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Abstract This paper reviews and analyzes the implica-
tion of the public-private mix of financing and delivery
of health care in Canada for lower-income Canadians.
Based on the type of government stewardship and the
degree of state intervention, the Canadian health system
can be separated into three distinct layers: universal
hospital and physician services financed and regulated
by federal and provincial governments (BMedicare^);
mixed services, including prescription drugs and long-
term care, subject to some provincial stewardship and
subsidy; and privately funded and delivered services
such as dental care. Within Medicare financial barriers
to access have been removed; however, there is a grow-
ing trend toward private sector involvement in the de-
livery of services, and inequalities by income in the use
of physician services are high in Canada relative to
other high income countries. Moreover, the exclusion
of prescription drugs and long-term care from universal
health coverage in Canada, as well as the nearly exclu-
sively private dental market, has created significant ac-
cess issues for lower-income Canadians.
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Introduction: an Overall Health System Overview

Canada is a highly decentralized federation with a similarly
decentralized system of health administration and delivery.
Although the federal government plays an important role in
terms of national standard-setting in some areas of health care
and regulation of pharmaceuticals and health products, and for
the delivery of some health services to designated populations,
it is the provincial governments which are primarily responsi-
ble for how most health-care services are delivered to
Canadians, including low-income and marginalized groups.
By low-income, we generally refer to Canadians in lowest
income quartile of the population.

As illustrated in Table 1, there are three discernable layers
making up the Canadian health system when viewed through
the perspective of degree of state involvement. Each layer has
its own configuration of funding, administration, and delivery
arrangements. As a consequence, the public-private mix in
each of the three layers has quite different implications for
the delivery of health services to lower-income Canadians.

Table 1 purposely separates the factors of funding, admin-
istration, and regulation from service delivery to clarify the
following discussion (see Deber 2004). There are public and
private components in each. Before focusing on the public and
private components in health service delivery, it is worth set-
ting out some general propositions on the public-private di-
vide in funding, administration, and regulation.

Canada has a 70:30 split between public and private financ-
ing of healthcare. This 70:30 ratio is lower than the public-
private ratio of a majority of higher-income countries (CIHI
2015b). Canada, like all high-income welfare states, devotes
significant resources to health care. Table 2 compares all wel-
fare states that spent, through their central, regional, and local
governments, a minimum of US$2500 a year in 2013. These
are all countries in which universal health coverage is the
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norm (or at least moving toward universal coverage as is the
case in the US) and where health care has become a more
expensive policy responsibility than those relating to educa-
tion or social assistance (welfare). It is generally assumed that
public financing of universal health coverage (UHC) is redis-
tributive—that UHC shifts resources from the healthy and
wealthy to the poor and sick. Sherry Glied (2008) performed
the calculation on CanadianMedicare and found that every $1
of tax funding would move between $0.23 and $0.26 toward
the lowest income quintile of the population and roughly
$0.50 into the two lowest income quintiles.

No different than other high-income welfare states, govern-
ments in Canada have created an intricate web of administra-
tion, law, and regulation to govern and manage universal
health coverage. There are two key aspects in the governance
of UHC in Canada. The first is the Canada Health Act, the
federal law that sets out five national standards with which
provincial governments are expected to comply in order to
receive their per capita shares of a cash transfer from the fed-
eral government (Marchildon 2013).

The second key governance aspect is a set of provincial
laws, regulations, and accompanying arrangements between
these governments and the medical profession that determine
how single-payer UHC is actually administered. The laws
prohibit or discourage the sale of private health insurance for
Medicare services (Flood and Archibald 2001), while the ar-
rangements prevent or discourage doctors from working both
sides of the public-private street (Flood and Haugen 2010).
The end result is that doctors are expected to opt out of the
UHC system entirely if they provide private services to pa-
tients who choose to pay privately.

Consistent with the three layers illustrated in Table 1,
the first section of this paper will summarize the delivery
of UHC services to low-income Canadians by a mix of
public and private providers. The second section will ex-
amine one key dimension of social care—institutional
(nursing home) long-term care, also a mixed sector in
terms of public and private delivery but with the balance
tilted more toward public finance but private delivery. This
is followed by an analysis of the implications of the public-
private mix in prescription drugs where private financing
edges out public financing but where delivery involves a
range of private actors from professionals (physicians and
pharmacists) to pharmaceutical manufacturers and re-
tailers. The final section deals with dental care, the most
private area of Canadian health care in terms of both
funding and delivery.

