  
Furthermore, t he  current  s t a t e  
of hea l th  of a n  individual  may 
r e s u l t  from influences extending 
over the  whole o f  h i s  l i f e t i m  8 including f o e t a l  development. 

This research could not attempt t o  con t ro l  f o r  the  var iab les  

of qua l i t y  involved i n  pa t i en t  care .  It  was there fore  impos- 

s i b l e  t o  make an assessment of the  impact of f i n a n c i a l  

r e s t r a i n t  on qua l i t y  of pa t i en t  care se rv ice .  But, t he  

interviews with o f f i c i a l s  did reveal  information with respect  

t o  l e v e l  of se rv ices  offered t o  the  community. Level of 

se rv ices  t o  the  community i s  an aggregate measurement a s  

opposed t o  a s ing l e  un i t  measurement of qua l i ty  of - d i r e c t  

pa t i en t  care .  

The unanimous observation made by the  f i v e  o f f i c i a l s  

working i n  t he  f i v e  acu te  care hosp i t a l s  experiencing 

r e s t r a i n t ,  w a s  t he  longer w a i t  f o r  e l e c t i v e  surgery caused 

by bed c losures .  One o f f i c i a l  comment t h a t  i n  1981-82, 

general  surgery required a wait  of approximately seven days. 

8 ~ s h f o r d  and Riley,  "An Approach t o  Monitoring the  Qua l i t y  
of Health Care", Measuring f o r  Management, ed. G .  McLachlan - 
( 0xf ord Universi ty Press ,  1975) p. 55. 



I n  1982-83, t he  same surgery required a  wait  of a t  l e a s t  

four teen days. I n  add i t ion ,  t h i s  o f f i c i a l  s t a t e d  t h a t  many 

pa t i en t s  with medical problems were being admitted t o  s u r g i c a l  

beds through the  emergency departments i n  1982-83. The 

o f f i c i a l  went on t o  say t h a t  the  c losure  of medical beds 

was t h e  cause of t he  admission o f  medical p a t i e n t s  t o  

su rg i ca l  beds through the  emergency. The admission of 

medical pa t i en t s  t o  su rg i ca l  beds had i n  t u r n  caused t h e  

longer waits f o r  e l e c t i v e  surgery.9 Longer waits  f o r  

surgery, although c i t e d  by o f f i c i a l s  a s  an ind i ca to r  of l o s s  

i n  qua l i t y  of s e rv i ce ,  a r e  more adeptly defined a s  a  l o s s  i n  

the  l e v e l  of s e rv i ce  offered t o  the  community. This  

reduction i n  l e v e l  of s e rv i ce  i s  a  sho r t  term reduction and a  

r e tu rn  t o  pre 1982 l e v e l s  i s  dependent upon an increase  

i n  funding. 

F ina l ly ,  many hosp i t a l  o f f i c i a l s  tended t o  agree t h a t  

f i n a n c i a l  r e s t r a i n t  was long overdue i n  the  B.C. hea l th  ca re  

system, but did not agree with the  extent  o f  cu t s  i n  1982-83. 

Most f u r t h e r  s t a t e d  t h a t  the  present  budgeting system i n  

place with t h e  Ministry o f  Health d i d  not allow adminis t ra tors  

t o  properly plan annual operat ions.  lo The current  system i s  

' ~ n f  ormation obtained through interviews with hosp i t a l  
o f f i c i a l s ,  Spring of 1984. 

l01nformation obtained through interviews with hosp i t a l  
o f f i c i a l s ,  Spring o f  1984. 



i n e f f i c i e n t  a s  adminis t ra tors  do not know t h e i r  f i s c a l  annual 

budget u n t i l  a f t e r  year  end adjustments a r e  determined by t h e  

Ministry of Health. These adjustments a r e  made a f t e r  the  

budget yea r  is  over. The problems assoc ia ted  with t h e  B.C. 

hosp i t a l  budgeting system have been noted by W.T. Dyke. He 

c i t e s  the  two main problems of the  system a s  follows: 

These two f a c e t s  o f  t he  
problem were (1) the  
inequi ty  of t h e  "per  diem" 
method of payment, and ( 2 )  
the  inadequacy of the  
approved budgets, with t h e  
concomitant problem of 
hosp i t a l s  operat ing " i n  
t he  dark", no t  knowing 
what t h e i r  f i n a l  appr 
se t t lements  would be. ?Ied 

Bet te r  budgetary systems between the  hosp i t a l s  and the  

Ministry of Health would allow adminis t ra tors  t he  opportunity 

t o  determine t h e  optimum a l l o c a t i o n  of resources.  Without 

such a system, t h e r e  a r e  i n e f f i c i e n c i e s  i n  operations which 

r e s u l t  i n  a poorer qua l i t y  of se rv ice .  

I n  concluding t h i s  chapter  it should be noted t h a t  

"W .T. Dyke, Hospital  Financing i n  B.C. : Is There a 
Be t te r  Way? (Unpublished M .B . A .  t h e s i s ,  Simon Fraser  
Univers i ty ,  B r i t i s h  Columbia, 1979),  p.  65. 
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h o s p i t a l  a d m i n i s t r a t o r s  a r e  c u r r e n t l y  making shor t - run  

changes and dec i s ions  t o  adapt  t o  t h e  budgetary system 

i n  p lace .  F l e x i b i l i t y  t o  change i n  t h e  shor t - run  i s  

r e l a t e d  t o  t h e  amount of resources  a l l o c a t e d  t o  a given 

h o s p i t a l .  A s  n o t e d v i n  t h i s  t h e s i s ,  many h o s p i t a l s  c losed  . 

beds and reduced staff as a response t o  budget reduct ions .  

From a n  o rgan iza t iona l  p e r s p e c t i v e ,  t h e s e  h o s p i t a l s  

responded t o  a shor t - run  c r i s i s .  



Chapter V I  

Conclusion 

The provincia l  government i n  1982-83, made a  policy 

decision with respect  t o  hea l th  care  which placed hosp i t a l s  

i n  a  very s t r e s s f u l  s i t u a t i o n .  By opting t o  e s s e n t i a l l y  under- 

fund severa l  h o s p i t a l s ,  t h e  province placed t h e  hosp i t a l s  i n  

t he  d i f f i c u l t  pos i t ion  of having t o  decide which se rv ices  

would be cut  i n  order  t o  maintain budgets. The provincia l  

government offered no contingency funds t o  carry  i n s t i t u t i o n s  

through the  recession.  

The t h e s i s  demonstrated through t h e  use of organizat ional  

theory,  p a r t i c u l a r l y  i n s t i t u t i o n a l  theory,  t h a t  hosp i t a l s  a r e  

bureaucracies which a r e  r e s i s t a n t  t o  change. The hosp i t a l s  

surveyed which experienced f i n a n c i a l  r e s t r a i n t  implemented 

shor t  run changes only a s  a  response t o  f i n a n c i a l  r e s t r a i n t .  

These changes involved a  change i n  t h e  inputs  o f  production 

but d i d  not involve any changes i n  t h e  methods of production. 

The type of changes implemented a s  a  response t o  f i n a n c i a l  

r e s t r a i n t  were i d e n t i f i e d  and measured through the  use o f  

E t z ion i ' s  e f fec t iveness  model. E t z ion i ' s  ef fect iveness  model 



by examining the distribution of resources to the sub-units 

of the organization. This paper used Etzioni's model to det- 

ermine where hospitals made changes in operations in order to 

accommodate financial restraint. Through the use of 

employment distribution statistics, the research examined the 

changes in sub-unit staffing in order to identify organiz- 

ational priorities. 

The findings indicated though that the changes in sub-unit 

staffing did not involve any major restructuring of departments. 