Table 1 Three layers of the Canadian health system based on degree of state intervention

Degree of state involvement Funding Administration and regulation Delivery

Major—universal health
coverage (Medicare)

Public taxation through the
general revenue funds of
federal and provincial
governments

Single-payer provincial systems.
Private self-regulating professions
under provincial legislative
frameworks

Private physician services, private
for-profit (very limited), not-for-
profit, and arm’s-length
organizations delivering
hospital services

Moderate (social care
and prescription
drugs)

Mix of public taxation, private
(mainly employment-based)
insurance and out-of-pocket
payments

Public services that are generally
welfare-based and targeted, and
private services regulated to varying
degrees by provincial governments

Private professional, private for-
profit, not-for profit, and public
arm’s-length facilities and
organizations

Minimal (dental and vision care,
alternative and complementary
medicines)

Private (mainly employment-
based) insurance and out-
of-pocket payments

Private ownership and control: private
professionals with self-regulation.
Limited state regulation

Private providers and private-for-
profit facilities and organizations

Source: adapted from Marchildon (2004, p. 63)

Table 2 High-income OECDmember states in which total government
health spending exceeded US$2500 per year in 2013

OECD country
(rank based on spending)

Government spending per
capita ($US PPP for 2013)

1. Norway 4981

2. Netherlands 4495

3. United States 4198

4. Switzerland 4178

5. Sweden 4126

6. Denmark 3841

7. Germany 3677

8. Austria 3469

9. Belgium 3312

10. France 3247

11. Japan 3090

12. Canada 3074

13. Iceland 2968

14. United Kingdom 2802

15. New Zealand 2656

16. Australia 2614

17. Finland 2583

Source: OECD (2015)
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The Delivery of Canadian Medicare Services

The area of greatest state intervention involves those health
services that are universally covered and free at the point of
access for all Canadians. Known colloquially as Medicare
(and not to be confused with similarly named programs in
the USA and Australia), UHC was introduced in two major
phases in the postwar decades. Originally implemented in the
province of Saskatchewan in 1947, a single-payer system of
universal hospital coverage was adopted in other provinces
between 1958 and 1961 in response to an offer of federal
cost-sharing and acceptance of national standards
(Marchildon 2012; Taylor 1987).

A similar evolution occurred for universal coverage of
medically necessary physician services. The government of
Saskatchewan piloted the first single-payer program for cov-
erage of medically necessary physician costs and then adopted
in all other provinces between 1968 and 1971, again in re-
sponse to an offer of federal cost-sharing and an acceptance
of key national standards (Naylor 1986). These standards in-
cluded the portability of provincial coverage and a strong ver-
sion of universality that required coverage to be provided on
uniform terms and conditions (Marchildon 2014). Although
many policy makers assumed at the time that UHC would
eventually be extended to health services beyond hospital
and physicians, this did not occur. As a consequence,
Canadian Medicare is generally defined as deep but nar-
row—a reference to the fact that there while there is no cost
to the user at the point of service, this deep coverage accom-
panied by national standards (including portability of cover-
age among provinces) has remained restricted to medically
necessary hospital (including in-hospital dental surgery), di-
agnostic and physician services.

As pointed out above, the national standards of Medicare
were reinforced at the provincial government level by the
passage of more detailed laws and regulations. There was
some policy path dependency in that provincial governments
implemented universal medical care coverage in the late
1960s and early 1970s in much the same way they had imple-
mented universal hospital coverage a decade earlier.

At the delivery level, this meant that all Canadians, irre-
spective of income, were to receive the same coverage, the
same quality of services on the same criteria of medical
necessity rather than ability to pay. This was intended to
be one-tier UHC in which all—including the very poor—
would receive the same services based on need. Indeed, the
main objective of Medicare as a national policy and provin-
cial program was to ensure that all Canadians would have
uniform access to medically necessary services and that no
one be discriminated against on the basis of income or other
factors (Romanow 2002). This one-tier system is protected
by the five funding criteria of the Canada Health Act de-
scribed in Table 3.

However, two major OECD studies of high-income coun-
tries, including Canada, which had similar objectives through
UHC, exhibited evidence of income-related differences in the
utilization of health services (Devaux 2016; van Doorslaer and
Masseria 2004). Both studies found significant differences by
income in the likelihood of visiting a primary care physician in a
year after adjusting for need, and an even greater difference by
income in the likelihood of visiting a specialist physician.
However, low-income groups used hospital services significant-
ly more than higher-income groups after adjusting for need (van
Doorslaer and Masseria 2004). While the majority of OECD
countries demonstrated significant income-related inequalities
in physician services, inequity in the probability of visiting a
GP and a specialist was among the highest in Canada (Devaux
2016). In other words, lower-incomeCanadians are significantly
less likely to report to visit a GP or a specialist in the past year
than higher-income Canadians in the same general level of
health, and this difference by income is higher in Canada than
in other comparable countries. In this literature, the term Bpro-
poor^ is used to describe the greater use (or probability of use) of
health care in the lower end of the income distribution, after
controlling for need, whereas a finding of Bpro-rich^ inequality
signals the reverse. Income is usually measured on a continuous
scale, so the findings do not point to specific income levels, but
rather to the extent that health care use is more concentrated in
the lower end (pro-poor) or the upper end (pro-rich) of the in-
come distribution of the population.

Table 3 Five Criteria of the Canada Health Act (1984)

Criteria Each provincial single-payer Medicare plan must:

Public
administration

Be administered and operated on a nonprofit
basis by a public authority

Comprehensiveness Cover all Medicare services provided by hospitals,
physicians, or dentists (restricted to inpatient
surgical dental services) and, where a provincial
law permits, similar or additional services
rendered by other health care providers

Universality Ensure entitlement to all Medicare health services
on uniform terms and conditions

Portability Not impose a minimum period of residence
(waiting period) in excess of 3 months for
new residents; pay for its own residents
visiting another province (or country in
the case of nonurgent services) with
reimbursement paid at the home rate of
province; and cover the waiting period for
those residents moving to another province
until the new province assumes responsibility
(within 3 months) for UHC

Accessibility Not impede or preclude, either directly or
indirectly, whether by charges made to
insured persons or otherwise, reasonable
access to Medicare services

Source: Adapted from Marchildon (2013, p. 28)
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Studies within Canada help to shed some light on the rea-
son for the income-related inequalities in physician services
that are free at the point of use for all Canadians.

Allin’s (2008) study of equity of access in all Canadian
provinces found evidence of barriers for lower-income groups
in accessing an initial visit to primary care physicians after
adjusting for need, but with visits becoming pro-poor after
the initial visit. Her hypothesis is that while the initial visit is
patient-driven, subsequent visits are more physician-driven
and this produces a result in which access is more equally
distributed overall.

The pro-rich bias in the probability of the initial contact with
a GP is in part related to the heavy reliance on private finance
for prescription drugs, which are complementary to physician
services (Allin and Hurley 2009). In other words, people with
lower income are both less likely to hold private insurance for
prescription drugs and less able to afford to pay out-of-pocket
costs of medications; therefore, they may be deterred from
visiting a physician because of the expected costs of drugs
(Allin and Hurley 2009).

The pro-rich bias could also relate to the fact that many
Canadians do not have a regular family doctor, though few
studies have tested this explicitly. Survey data from 2014 indi-
cate less than 10 % of the population in Ontario report not to
have a family doctor, compared to 20 % of the populations in
Alberta and Saskatchewan, and 25 % in Quebec (CIHI 2015a).

As for specialist visits, an earlier study examined how spe-
cialist care favored higher-income—correlated with better ed-
ucated—Canadians (Dunlop et al. 2000). Both McGrail’s
(2008) British Columbia study and two pan-Canadian studies
confirmed a pro-rich bias in the utilization of specialist ser-
vices (Allin 2008; Asada and Kephart 2007). However, since
Canadians can only obtain specialist services via a referral
from a primary care physician, this barrier may be associated
with the pro-rich bias in getting a first visit with the physician
who can then refer to a specialist for the first time. In fact,
Allin (2008) found that the pro-rich specialist inequity was
rendered nonsignificant after the first specialist visit, except
in two provinces—Prince Edward Island and Alberta.