In addition, reductions in staffing for hospitals experiencing 

restraint were made randomly across sub-units and the magnitude 

of reductions varied between departments from hospital to 

hospital. 

The findings confirmed that organizations are resistant to 

long term change but in a crisis situation, as that imposed 

by financial restraint, are capable of short-term change. 

Organizational theory provided an effective theoretical base 

to analyze the effect of a government policy on the organiz- 

ations' operations. Systems models such as Etzioni's 

effectiveness model provide a practical framework for 

evaluating the effect of policy on social service programs. 

This study has demonstrated that the E.S. program has caused 

organizational change which is short-term only, and involves 
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a reduction in the level of health care services offered 

to the public. The bed closures resulting from the 

restraint represent a drop in level of service. In evaluating 

whether or not the policy accomplished what it was supposed.to, 

one has to ask why certain hospitals experienced financial 

restraint while others did not. If the purpose of the E.S. 

program was to implement financial restraint, why was it not 

uniformly established across a11 hospitals? 

The E.S. program was an effective means ta instill short- 

term restraint in hospitals where it was applied. But, as 

mentioned, the organizational analysis, including interviews 

with hospital officials, did not reveal any long run changes 

as a result of restraint. Goverment. restraint policy such as 

the E.S. program does not promote efficiency in services, it 

simply causes a reduction in the level of services. 

Policies seeking to reduce hospital costs in the long 

run will have to take in to consideration the history of health 

care policy and the institutional nature of hospitals. A s  

demonstrated in this 'paper, hospitals are bureaucracies resis- 

tant to change and their evolution has emphasized a treatment- 

curative approach. The treatment-curative approach is the 

most expensive health care approach and is used to treat the 

lifestyle-related diseases. Lifestyle-related diseases account 

for an increasing number of medical treatments in hospitals, 
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A l e s s  expensive long-run approach t h a t  can be used t o  t r e a t  

t h e  l i f e s t y l e  d iseases  is  preventat ive hea l th  care.  By edu- 

ca t ing  apeople t o  p r a c t i s e  more preventat ive hea l th ,  t he  cos t s  

of expensive hosp i t a l  t reatments can be lowered. A s  s t a t e d  

by P .  Selznick,  the  i n s t i t u t i o n  w i l l  change t o  adapt t o  

t h e  values of t he  community.' I t  was denionstrated i n  Chapter I1 

of t h i s  t h e s i s ,  t h a t  hos-pitals are; bureaucracies which a r e  in -  

s t i t u t i o n s  t h a t  have evolved according t o  community values. 

I n  order t o  change t h e  expensive treatment-curat ive approach 

of hosp i t a l s ,  with respec t  t o  l i f e s t y l e - r e l a t e d  d i seases ,  t h e  

values of t h e  carnmunity must be changed. 

If the  community places a  h igher  value on preventat ive 

hea l th ,  then so w i l l ~ i n s t i t u t i o n s .  Prov inc ia l  p o l i c i e s  

seeking t o  accomplish long-term cost  con t ro l  should promote 

community hea l th  education programs with respect  t o  l i f e s t y l e -  

r e l a t e d  diseases .  Prov inc ia l  programs should a l s o  o f f e r  

incent ives  and funding f o r  h o s p i t a l s  t o  e s t ab l i sh  community 

education programs i n  order t o  s tar t  a change i n  h o s p i t a l  

organizat ional  p r i o r i t i e s .  

'see Chapter I ,  footnotes  38, 39 and 40. 
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The provincia l  government i s  present ly  usurping the  

power o f  hosp i ta l s  t o  determine t h e i r  r o l e  i n  t h e  

community. The government's ac t ions  a r e  motivated by a  

be l ie f  t h a t  hosp i t a l s  a r e  competing with one another  and 

a r e  dupl ica t ing se rv ices .  What the  province must r e a l i z e  

i s  t h a t  by becoming more a c t i v e  i n  t h e  management of 

hosp i t a l s ,  they a r e  f u r t h e r  bureaucrat izing the  del ivery 

of hea l th  se rv ices .  A s  mentioned i n  Chapter 11, the  

increas ing regula t ion o f  an organizat ion caused f u r t h e r  

bureaucrat izat ion.  That i s ,  t h e  system o f  del ivery  

becomes more i n f l e x i b l e  and r e s i s t a n t  t o  change. 

I n  concluding t h i s  t h e s i s ,  it i s  important t o  note 

t h a t  t h e  organizat ional  l i t e r a t u r e  enhanced the  understand- 

ing of t he  behaviour of the  hosp i t a l s .  The organizat ional  

l i t e r a t u r e  a l s o  a s s i s t e d  i n  t h e  explanation o f  t he  evol- 

u t ion  of hosp i t a l s  from r e l a t i v e l y  small  community organ- 

i za t i ons  t o  l a rge  bureaucrat ic  complex organizat ions.  

Cer ta in ly ,  the  challenge o f  subsequent research w i l l  be t o  

examine how hosp i t a l s  adapt over the  long-run t o  f i n a n c i a l  

r e s t r a i n t ,  and t o  determine i f  i n  f a c t  h o s p i t a l s ,  a s  t he  

i n s t i t u t i o n s  which we present ly  know, a r e  capable of 

r e s t ruc tu r ing  t o  contain cos t s .  O r ,  conversely, a r e  

hosp i t a l s  only ab l e  t o  reduce operations through bed 

closures i n  the  short-run i n  order  t o  adapt t o  r e s t r a i n t ?  



Province of Ministry of 
British Columbia Health 

HOSPITAL PROGRAMS 

STATISTICAL REPORT FOR THE 

- 
PAGE 2 OF 4 

HOSPITAL NAME NUMBER 

MONTHS ENDED 19 - LOCATION B.C. 

D. SERVICES WHICH MAY BE PROVIDED BY LABORATORY, RADIOLOGY, OR A SEPARATE ORGANIZATIONAL 
UNIT OF THE HOSPITAL (DO NOT INCLUDE UNITS REPORTED IN SECTIONS C or E) 

05. OTHER (SPECIM) 

01 ECG 

02 EEG 

03 ULTRASOUND 

04 NUCLEAR MEDICINE 

NOTES 

NAME OF 
ORGANIZATION 
CARRYING OUT 
THE SERVlCE 

r 

E. RADIOLOGY 

THERAPEUTIC RADIOLOGY 

NUMBER OF EXAMINATIONS 
OR TREATMENTS 

06. NUMBER OF TREATMENTS 

NUMBER OF STANDARD UNITS 

INPATIENTS 

SCANNING 1C.A.T.) 

INPATIENTS OUTPATIENTS 

07. NUMBER OF EXAMINATIONS 

OUTPATIENTS . 

08. NUMBER OF STANDARD UNITS 

DIAGNOSTIC (INCLUDING FLUOROSCOPY) 

09. NUMBER OF EXAMINATIONS 

10. NUMBER OF STANDARD UNITS 

BY HOSPITAL BY OTHER AGENCIES FOR PATIENTS OF THE HOSPITAL 

NOTES 

I OUTPATIENTS 
INPATIENTS (INCL. ROUTINE I TOTAL 

EXAMINATIONS- 

F. PHYSICAL MEDICINE AND REHABILITATION 

'PHYSIOTHERAPY 

TOTAL 

11. NUMBER OF PATIENT ARENDANCES 

DONE BY 

1 12. NUMBER OF WEIGHTED UNITS 

/ OCCUPATIONAL THERAPY 

DONE BY 

I 13. NUMBER OF PATIENT AlTENDANCES 

14. NUMBER OF WEIGHTED UNITS 

OTHER THERAPY 

15. NUMBER OF PATIENT AlTENDANCES 

NOTES 

G. RESPIRATORY TECHNOLOGY 

TOTAL 
BY STAFF OF PHYSICAL MEDICINE 

AND REHABILITATION UNIT 

INPATIENTS I OUTPATIENTS 

16. NUMBER OF TREATMENTS AND'DIAGNOSTIC PROCEDURES 

BY OTHER HOSPITAL STAFF OR 
OUTSIDE AGENCY FOR PATIENTS 

OF THE HOSPITAL 

INPATIENTS I OUTPATIENTS 

NOTES 

INPATIENTS OUTPATIENTS TOTAL 



Province of Ministry of 
British Columbia Health 

HOSPrrAL PROGRAMS 

STATISTICAL REPORT FOR THE HOSPITAL NAME NUMBER 

MONTHS ENDED 19 - LOCATION B.C. 