Even after adjusting for need, lower-income groups utilize
hospital services more than other income groups although
Allin’s pan-Canadian results by province show that this ineq-
uity is difficult to establish statistically based on admissions,
the number of nights spent in hospital, or the probability of
spending one night in hospital (Allin 2008). It is likely that
more extensive use of hospitals does not translate to better
care, and the higher concentration of hospital use in the lower
end of the income distribution may signal a lack of effective
primary care (Allin 2008). It is clear that more research is
required before it is even possible to speculate on the reasons
for any pro-poor inequity in the use of hospital care and in
particular to distinguish from potentially avoidable hospitali-
zations from needed hospital services.

While the literature on inequity in utilization of physician
services is quite large in Canada and, internationally, there has
been growing interest in examining inequalities by income in
other publicly funded services, such as preventive care, the
recent OECD study on inequalities by income included mea-
sures of cervical and breast cancer screening, and found sig-
nificant inequity by income in all OECD countries, with the
magnitude of inequity in Canada falling in the middle of the
pack (Devaux 2016). In Canada, a literature review on access
to cancer care found that income had the most consistent effect
on cancer screening rates, while age and geographical inequal-
ities were evident in end-of-life care (Maddison et al. 2011).
These patterns suggest that higher-income individuals are
more likely to take advantage of the provinces’ universal can-
cer screening programs.

Trends in Terms of the Public or Private Delivery
of Medicare

There has been a long-term shift from private nonprofit and
local government ownership to more provincial government
ownership and management of hospitals. This has been done
through the introduction of regional health authorities (RHAs)
in most provinces. These arm’s-length administrative bodies
were created under provincial statute in the early to mid-
1990s. RHAs were mandated to administer and organize the
delivery of a broad continuum of health services within spec-
ified geographic regions. Recent years have seen a trend to-
ward centralization as provincial governments reduced the
number of RHAs, increasing the size of the populations served
by each RHA. In three provinces, single health delivery orga-
nizations covering the entire provincial population have re-
placed the geographic-based RHAs.

However, whether decentralized or centralized, RHAs own
and manage most of the hospitals located within their respec-
tive borders. A few religious-based hospitals continue to have
independent ownership and management, but these organiza-
tions operate under contract with RHAs and are coordinated
as part of a larger health system. Before the 1990s, almost all
hospitals in Canada were owned and managed by private
(mainly nonprofit) organizations. Ontario is the only province
in which this structure continues. This ownership and man-
agement structure was not altered with the introduction of
Local Health Integration Networks (LHINs), which were then
made responsible for funding hospitals.

At the same time that hospitals have tended to become
more public in Canada, there has been a shift to more private
for-profit ownership of the facilities that conduct laboratory
and diagnostic testing to the point that the vast majority are
now owned and operated by private corporations. In addition,
there has been a trend toward private day surgery facilities for
simpler, nonurgent types of surgeries. These private facilities
mainly provide services under the terms of Medicare.
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Physicians provide referrals for laboratory tests, X-ray, ad-
vanced diagnostics, and day surgery procedures. Patients then
obtain these services at a private clinic without a fee. The
private facilities are reimbursed directly by provincial author-
ities (in most provinces, by RHAs) for the tests.

The few exceptions are a handful of private non-Medicare
facilities or clinics concentrated mainly in Montreal, Calgary,
and Vancouver. These private clinics serve mainly non-
Medicare patients although there has been some controversy
when Medicare patients have used these facilities to avoid
public queues for elective (nonurgent) services and then have
attempted to be reimbursed through the public system.

In 1993–1994, for example, there was a major clash be-
tween the federal government and the provincial government
of Alberta over facility fees. Seven private eye surgery clinics,
two private abortion clinics, and two magnetic resonance im-
aging (MRI) centers began charging patients facility fees in
clear contravention of the Canada Health Act. Federal
Minister of Health Diane Marleau warned the government of
Alberta that the provincial government that Alberta would be
deducted the amount of these facility fees from its share of the
federal health transfer if the practice continued.Marleau stated
the basis of her concerns to the media: B... I’m deeply
concerned...with trends that are developing toward a two-tier
health system. Private clinics appear to run contrary to the
spirit of the Canada Health Act. They do create a two-tier
system, more accessible to the rich than to the poor^ (quoted
in Bhatia and Coleman 2003, p. 733).

Marleau was supported in her view by the provincial gov-
ernments supporting the policy intent of the Canada Health
Act. The most vocal of these was Saskatchewan’s social dem-
ocratic premier, Roy Romanow who stated that the govern-
ment members in Alberta were B…turning the clock as fast
they can [on Canadian Medicare]. Their solutions are simplis-
tic and they amount to one: punish the poor^ (quoted in Bhatia
and Coleman 2003, p. 733–4). The government of Alberta
refused to change its position and was subjected to a deduction
of $420,000 a month, a relatively small amount but one that
gained public attention and opposition in the province. Two
years later, the government backed down in the face of do-
mestic opposition and negotiated with the private clinics to
drop its user charges to patients (Bhatia and Coleman 2003).

In recent years, the debate concerning user charges by pri-
vate clinics has become part of a larger legal debate concerning
the Charter of Rights and Freedoms. In 2005, the Supreme
Court of Canada decided that provincial governments would
not be permitted to uphold legal prohibitions on private insur-
ance for nonurgent Medicare services if waiting times were
excessive (Flood 2007). Currently, there is a case before the
courts in British Columbia where a private surgical clinic has
argued that patients have a constitutional right of access to
private surgical services because of what it considers excessive
Medicare wait times for elective procedures.

While there have been important changes in the delivery of
hospital, laboratory, diagnostic, and day surgeryMedicare ser-
vices, the one constant has been the private and independent
position of physicians. As pointed out decades ago by R.
David Naylor, universal medical care coverage was
established as a public payment but private practice system
in the 1960s, and it has remained the same ever since. Doctors
have the status of independent contractors that the vast major-
ity of physicians working in these public facilities remain
private professionals. While RHAs (and LHINs in Ontario)
are ostensibly responsible for ensuring the coordination and
continuity of health care and therefore in charge of organizing
services, provincial ministries of health remain responsible for
paying the physicians who deliver those services, creating
major challenges for the alignment of incentives (Grant and
Hurley 2013; Romanow 2002).

Indeed, the simple fact that the remuneration physicians
receive for diagnosing and treating patients in RHA or private
hospital facilities comes from provincial ministries of health
means that they remain highly independent of the organiza-
tions in which they conduct at least some of their work. While
this private arrangement for hospital-based physicians is not
unique to Canada, it is a rare arrangement. In the UK, for
example, almost all hospital-based consultants (i.e., special-
ists) are salaried and work for the government-owned hospi-
tals called NHS trusts (Boyle 2011).

While there have been no major comparative studies of the
governance and payment of specialists in higher-income
OECD countries, one recent study of six European countries
found pronounced differences among the countries in terms of
the percent of specialists exclusively self-employed, the per-
cent exclusively salaried and the percent working as both con-
tractors and employees. However, the spectrum ranged from
72% exclusively self-employed (Belgium) to 82% exclusive-
ly salaried (Denmark) as of 2010 (Kok et al. 2015). In England
where most specialists became salaried employees of a nation-
al hospital system that was created with the introduction of the
National Health Service (NHS) in 1948, only 4 % of special-
ists are exclusively self-employed. In The Netherlands, a
country that has had a long tradition of medical self-employ-
ment, the figure is only 43 % (Kok et al. 2015).

Although there is no definitive study on this subject in
Canada, the limited evidence indicates that the vast majority
of specialists are exclusively self-employed, well above the
72 % mark in Belgium. This means that Canadian specialists
are likely at the very extreme end of the spectrum in terms of
managing their affairs as private businesses. The one parallel
may be Australia where there is a long history of physician
independence and the majority of specialists are also self-
employed. However, it is important to note that independent
specialists in Australia and most European countries contract
with the hospital organizations with which they work thereby
establishing some direct accountability that is missing in the
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Canadian case (Grant and Hurley 2013; Healey et al. 2006;
Schäfer et al. 2010).

Moreover, there is no sustained movement or trend in
Canada for RHAs or independent hospitals to hire specialists
either through contract or salary. Instead, the vast majority of
specialists receive remuneration directly from provincial min-
istries through agreed-upon fee schedules or alternative pay-
ment contracts and have little direct accountability relation-
ship with the hospitals or RHAs within which they provide
inpatient and outpatient care.