H. SURGICAL SERVICES 

INPATIENTS OUTPATIENTS 

SURGICAL DAY 
OUTPATIENTS 

03 NUMBER OF HOURS--P.A.R. 

01 NUMBER OF VISITS DURING WHICH OPERATIONS. TREATMENTS OR EXAMINATIONS 
WERE CARRIED OUT IN THE SURGICAL SUITE 

02. NUMBER OF HOURS-OPERATING ROOMS 

NOTES 

I 

I. EMERGENCY UNlT 

INPATIENT I OUTPATIENT TOTAL I VISITS VISITS 1 'JlSITS I 
04. NUMBER 

DO NOT I 
OF VISITS TO EMERGENCY UNlT (INCLUDE ALL URGENT & SHORT STAY VISITS 
INCLUDE SURGICAL DAY CARE OR ORGANIZED OUTPATIENT CLINICS.) 

NOTES 6 

J. AMBULATORY CARE 

05. PSYCHIATRIC DAY / NIGHT CARE 

06. DIABETIC DAY CARE 

07. RENAL DAY CARE 

08. PSYCHIATRIC OUTPATIENT 

09. DIETETIC COUNSELLING 

10. GENERAL & SPECIAL CLINICS 

1 1. OTHER OUTPATIENT 

K. DIETETICS (MEAL DAYS) 

12. PREPARED 8Y HOSPITAL 

13. PURCHASED FROM OTHERS 

NUMBER OF VISITS 

INPATIENTS OUTPATIENTS STAFF AND SUPPLIED TO TOTAL 
VISITORS OTHER MEAL-DAYS 

lNSTlTUTlONS 
1 3 3 A 

INPATIENTS 
1 

NUMBER OF PATIENTS 

OUTPATIENTS 
2 

INPATIENTS 
3 

OUTPATIENTS 
4 

/ 

/ 

/ 

L. LAUNDRY (SOILED WEIGHT - KILOGRAMS) 

14. DONE FOR OWN HOSPITAL 

15. DONE FOR OTHER HOSPITALS / INSTITUTIONS 

16. TOTAL 



Province of Ministry of 
Rritish Columbia Health 

HOSPITAL PROGRAMS 

STATISTICAL REPORT FOR THE HOSPITAL NAME NUMBER 

MONTHS ENDED 19 - LOCATION B.C. 

M. NURSING PERSONNEL 

GRADUATE u 1. MEDICAL 

2. SURGICAL 

3 MEDICAWSURGICAL UNDIFFERENTIATED 

4 PAEDlATRlCS 

5. REHABILITATION 

6: ICU / CCU 

7. OTHER SPECIAL 
CARE SPECIFY 

8. OTHER SPECIAL 
CARE SPECIFY 

9. OTHER SPECIAL 
CARE SPECIFY 

10. OBSTETRICS 

11. PSYCHIATRY 

12. EXTENDED CARE 

13 SUB TOTAL-INPATIENT (1 -1 2) 

1 4  LABOUR & DELNERY 

15 NURSERY 

1 6  SURGICAL SERVICES 

1 7  P A R  

18 EMERGENCY 

19 AMBULATORY CARE 

20 OTHER NURSING 

21 SUB TOTAL (1 3-10) 

22. OTHER NURSES 

23 NURSING ADMINISTRATION 

2 4  TOTAL (21 -24) 

NOTES 0 

39 ADMINISTRATION 

40 MATERIALS MANAGEMENT 

41 LAUNDRY & LINEN 

42  HOUSEKEEPING 

43. PLANT OPERATION & SECURITY 

44 PLANT MAINTENANCE 

45  OTHER (SPECIFY) 

46  OTHER (SPECIFY) 

47  SUB TOTAL (3846)  

4 8  SALARIED MEDICAL STAFF 

4 9  STUDENTS-MEDICAL 

50. STUDENTS-NURSING 

51 STUDENTS-PARA-PROFESSIONAL 

52  STUDENTS-OTHER 

53 SUB TOTAL (49-52) 
-- 

OTHER PERSONNEL 

1 PARA-PROFESSIONAL I TOTAL 
1 2 I TOTAL 

2 

LABORATORY 

E.C.G. 

E.E.G. 

NUCLEAR MEDICINE 

PHARMACY 

RADIOLOGY 

PHYSIOTHERAPY 

OCCUPATIONAL THERAPY 

OTHERTHERAW 

RESPIRATORY TECHNOLOGY 

DIETETICS 

SOCIAL SERWCES 

MEDICAL RECORDS 

SUB TOTAL (25-37) 

NOTES 

0. TOTAL PERSONNEL 

FULL n M d  
EQUIVALENTS 

54. NURSING (UNE 24, COLUMN 2) 

55. OTHER PERSONNEL (LINE 47) 

56. MEDICAL STAFF (UNE 48) 

5 7  SUB TOTAL (LINES 54+55+56) 

58. STUDENTS (LINE 53) I I 
59 TOTAL (LINES 5 7 6 8 )  8 

NOTES 



Province of Ministry of 
British Columbia Health 

HOSPITAL PROGRAMS 

SUPPLEMENTARY FINANCIAL REPORT FOR THE HOSPITAL NUMBER 

MONTHS ENDED 19- 
B.C. 

AUTHORIZED CHARGES (CO-INSURANCE) INPATIENT (HOSPITAL PROGRAMS DAYS) 
ACUTE/REHAB EXTENDED CARE LONG TERM CARE 

I I I I 
CHARGED TO HOSPITAL PROGRAMS 

CHARGED TO PATIENTS. ETC. 

TOTAL 

DEBIT $7.' 
CREDIT 

T-. 

n 
HOSPITAL PROGRAMS ADVANCES 

BALANCE END OF CURRENT MONTH 

. OPERATING A/C 

7 
CAPITAL A/C STATEMENT OF WORKING CAPITAL - 

CURRENT ASSETS 

1 CASH 

2 INVESTMENTS 

3. ACCOUNTS RECEIVABLE BCHP 

4 ACCOUNTS RECEIVABLE OTHER 

5 INVENTORIES 

6 PREPAID EXPENSE 

7 OTHER 

8 TOTAL 

CURRENT LIABILITIES 

9 BANK LOANS / OVERDRAFT 

10 SALARIES &WAGES PAYABLE 

11 EMPLOYEE DEDUCTIONS PAYABLE 

12 ACCRUED HOLIDAY & SICK RELIEF 

13. OTHER ACCOUNTS PAYABLE 

14. OTHER 

15. TOTAL 

16. WORKING CAPITAL 

MONTH 

cI3  
MONTH - OPERATING FUND CASH FLOW PROJECTION 

MONTH 

1 CASH ON HAND. BEGINNING OF PERIOD 

RECEIPTS 

2 HOSPITAL PROGRAMS 

3 M S P  

4 OTHER 

5 TOTAL CASH AVAILABLE 

PAYMENTS 

6 PAYROLL 

7 EMPLOYEE DEDUCTIONS PAYABLE 

8 ACCOUNTS PAYABLE 

9 OTHER 

10 TOTAL CASH DISBURSEMENTS 

11 CASH ON HAND. END OF PERIOD (1+5-10) 

DATE: PREPARED BY: 

TITLE: 



Province of Ministry of 
British Columbia Health 

HOSPITAL PROGRAMS 

HOSPITAL NUMBER 

B.C. 