The way in which federal and provincial governments have
defined Bmedical care^ has meant that primary care and spe-
cialist doctors have Bsecured a virtual monopoly over public
sector payments for medical services and associated tests,^ a
description of Medicare in Australia (Healey et al. 2006, p. 57),
but one which applies equally well to Canada. Tuohy (1999)
has described this arrangement as a duopoly between the pro-
vincial governments as the sole payers ofMedicare and doctors
as privileged provider of Medicare services. As a consequence,
the vast majority Canadian doctors remain private practitioners
to a greater proportion than most other OECD countries.

In the Canadian case, this duopoly has resulted in long-
standing compromises between provincial policy-makers
and organized medicine on the rules of the game. On the
one hand (in most provinces), physicians have the right to
opt out of Medicare. The historic quid pro quo is that opted
out physicians must truly opt out and must rely exclusively on
non-Medicare patients who are prepared to pay directly or
those patients referred for treatment through a separate social
insurance stream of provincial workers’ compensation board
(WCB) clients. At the same time, it is not the provincial gov-
ernment but the doctors themselves, through their own pro-
vincial self-regulatory organizations (the various provincial
colleges of physicians and surgeons), who administer this ar-
rangement by providing provincial Medicare billing numbers
to those doctors working within theMedicare payment system
and denying them to opted-out doctors.

Holding everything else constant, any judicial decision al-
tering these long-standing arrangements by creating new forms
of access to private services for those who have the ability to
pay or access private insurance is likely to have two results in
the short run. The first likely consequence would be to reduce
access to Medicare services for those less able to pay or access
private insurance (due to risk factors such as age or preexisting
conditions) by providing an incentive to physicians to focus on
privately funded patients, a phenomenon common in countries
such as Australia with dual practice (Duckett 2005).

Institutional Long-Term Care

There is a very limited literature on the policy evolution of
institutional long-term care (LTC) in Canada. In particular,

although it appears that provincial governments began to sub-
sidize LTC in the 1970s for those in need, there has been no
systematic comparison of provincial policies in this area. The
means test applied by most provincial governments is that the
provincial government provides for the clinical needs of high-
needs patients including 24-h nursing care and supervision.
However, LTC residents above a certain wealth or income
threshold must pay for their own accommodation and living
expenses in provincially approved LTC facilities.

Due to data limitations, it is almost impossible to calculate
in any precise way the public-private ratios for the financing
of institutional LTC. Moreover, it has been complicated in
recent years by the growth of private sector assisted living.
With the growth in public waiting lists for approved (i.e.,
provincially subsidized) LTC facilities, the private sector has
increasingly been providing high-needs care to residents able
to pay the full cost of both accommodation and clinical care.
Based on CIHI’s calculation for Bother institutions^—a cate-
gory largely made up of facility-based long-term care (LTC)
institutions—we know that the public-private ratio was rough-
ly 70:30 based onCIHI’s forecast for 2015 (CIHI 2015b). This
means that provincial government programs and subsidies for
LTC are substantial in all provinces.

Within the provincially regulated and subsidized LTC sec-
tor, there is a variation in ownership across the country, but
there has been a significant growth in the private for-profit
sector since 2000 (McGregor and Ronald 2011). The largest
private-for-profit market of provincially approved facilities is
in Ontario, where over half of LTC beds are in for-profit fa-
cilities, compared to 31 % in BC and only 8 % in
Saskatchewan (in 2008) (McGregor and Ronald 2011). The
implication of this shift in ownership over time for lower-
income Canadians requires further investigation; although
given the evidence suggesting poorer quality of care among
for-profit compared to public or not-for-profit facilities, this
trend has raised concerns about the overall quality of facility-
based care in Canada (McGregor and Ronald 2011).

A recent analysis of long-term care policies in three
Canadian provinces also documented increasing private sector
involvement in long-term care in two of the provinces
(Alberta and Ontario) in part in response to health care budget
constraints (in particular in the 1990s) and to address short-
ages of long-term care facilities by partnering with the private
sector (Palley 2013). These shortages persist and are evi-
denced by lengthy wait lists to enter facilities. For example,
in Ontario, the median wait to enter a LTC facility among
nonurgent community-dwelling individuals was 68 days in
2004/05 compared to 109 days in 2014/15 (Health Quality
Ontario 2016). At the same time, the publicly subsidized
home and community care services are limited; there is a
heavily reliance on both informal caregivers and private sector
providers that are paid out of pocket (Palley 2013; Williams
et al. 2016). Therefore, lower-incomeCanadians face financial
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barriers to home and community services beyond the limited
publicly funded services for which they are deemed to be
entitled. Moreover, they may also face high costs of institu-
tional care in some provinces, like Alberta, where accommo-
dation and nonmedical expenses are not regulated (Palley
2013). In Ontario, the limited supply of personal care within
publicly funded facilities has led to an increasing reliance on
private caregivers to fill the gap for only those able to pay
(Daly et al. 2015).

To our knowledge, only one study to date has measured
income-related inequalities in access to long-term care facili-
ties in Canada (Um 2016). This study reviewed publicly avail-
able wait list information for each publicly funded long-term
care facility in Toronto, Canada’s largest city, and found wait
times for basic accommodation (rooms with two to four beds)
were about 3 months longer on average than those for private
accommodation. The implication of this discrepancy is that
people who can afford to pay the higher cost of private ac-
commodation ($2535.23 vs. $1774.81 CAD monthly) face
much shorter waits than those with lower income (Um 2016).

Prescription Drugs

One of the most criticized dimensions of Medicare is that,
unlike most other high-income industrialized countries,
UHC in Canada excludes pharmaceuticals unless provided
as part of inpatient care within a hospital. Historically, this
lack of public coverage posed a major financial barrier to
access to needed outpatient prescription drug therapies.
Private health insurance covering prescription drugs, dental
care, and vision care has long been part of employment-
based benefit packages in Canada, so a significant number
of Canadians in corporate, unionized, and professional envi-
ronments are covered. However, this created a gap in coverage
for those in low-paid employment, temporary or seasonal
work, retired persons, and the unemployed.

In the 1970s, provincial governments began addressing this
gap by creating provincial drug plans that targeted the very
poor—generally defined as those individuals receiving social
assistance—and older adults above retirement age (defined as
65 and older) and therefore no longer receiving employment
benefits. The current design of most provincial drug plans
continues to reflect this original policy purpose. For its part,
the federal government filled a similar gap for Indigenous
people living on reserves and Inuit living in the far north
through a program known as Non-Insured Health Benefits
(NIHB). Among the poorest and most marginalized citizens
of Canada, most NIHB beneficiaries were not part of the for-
mal economy and therefore unable to benefit from drug (or
dental) coverage under employment-based private health in-
surance plans.

Of the forecasted $29.2 billion spent on prescription drugs
in Canada in 2015, governments in Canada were responsible
for financing $12.6 billion (43 %) of prescription drug thera-
pies through public drug coverage and drug subsidy plans.
The remaining amount (57 %) is financed through private
health insurance (35 %), most often through employment ben-
efit plans, and 22 % out of pocket payment (CIHI 2015b).

However, in part, a consequence of these governments
having limited regulatory control of prescription drug pricing
and the power of pharmaceutical companies and interest
groups in influencing the drugs included in provincial formu-
laries in a fragmented policy environment, the current pro-
grams have grown rapidly in cost since at least the mid-
1970s (CIHI 2015b; Morgan et al. 2013). To address this
inefficiency as well as improve access, the evidence points
away from the status quo of public and private insurance ar-
rangements to a single-payer public system administered in
ways that parallel Medicare in Canada. However, difficult
changes in governance and administration are required to
achieve lower cost and universal coverage, and despite the
fiscal and equity arguments in favor of major reform, govern-
ment initiative at federal or provincial levels has remained
limited (Morgan et al. 2015a, b).

The impact of the exclusion of prescription drugs outside
from UHC on low-income Canadians is apparent. Among
Canadians who receive a prescription, 1 in 10 report cost-
related nonadherence, the odds of which significantly increase
for lower-income Canadians and those without prescription
drug insurance (Law et a l . 2012) . In the 2008
Commonwealth Fund survey of people with chronic condi-
tions, 22% of Canadians with below-average income reported
not to fill a prescription or to skip doses because of costs in the
past 2 years, compared to less than 15 % of people with below
average income in France (14 %), the UK (10 %), and the
Netherlands (4 %) (Schoen et al. 2008).