FINANCIAL REPORT FOR THE 

MONTHS ENDED 19 - 

ACTUAL 
YEAR TO DATE 

l-----l 
A. INCOME 

1. HOSPITAL PROGRAMS-INPATIENT 

2. HOSPITAL PROGRAMS-CO-INSURANCE 

3. HOSPITAL PROGRAMS-OUTPATIENT 

4. HOSPITAL PROGRAMS-SUB TOTAL 

5. LONG TERM CARE-INPATIENT 

6. OTHER-INPATIENT 

7 OTHER-OUTPATIENT 

8. ROOM DIFFERENTIAL 1100%) 

9 CAFETERIA 

10 OTHER INCOME 

11 SUB TOTAL (1 TO 101 

12 ROOM DIFFERENTIAL (40%) 

13 NET INCOME (1 1 LESS 12) 

14. EXCLUDABLE INCOME 

15. OPERATING INCOME (13 LESS 14) 

6. EXPENDITURES 

1. SALARIES & WAGES 

2. PROFESSIONAL FEES 

3. EMPLOYEE BENEFITS 

4 MEDICAL / SURGICAL SUPPLIES 

5 DRUGS 

6 DIETARY FOOD & SUPPLIES 

7 P U N T  MAINTENANCE 

8 LINEN & LAUNDRY 

9 PATIENT CARE. DlAGNOSlTC & THERAPEUTIC 

10 ADMINISTRATIVE & GENERAL SUPPORT 

11 PLANT OPERATION & HOUSEKEEPING 

12 OTHER 

13 BAD DEBTS 

14 SUBTOTAL11 TO 13) 

15 EXCLUDABLE EXPENDITURES 

16 OPERATING EXPENDITURE (14 LESS 15) 

17 SURPLUS / DEFICIT 

OJECTED YEAR END SURPLUS / DEFICIT 

NOTES 

NAME (PLEASE PRINT) TITLE SIGNATURE DATE 

HLTH 15358 (HIA 3581 REV 82/04 -- - 



Province of Ministry of 
British Columbia Health 

HOSPITAL PROGRAMS 

STATISTICAL REPORT FOR THE HOSPITAL NAME NUMBER 

MONTHS ENDED 19 - LOCATION B.C. 

A. BEDS, ADMISSIONS. PATIENT DAYS, ETC. 

01 PATIENT DAYS-HOSPITAL PROGRAMS 

02 PATIENT DAYS-OTHER 

03. ADMISSIONS 

04. SEPARATIONS 

06: TOTAL DAYS STAY-SEPARATIONS 

06. AVERAGE LENGTH OF STAY 

07. RATED BEDS (APPROVED) 

08. BEDS SET UP 

09. PERCENTAGE OCCUPANCY 

NOTES 

B,. TYPES OF CARE 

10. MEDICAL 

PATIENT DAYS 
1 

1 1. SURGICAL 

12. MEDICAVSURGICAL UNDIFFERENTIATED 

13. PAEDlATRlC 

14. OBSTETRICAL 

15. ICU/CCU 

16. OTHER CRITICAL CARE (SPECIW) 

17. PSYCHIATRY 

18. REHABILITATION 

19. OTHER (SPECIFY) 

20. TOTAL 
r 

BEDS SET UP 
2 

NOTES 

C. LABORATORY UNlTS (ENTER STANDARD LABORATORY UNITS FOR TECHNICAL AND NON-PROFESSIONAL 
WORKLOAD - DO NOT INCLUDE UNITS FOR PROFESSIONAL COMPONENT OF 
WORK SUCH AS MEDICAL INTERPRETATION, ETC.) 

' 21. STANDARD LAB UNITS 
DONE BY OWN HOSPITAL 

INPATIENTS 

22. NUM8ER OF TESTS REOUESTED 
FOR SPECIMENS REFERRED OUT 

OUTPATIENTS 

NOTES 

HLTH 1535A (HIA 35A) REV 82/04 

REFERRED IN 
(INCL PUBLIC 

HEALTH) 

TOTALTESTS 
REQUESTED ON 

SPECIMENS 
REFERRED OUT 

NUMBER OF TESTS REQUESTED FOR NUMBER OF TESTS REQUESTED FROM 

INPATIENTS PROV. OWNED 
LABORATORIES 

ROUTINE HEALTH 
-MS. QUALITY 
CONTROL ETC. 

OUTPATIENTS 

F A L  UNITS 

OTHER HOSPITALS. 
RED CROSS 

OTHER 
LABORATORIES 



ALPHABETICAL LISTING OF BRIT ISH  COLUMBIA HOSPITALS 
BY LOCATION AND TYPE OF CARE 

MARCH 31,1983 

H~SPITAL APPROVED OPERATING CAPACITY LOCATION ..--. - . 

ABBOTSFORD 
603 Ma tsqui  -Sumas-Abbotsford 

General 
607 Menno 

ALERT BAY 
507 S t .  George's 33 

ALEXIS CREEK 
416 Red Cross Outpost - 3 holding beds 

ARMSTRONG 
307 Armstrong and Spa1 lmcheen 

ASHCROFT 
408 Ashcroft and D i s t r i c t  General 21 

. .. ; ATLIN . .  , . .- 914 Red Cross Outpost 
-3 holding beds 

\ 

BAMF I ELD 
855 Red Cross Outpost - 3 holding beds 

BELLA COOLA 
906 Be l l  a Cool a General 

BLUE RIVER - 412 Red Cross Outpost 
rl -3 holding beds 

BURNABY . 
130 Burnaby General 
132 Fe l l  burn 
137 S t .  Michael 's - Dogwood 2 

BURNS LAKE 
707 Burns Lake and Of s t r i c t  

CAMPBELL RIVER 
. 508 Campbell River and D i s t r i c t  

General 

CASS I AR 
916' Cassiar 

CASTLEGAR 
804 Cast1 egar and D i  s t r i c t  

CHEMAINUS 
505 Chemai nus General 

CHETWY ND 
716 Chetwynd General 18 18 

3 L 



Alphabetical L i s t ,  March 31, 1983 

LOCATION HOSPITAL APPROVED OPERATING CAPACITY 
I NTERMEDI TOTAL 

NO . - NAME OF HOSPITAL - ACUTE - REHAB - EXT PERSONAL - BEDS - BASS 

CHILLIWACK 
601 Chi l l iwack  General 

CLEARWATER 
419 D r .  Helmcken Memorial 

COMOX 
. z 502 St. Joseph' s General 

CRANBROOK 
756 Cranbrook and D i s t r i c t  

CRESTON 
I 

J 

654 Creston Va l ley  

CUMBERLAND 
504 Cumber1 and General - 6 ho ld ing  beds 

. .. DAWSON CREEK 
. + 704 Dawson Creek and D i s t r i c t  

DELTA 
134 Del ta  Centennial 

DUNCAN 
203 Cowichan D i s t r i c t  

EDGEWOOD 
656 Red Cross Outpost - 3 ho ld ing  beds 

1 . C 
: **-';#.& ., . ELKFORD 

757 E l  k f o r d  and D i s t r i c t  
Diagnost ic & Treatment Centre - 3 ho ld ing beds 

ENDERBY 
306 Enderby and D i s t r i c t  

Memori a1 

FERN I E 
753 Fernie D i s t r i c t  

- - . - FORT NELSON 
714 F o r t  Nel son General 

FORT ST. JAMES 
717 S t u a r t  Lake 

FORT ST. JOHN 
701 F o r t  S t .  John General 

FRASER LAKE 
758 Fraser Lake Diagnost ic and 

Treatment Centre 



Alphabet ica l  L i s t ,  March 31, 1983 

LOCATION HOSPITAL APPROVED OPERATING CAPACITY 

NO. - 
INTERMED1 TOTAL 

ACUTE REHAB EXT PERSONAL BEDS BASS ' - - NAME OF HOSPITAL 

GANGES 
206 Lady Mi n t o  Gul f I s l  ands 19 

GOLDEN 
409 Go1 den and D i s t r i c t  General 2 5 

GOLD RIVER . 
860 Go1 d R i  ve r  Heal t h  C l  i n i  c 

GRAND FORKS . 
803 Boundary 

HAZELTON 
901 Wrinch Memorial 

HOPE 
606 F rase r  canyon 

HOUSTON 
909 Houston Hosp i ta l  

(D iagnos t i c  and Treatment Centre) 

HUDSON' S HOPE 
759 Hudson's Hope Gething D iagnost ic  

and Treatment Centre 

I NVERMERE 
755 W i  ndermere D i  s t r i c t  

KAMLOOPS 
401 Royal I n1  and 377 
421 Over1 ander - Ponderosa - In te rmed ia te  - Personal 

KASLO 
653 V i c t o r i a n  

KELOWNA, 
302 Kelowna General 

KEREMEOS 
310 Keremeos D iagnos t i c  and 

Trea tmen t Centre 

KIMBERLEY 
752 Kimberley and D i s t r i c t  

KITIMAT 
917 K i t i m a t  General 7 3 29 6 108 12 

KYUQUOT 
857 Red Cross Outpost 

- 3 ho ld ing  beds 

LADY SMITH 
506 Ladysmi t h  and D i s t r i c t  

General 
i 



A1 phabet ica l  L i s t ,  March 31, 1983 

LOCATION HOSPITAL APPROVED OPERATING CAPAC ITY 

I NTERMEDI TOTAL 
NO. - NAME OF HOSPITAL ACUTE REHAB - EXT PERSONAL - BEDS - BAS' 

LANGLEY 
115 Langley Memorial 

LILLOOET 
417 L i l l o o e t  D i s t r i c t  

LOGAN LAKE 
423 Logan Lake D iagnos t i c  & 

Treatment Centre 

LYTTON 
405 S t .  Bar tho l  omew' s 

McBRIDE 
713 McBride and D i s t r i c t  

MACKENZIE 
715 Mackenzie and D i s t r i c t  

- .. . 
. . MAPLE RIDGE 

604 Map1 e R i  dge 

MASSET 
918 Canadian Forces 

S t a t i o n  Hospi t a l  

MERRITT 
403 N ica l  a Y a l l  ey General 4 5 

MICA CREEK 
418 Mica Creek P r i v a t e  

( Closed October 1 , 1982) 

MISSION 
602 M i  s s i  on Memorial 

NAKUSP 
655 Arrow Lakes 

NANAIMO 
501 Nanaimo Regional General 

NELSON 
, .. . : 651 Kootenay Lake D i s t r i c t  

657 Mount St. Franc i  s 

NEW DENVER 
652 Sl ocan Comrnuni t y  

NEW WESTMINSTER 
135 Queen's Park 
109 Royal Col umbian 

- spec ia l  extended care  (DPU) 
110 S a i n t  Mary's 

NORTH VANCOUVER 
112 L ions  Gate 



Alphabetical L i s t ,  March 31, 1983 

HOSPITAL APPROVED OPERATING CAPACITY LOCATION 

I NTE RMED/ TOTAL 
ACUTE 'REHAB EXT PERSONAL BEDS BASS - - 7 - 5. 

d 
w 

NO. - NAME OF HOSPITAL 

OCEAN FALLS 
905 Ocean Fa1 1 s General , Diagnos- 

t i c  and Treatment Centre - 2 ho ld ing  beds 

OLIVER 
309 South Okanagan General 

100 MILE HOUSE 
708 100 M i  1 e D i s t r i c t  General 

PARKSVILLE 
512 T r i  11 i urn ~ o d ~ e  

PEMBERTON 
422 Pemberton and D i s t r i c t  Diag- 

n o s t i c  and Treatment Centre - 3 ho ld ing  beds 
. . 

PENTICTON 
303 Pent i  c ton 

PORT ALBERNI 
851 West Coast General 

PORT ALICE 
859 P o r t  A1 i c e  

- 3 ho ld i ng  beds 

PORT HARDY 
. -  510 P o r t  Hardy :.. . - .. :- 

PORT McNEILL 
511 P o r t  McNeil l  and D i s t r i c t  

POUCE COUPE 
706 Pouce Coupe Community 

POWELL RIVER 
111 Powell R ive r  General 

PRINCE GEORGE 
703 Pr ince  George Regional 

. . . - 
9 - 

PRINCE RUPERT 
902 Pr ince  Rupert Reg'ional 

PRINCETON 
305 Pr inceton General 

QUEEN CHARLOTTE CITY 
907 Queen Char1 o t t e  I s1  ands 

General 

QUESNEL 
705 G.R. Baker Memorial 



~ l p h a b e t i c a l  L i s t ,  March 31, 1983 

LOCATION 

NO. - NAME OF HOSPITAL 

REVELSTOKE 
402 Queen V i c t o r i a  

RICHMOND 
121 R i  c hmond General 

. .  . . 
ROSSLAND 
802 The Mater M i  se r i co rd iae  

SAANICHTON 
217 Saanich Peninsul a 

SALMON ARM 
404 Shuswap Lake General 

SAN JOSEF 
858 Canadian Forces S ta t i on  

Hospi t a l  , Hol berg 
- .  . .. . - 
. . SECHELT 

113 St. Mary's 

SMITHERS 
903 Bul k l  ey Val 1 ey D i  s t r i c t  

SPARWOOD 
754 Sparwood General 

SQUAMISH 
128 Squarni sh General 

. C ., . ,. - . 2;:y .. + . STEWART 
910 Stewart General 

SUMMERLAND 
308 Summer1 and General 

SURREY 
116 Surrey Memorial 

TAHS I S 
861 Tahsis 

. - . . ,. . - . . ,_ .. . TERRACE 
912 M i l l s  Memorial 

TOF I NO 
854 Tof ino General 

TRAIL 
801 T r a i l  Regional 

HOSPITAL APPROVED OPERATING CAPACITY 

I NTERMED/ TOTAL 
ACUTE REHAB - EXT PERSONAL - BEDS - BASS 



Alphabet ical  L i s t ,  March 31, 1983 

LOCATION 

NO. - NAME OF HOSPITAL 

VANCOUVER 
107 A. Maxwell Evans C l i n i c  
105 Chi 1 dren' s 
119 G. F. Strong Rehabil i t a t i o n  

Centre 
104 The Salvat ion Army Grace 
118 Holy Family 
122 Loui s B r i e r  
106 Mount Sa in t  Joseoh 
120 Pearson 
102 St. Pau l 's  
103 St. V incent 's  
133 S t .  V incen t ' s  Arbutus 
125 Shaughnessy 
114 Sunny H i l l  
123 UBC Heal th Sciences Centre 
101 Vancouver General - Dogwood 1 

- -  . . .. . - - . VANDERHOOF 
702 S t .  John 

VERNON 
301 Vernon Jub i l ee  

VICTORIA 
215 G l  endal e Lodge 
211 Gorge Road 
220 Juan de Fuca Hosp i ta l s  - Aberdeen, 75 

. , - Glengarry, 215 
:'=:t . . - Mount Tolmie, 75 - Pr io ry ,  115 

212 Mount St. Mary 
204 Queen A1 exandra Hosp i ta l  

f o r  Chi 1 dren 
201 Royal Jub i l ee  
202 V i  c t o r i  a General 

WAGL I SLA 
904 R.W. Large Memorial 

WHITE ROCK 
a t . , .  - . 131 Peace Arch D i s t r i c t  

WILLIAMS LAKE 
406 Car i  boo Memorial 

TOTAL 

ACUTE 

5 6 
176 

120 

121 

51 9 
157 

375 

266 
943 

45 

137 

HOSPITAL APPROVED OPERATING CAPACITY 

REHAB 

150 

80 

45 

100 

40 

415 

EXT - 

150 
60 

150 
182 

7 5 
7 5 

200 
25 

300 
198 

188 

7 5 
290 
480 

126 

53 
11 1 
100 

7 

119 

6,447 

INTERMED1 TOTAL 
PERSONAL - BEDS BASS 

9 4 

49 

0 

8 

15 

+ 35 ho ld ing  beds 
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Canadian Council Conseil Canadien A 192 
on Hospital Accreditation D'Agrkrnent des ~ 6 ~ -  
Member Organizations Membres Associ6s 
Canadian Hospital Association The Canadian Medical Association 
The Royal College of Physicians and Surgeons of Canada Canadian Nurses Association 
L'Association des Mddecins de Langue Franqaise du Canada. 

,. Swanson M.D., F.A.C.H.A. 
utwe Dwector - Directeur General 

~ u g u s t  30, 1982 

Mr.  Kevin Mercer 
1286 Or io le  Place 
Port Coquitlam, B.C. 
V3S 5K5 

Dear M r .  Mercer: 

Thank you f ~ r  your l e t t e r  of August 17, 1982. The Canadian Counci 1 on 
Hospital ~ c c r k d i t a t i o n  does not wish t o  see i t s  program having any 
involvement w i t h  f i nanc ia l  cutbacks since they are considered as being 
beyond the scope o f  our work. AccordingIy, our surveys do not  include 
any ind icators which r e l a t e  t o  economic pressure o r  d i  f f l c u l t i e s .  
For your information I enclose a l i s t  o f  our pub l ica t  ions whish are 

. avai lab le t o  the p u b l i c  and a copy o f  our Aims and Objectives wfiich w i l l  
o u t l i n e  t o  you the type o f  work in 'wh ich  we-are. 'inuolved.' \, 

I hope t h i s  w i l l  be useful. Please l e t  us know if you wish t o  have 
any of the publ icat ions sent t o  you and thank you f o r  your o f f e r  o f  
sharing the resu l ts  o f  your research w i t h  us. 

Sincerely vours, 

F U I ~ O  ~ imodg3 l l  i, M.D., F.R.C.S. (c) 
Execut i ve D i  rec to r  

FL: 1 p 
Encl , 

+ a i r  ri--mi.r A I ~ S  Vista Drive. Ottawa. Ontarin Canada K1G 3Y6 Teleahone (613) 523-9154 



Interview Schedule 

1. Have ybu had any staff lay-offs as a result of the 1982 

restraint program? 

9 

2. Have you had any bed closures as a result of the 1982 

restraint program? 

3 .  Have there been any productivity-enhancing programs 

introduced in your hospital as a direct result of the 1982 

restraint program? (et. staff working longer hours, cent- 

ralization of responsibilities to. reduce duplicaDion- of 

effort, etc.) 

4. Were any computers or wordprocessing technologies introd- 

uced as a direct result of the restraint program? 

5. In what ways has the restraint program affected the 

quality of hospital services? 

6 .  Has any organizational restructuring occurred as a 

result of the restraint program? 



194 

7. Have any new programs or services been introduced as a 

result of the restraint program? 

8. Have any or services been discontinued or cut- - 

back as a result of the restraint program? 



194 
Bibliography 

Adie, Robert F. ,  and Thomas, Paul G Canadian Public 
Administration. Prentice-Hall Canada Inc. ,  S ~ a r b ~ ~ ~ ~ ~ h ,  
Ontario, 1982. 

Alison,  G. S~ssence of Decision. L i t t l e ,  Brown and C O . ,  

1971 

Altman, S tua r t  H . , and Blendon, Robert (eds . ) Medical 
Technolop: The Culpr i t  Behind Health Care Costs? 
Proceedings of the  1977 Sun Valley Forum on National 
Health, Education, and Welfare. 

Auer, Ludwig, and Menic, John. Provincial  Variations i n  t h e  
Productivity of Physicians i n  Canada, 1974-76. A paper 
prepared f o r  thS Economic Council of  Canada, Discussion 
Paper No. 205, September 1981). 

Badgley, Robin F., and Wolfe, Samuel. Doctors' S t r ike  
Medical Care and Conflict  i n  Saskatchewan. Athert on 
Press ,  New Y ork , 1967. 

Bailey, John S ., and Ham, Robert G. "Systems Analysis 
and the  Corrections - System i n  Ontario, l' Centre o f  
Criminology, University of Toronto, December, 1972. - 

Baker, F . Organizational Systems General Systems 
Approaches t o  Complex Organizations. Richard D. Irwin, 
Inc. ,  1973. 

Becker, Leonard Jr. ,  and Gustafson, C la i r .  Encounter With 
Sociolom: The Term Paper. Boyd and Fraser  Publishing 
Company ? 1976 

Bellamy, D . J . ,  Pammett, J .  H . ,  Rowat ,  D. C .  (eds . )  
"Br i t i sh  Columbia," The Provincial  P o l i t i c a l  Systems : 
Comparative Essays. Toronto: Methuen, 1976. 

Black, Guy. The Application of Systems Analysis t o  
Government Operations. Frederick A .  Praeger Inc . , 1968. 

Blau, P e t e r  M . ,  and Meyer, Marshall W .  Bureaucracy i n  
Modern SocieQ.  Random House, Inc . ,  1971. 

Blomqvist , A .  The Health Care Business. The Fraser  I n s t i t u t e ,  
London, Ontario, 1979. 



Campbell , R .  The Economics and P o l i t i c s  of Health. Univer- 
sity of North Carolina Press ,  1982. 

Canadian Public Administration. (Winter 1982, V o l .  25, NO,  4 )  

Chandler, M .  , and Chandler, W. Public Policy and Provincial  
P o l i t i c s .  McGraw-Hill Ryerson Ltd.,  1979. 

. , % .  

Cohen, Harry. The Demonics of Bureaucracy. Iowa S t a t e  
University Press ,  1965. 

Cortes, F.,  Przeworski, A. ,  and Sprague, J .  Systems Analysis 
f o r  Socia l  Sc ien t i s t s .  John Wiley & Sons, U .S . A * ,  1974. 

Cooper, Michael H.  Rationing. Health Care. Croom Helm,. 
London, 1975. 

Crozier,  Michel. The Bureaucratic Phenomenon. The Univer- 
s i t y  of Chicago Press ,  1964. 

De Greene , K.  B. The Adaptive Organization. John Wiley & 
Sons, U .S . A * ,  1982. 

Doern, G. Bruce. H o w .  Ottawa Spends Y our Tax Dollars. James 
Lorimer & Company, Publishers,  Toronto , 1981. 

Doern, G.  Bruce, and Aucoin, P e t e r  (eds .) Public Policy i n  - 
Canada. The MacMillan Company of Canada, 1979. 

Doern, G.  Bruce, and Aucoin, Pe ter .  The Structures  of 
Policy-Makina i n  Canada. Macmillan Company o f  Canada, 
1971 

Donabedian, Avedis . The C r i t e r i a  and Standards of Qual i ty  . 
Health Administration Press ,  Ann Arbor, Michigan, 1982 .. 

Downs, Anthony. Inside Bureaucracy. L i t t l e ,  Brown and 
Company, 1967. 

Dyke, William T . "Hospital Financing I n  B. C . : Is There 

C 
a Bet te r  Way?" (Unpublished Research Project ,  Simon 
Fraser  Universi ty,  June 1979) . 

Easton, Allan. The Design o f  a Health Maintenance Organ- 
i za t ion .  Praeger Publ ishers ,  1975. 



~ t z i o n i ,  A .  Socia l  Probhms. Prentice- all, 1976 

Etzioni  , A .  The Active Society London, England, Col l ie r -  
MacMillan, 1968. 

Etz ioni ,  A * ,  and Remp, Technolo~ica l  Shortcuts t o  Social  
Change. Russel Sage Foundation, 1973. 

Evan, 7 .  ~ n t e r o r g a n i z a t i o n a l  Relations. Pengui 
1976. 

Fein, Rashi. The Doctor Shortage: An Economic Diagnosis. 
The Brookings I n s t i t u t i o n ,  Washington, D . C . ,  1967. 

Fox, Paul W. P o l i t i c s  : Canada. McGraw-Hill Ryerson, 
Limited, 1977. 

Galbrai th ,  Gordon, S . "Br i t i sh  Columbiaw, The Provincial" 
P o l i t i c a l  Systems : Comparative Essays. (eds. ) D.J. 
Bellamy, J .H. Painmett, D.C.  Rowat ,  Toronto: Methuen, 
1976 

Gelber, S .M. "The Path t o  Health Insurance", Perspectives 
of Canadian Health and Social  Services Policy: His tom 
and Emerging Trends. (eds .) C .A. Meilicke and J . L .  Storch,  
Ann Arbor: University of Michigan, 1980. 

Grant, James Eamon. "Pre-planning f o r  Hospital Based 
5 

Family Care : An Examination o f  Factors Affecting Hospital  
c Length - of Stay" (Unpublished Research Project  , Simon 

Fraser  Universi ty,  B.C . , August 1982) . 
Hage , J : , and Aiken, M.  Soc ia l  Change i n  Complex Organ- 

i za t lons  . Random House, 1970. 

Hardin, Herschel. A Nation Unaware. J . J . Douglas Ltd, , 
Vanouver, 1974. 



Hatcher, Gordon H .  Universal Free Health Care i n  canad&,, . U.S. Dept. of Health and Human Services,  

Haveman, Rober H . ,  and Margolis, Jul ius .  Public Expenditure 
and Policy Analysis . Rand McNally College Publishing 
Company, 1977. 

H i l l s ,  3. Toward a Science 0.f Organization. University 
of Oregon Press ,  1968. 

Hodgetts and Altman. O r s n i z a t  ional  Behavior. Miami, 
Fla.: W.B. Saunders Co. ,  1979. 

Hoos , Ida R.  Systems ~ n a l y s i s  i n  Public Policx. Univer- ^ 

s i t y  of California Press ,  1972. 

Hoos, Ida R .  Systems Analysis i n  Social  Policx. The 
I n s t i t u t e  of Economic Affa i rs ,  1969. 

Hummel, Ralph P .  The Bureaucratic Experience. S t .  Mart in 's .  
Press ,  New Y ork, 1977. 

Hunter, Ikvid 3. Coping With Uncertainty, Policy and 
P o l i t i c s  i n  the  National Health Service. Research 
Studies Press ,  A Division of John Wiley and Sons Ltd.,  

Laf ramboise , H .R. "Health Policy : Breaking the Problem 
- Down i n t o  More Manageable Segments", Perspectives 

of Canadian Health and Social  Services Policy: Histom 
and Emerging Trends. (eds .) C .A. Meilicke and J .Lo 
Storch, Ann Arbor; University of Michigan, 1980 

Lindblom, C . The Policy -Making Process. prentice-Hall , 
1968. 



Lipsey, R . ,  Sparks, G . ,  and S t e i n e r ,  P,  (eds . )  Economics. 
New Y ork: Harper & Row Publ ishers ,  1973 . 

Mackenzie, W . J .M. Power and Responsibil i ty i n  Health Care. 
Oxford University Press ,  1979. - 

Maclean and Gem. Methodological Issues i n  Social  Surveys. 
MacMillan Press Ltd. ,  1979. 

Manga, P . ? and Weller, G . "The Fai lure  of the  Equity 
Objective i n  Health: A Comparative Analysis of Canada, 
Br i t a in  and t h e  United S t a t e s " ,  Comparative Socfal  
Research. (Vol. 3 ,  1980, J A l  Press Inc . ) . 

Mayer, R. s o c i a l  Planning and Socia l  Change. Prentice- 
H a l l  I n t e rna t iona l ,  1972. 

McLachlan, Gordon. Measuring f o r  Management, Quan t i t a t ive  
Methods-in Health Service Management. ' Oxford Univer- 
s i t y  Press ,  1975. 

Meilicke, C . A a ,  and Stbrch,  J .L. (eds. ) Perspectives of 
Canadian Health and Socia l  Services Policy: History and 
Emerninn Trends. Ann Arbor : University of Michigan, 
1980. 

Melcher, A .  J .  General Systems and Organization Theory: 
Methodological Aspects. Kent S t a t e  University : Center 
f o r  Business and Economic Research, 1975. 

Meyer, Marshal W .  Bureaucratic S t ruc ture  and Authority. 
Harper and Row Publ ishers ,  1972. 

Morgan, Howard J .  "Decision-Making Within an Accredited 
Employers' Association", (Unpublished Research Pro jec t ,  
Simon Fraser  Universi ty,  B .C . , Apri l  1982) . 

Olson, Mancur. (ed.) A New Approach t o  t h e  Economics of 
Health Care. American Enterpr ise  I n s t i t u t e  f o r  Public 
Policy Research, 1981. 

/ Pa t t e rns  and Se l f .  Administrative Theories and P o l i t i c s .  
London, G .  Allan Urwin, 2nd revised ed. ,  1979 . 

Pat ton,  Michael Quinn. Utilization-Focused Evaluation. 
Sage Publications Inc . , 1978. 

Perrow, C .  Complex Organizations. Glenview, Ill. : Sco t t ,  
Foresman and Co., 1972. 



Poel,  D. "The Diffusion of Legis la t ion Among the  Canadian 
Province: A S t a t i s t i c a l  Analysis", The Canadian j o u r m l  
gf P o l i t i c a l  Science. ( v o ~ .  9 ,  N O .  4, 1976. 

Popper, K.R .  Objective Knowledge. Oxford University press ,  
1972 

Presthus,  R. Behavioral Approaches t o  Public ~ d ~ i ~ i ~ t ~ ~ t i ~ ~ . '  
University of Alabama Press ,  1965. 

Presthus,  R .  The Organizational Societv. S t .  Martin's 
Press ,  ,1978. 

P r i ce ,  J.  Organizational Effectiveness, An Inventory of 
Proposit ions.  Richard D. Irwin, Inc. ,  1968. 

Pross , A .P . "Pressure Groups : Talking Chameleonsw, Canad- 
i an  P o l i t i c s  i n  the  1980's. (eds.)  M.S. Whittington . 
and G .  Williams. Toronto, Ontario, Methuen, 1981. 

Protheroe, David R. Impor ts  and Po l i t i c s .  I n s t i t u t e  f o r  
Research on Public Policy,  1980. 

Rodgers, R.  The P o l i t i c a l  Process i n  Modern Organizations. 
Exposition Press ,  l g 7 l .  

Roeber, R . J . C .  The Organization i n  a Changing Environment. 
Addison-Wesley Publishing Co., 1973. 

Rogers, Rolf E. Organizational Theory. Allyn and Bacon, 
Inc. ,  1975 . 

Soderstrom, Lee. The Canadian Health Care System. Croom 
Helm, Rondon, 1978. 

Sof e r ,  Cyri l .  Oraanizations i n  Theory and Prac t ice .  Basic 
Books, Inc . , 1972. 

Somers, Anne R. Hospital  Regulation: The Dilemma of Public 
Policy. Indus t r i a l  Relations Section,  Princeton Univer- 
s i t y ,  Princeton, N . J . ,  1969. 

Stevens, T. J .  The Business of Government, An Introduction 
t o  Canadian Public Administration. McGraw-Hill RyerSon 
Limited, 1978. 

Stewart,  Rosemary. The Reality of Organizations. Macmillan 
and Co. Ltd. ,  1970. 



Taylor, M .G . Financial  Aspects of Health Insurance. Toronto : 
Canada Tax Foundation, 1957. 

Taylor, M.G. Health Insurance and Canadian Public Policy.  
McGill-Queen's University Press ,  Montreal, 1978. 

Taylor', M.G. The Administration of Health Insurance i n  
Canada. Oxford University Press ,  Toronto, 1956. 

Taylor, M .G. =The Canadian Health Insurance Programw , 
- perspectives of Canadian Health and Social  se rv ices  

Policy:  H i s t o r y  and Emerging Trends. (eds .) C .A. 
Meilicke and J . L .  Storch,  Ann Arbor: University of 
Michigan, 1980. 

Thompson, Frank J.  Health Policy and the Bureaucracy. 
The MIT Press;  1981. 

Toff le r ,  Alvin. The Third Wave. Bantam Books Inc. ,  1981. 

Tupper, Allan, and Doern, G. Bruce. ( eds , )  Public Corpor- 
a t i o n s  and Public Policy i n  Canada. I n s t i t u t e  f o r  
Research on Public Pol icy i  1981. 

Van Der Gaag, J . ,  and Perlman, M. (eds . )  Health,  Economics, 
. and Health Economics-. North-Holland Publishing Company, 

1980. 

Van Loon, R .  "From. Shared Cost t o  Block Funding and Beyond: 
The P o l i t i c s  of Health Insurance i n  Canada", Perspectives 
o f  Canadian Health and Socia l  Services Policy:  His tory 
and Emerging Trends. (eds .  ) C . A .  Meilicke and J .L. 
Storch,  Ann Arbor: University of Michigan, 1980. 

Warner, Kenneth E . ,  and Luce, Bryan R .  Cost-Benefit and 
Cost  Effectiveness Analysis i n  Health Care. Health 
Administration Press ,  Ann Arbor, Michigan, 1982. 

Weber, Max. The Theory of Social  and Economic Organization. 
The Free Press of Glencoe, 1947. 

Weller, G .R . ,  and Manga, P . "The Development of Health 
Policy i n  Canada", The P o l i t i c s  of Canadian Public Policy.  
(eds .) M .  Atkinson and M .  Chandler, Toronto: Univer- 
s i t y  o f  Toronto Press ,  1983. 



Whittington, M . ,  and 
1980's. Methuen, 

Williams, G .  Canadian P o l i t i c s  i n  t he  
1981. 

Wilson, V. Seymour. Canadian Public Policy and Administra- 
&ion: Theory and Environment. McGraw-Hill Ryerson 
Limited, 1981. B 

Wolfson, A.D., and Tuohy, Carolyn J. Opting Out of Medicare: 
Pr iva te  Medical Markets i n  Ontario. University o f  1 
Toronto Press ,  1980. 

Wright, Robert Grandford. The Nature o f  Organizations. 
Dickenson Publishing Cornpaw, Inc . ,  1977. 

Reports 

Province of  Br i t i sh  Columbia 

Province o f  B r i t i sh  Columbia, Ministry of Lands, Parks 
and Housing, Housing Quar ter ly ,  (Dec . , 1983) . 
Province of B r i t i sh  Columbia, "Restraint  and Recovery: 
The Next S tepsn ,  (Victor ia ,  B.C. ,  1983). 

Minister  o f  Health, James A .  Nielsen, The Medical Services 
A l  (Province o f  Br i t i sh  Columbia, 1983) . 
Public Employers o f  Br i t i sh  Columbia ( V o l .  6 ,  o c t . / ~ o v . ,  
1983 

Government o f  B r i t i sh  Columbia, "Highlights of t he  
Economic S tab i l i za t ion  Program" ( B  .C ., 1982) . 



Government o f  B r i t i s h  Columbia, "Notes f o r  an Address by 
t h e  Honourable William R. Bennett on Strengthening t h e  
B r i t i s h  Columbia Economy", (Feb., 1982). 

Province of B r i t i s h  Columbia, "The Budget Speech of t h e  
Honourable W . R e  Bennett", ( Ju ly ,  1983) . 
S t a % i s t i c s  Relating t o  Regional and Municipal Governments 
i n  Br i t i sh  Columbia, (June, 1982, Ministry of Municipal 
Affairs, Province of B r l t i s h  Columbia). 

Labour Research Bu l l e t in  (Policy and Research Branch, 
Volume 11, Number 8 ,  Province of B r i t i s h  Columbia, M i n i s t n  
of ~ a b o u r ;  August 1983). 

- 

"Hospital Role Study, Phase One" A Discussion Paper on 
Hospital  Services i n  B.C. (August, 1979) . 
Ministry of Health, Annual Report ' (Province of B.C. ,  1981). 

Government of Canada 

The 1970 Commission of Inu-uiry on Health and Social  Welfare 
(Castonguay Report) Ottawa, 1970 . 
Report of the  Health Planning Task Force (Mustard Report) 
Ottawa, 1972. . 
1974 - A New Perspective on t h e  Health of Canadians 
(Lalonde Report) Ottawa, 1974. 

The Communit~ Health Center i n  Canada (Hastings Report) 
Ottawa, 1972 
The 1971 Task Force on t h e  Cost of Health Services i n  Canada 
Ottawa, ly '@.  
Hall, E . Canada's Nat ional-Provincial  Health Programs f o r  
thb 1980's. Ottawa, Government o f  Canada, 1980. 

Government o f  Canada, The Consumer Pr ice  Index. (Dec. 1983, 
S t a t i s t i c s  Canada). 

National Health and Welfare, Per iodic  Health Examination: 
Report o f  a Task Force t o  the  Conference o f  t h e  Deputy 
Ministers o f  Health. (Supply and Services ,  1980) . 
Government o f  Canada, The Expenditure Plan t o  1985-86 
(Ministry of Supply and Services,  1982). 



Task Force Reports on the  Cost of Health Services i n  
Canada (Department of Health and Welfare, Ottawa, Inf or- 
mation Canada, 1971) . 
National Health and Welfare, New ~imensions i n  Aaeiw . 
(Ottawa, 1968) . 

- .  

National Kealth and Welfare, Socia l  Security i n  Canada, . 

(Information Canada, Ot tawa,  1974) . 
S t a t i s t i c s  Canada, Health and Welfare, The Health of 
Canadians : Report of the  Canada Health Survey. (Ottawa, 
Supply and Services,  June, 1982). 

s t a t i s t i c s  Canada, Socia l  Security : National Programs. 
(Ottawa, 1978). 

S t a t i s t i c s  Canada,, Has-pita1 Indicators .  (Health Division, 
O t t a w a ,  1975) . 
The Minister of National Health and Welfare, The Canada 
Health Act. (Ottawa, The House of Commons of Canada, 1983). 

Government of ~ a n a d a ,  Preserving Universal Medicare. 
  ini is try o f  supply and Services ,  1983) . 
Government o f  Canada, Report of t he  Parliamentafl Task 
Force on Federal-Provincial F i sca l  Arrangements. (Ottawa, 
Ministry of Supply and Services,  1981). 

Newspapers 

The Vancouver Sun, Southam Press, (Jan. 1982 - May 1984) 

The Cosuitlam Today (Jan. 1982 - May 1984) 

The Globe and Mail, Southam Press, (Jan. 1982 - May 1984) 