The impact of not holding prescription coverage, which
disproportionately affects lower-income Canadians, is not on-
ly to use less needed medications for chronic conditions (e.g.,
in a study from Ontario; Kratzer et al. 2015) but also to reduce
the likelihood of seeking primary physician care when needed
(Allin and Hurley 2009). Moreover, even among those with
public coverage through a provincial prescription drug pro-
gram, the user charges and deductibles that are in place have
the effect of deterring use among people with lower income
(as evidenced in Quebec for example, Tamblyn et al. 2001,
and Ontario, Allin et al. 2013).

Dental Care

Canada has among the most private systems of dental care
relative to the high-income welfare states listed in Table 2.
Approximately 95 % of dental services are financed privately,
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either through employment-based private health insurance or
out-of-pocket payments. Private dental practitioners are re-
sponsible for the delivery of almost all dental services in
Canada. Low-income Canadians have consistently faced con-
siderable financial barriers to access to both preventive and
curative dental care.

The policy response to this challenge has been twofold.
The first and most pronounced response has been to extend
coverage to those receiving provincial social assistance (wel-
fare). However, in most provinces, it is up to private dental
practitioners to decide whether to accept social assistance cli-
ents at reimbursement rates set by provincial governments.
Such interventions did not, and still do not, include the work-
ing poor. The federal government in turn has provided cover-
age for eligible First Nation individuals and Inuit under the
NIHB program discussed earlier. Originally, this was a re-
sponse to a situation where most NIHB beneficiaries did not
have access to employment-based private health insurance.

The second policy approach was to target school-aged chil-
dren in prevention and treatment programs directly delivered
by provincial governments through paraprofessionals.
However, the dental profession and governments with more
conservative and market ideologies have consistently opposed
this bolder policy approach (Mathu-Muju et al. 2013). As a
consequence, only two provincial governments have
attempted to establish such programs. In the 1970s, the
Saskatchewan government implemented a program covering
the entire population while the Manitoba government
established a smaller program targeting rural residents. Both
programs were implemented by social democratic govern-
ments and were subsequently terminated by more
conservative-leaning governments in the 1980s.

From its implementation in 1974 until its dismantlement in
1987, the Saskatchewan Dental Plan (SDP) provided a range
of dental prevention and treatment services to hundreds of
thousands of school children throughout the province of
Saskatchewan in Canada. Dental therapists served a total pro-
vincial population of just slightly less than 1 million residents
distributed in a vast geographical area (651,036 km2) consid-
erably larger than the state of California. At its peak, the SDP
had 150 dental therapists providing preventive and curative
dental therapy to 90 % of enrolled school children in
Saskatchewan (Nash et al. 2008). Although a universal pro-
gram, the SDP provided access to a generation of children
from low-income families and changed the trajectory of oral
health outcomes in the province.

In Canada, there have been smaller-scale initiatives in other
provinces and the northern territories, but these programs have
not been universal in nature and were generally based on a fee-
for-service (FFS) private practice model (Wolfson 1997).
These programs targeted subpopulations based upon income,
location, or beneficiary status as Bregistered Indians^ and el-
igible Inuit under the NIHB as discussed above. The only

policy intervention similar to the SDP was in Manitoba where
the provincial government established the school-based
Manitoba Children’s Dental Program, the range of which
was limited to targeted rural areas. This program operated
from 1976 to 1993 when it too was eliminated after years of
opposition by organized dentistry in the province (Nash et al.
2008). Indeed, the Canadian Dental Association and provin-
cial dental associations consistently opposed this public policy
alternative to the private practice model in all provinces.

Given the exclusion of dental care from UHC, it is not
surprising that there is consistent evidence of inequity by in-
come in the use of dental services. The 2007 Commonwealth
Fund international survey found 33 % of Canadians with
below-average income who needed dental care did not see a
dentist because of cost which was lower than in Australia,
New Zealand, and the USA but significantly higher than in
Germany, the Netherlands, and the UK (Schoen et al. 2007). A
significant pro-rich bias in dental care is evident across the 18
OECD countries studied, and the magnitude of inequity was
higher in Canada than all other countries except the USA
(Devaux 2016). In Canada, inequity by income appears to
be highest for preventive dental care (Grignon et al. 2010).
Given private insurance for dental care is mostly held by
higher-income Canadians (Bhatti et al. 2007), the variations
in coverage across provinces in part explain the variations in
the extent of income-related inequalities in dental care that is
observed (Allin 2008).

Conclusion

To better understand the nature of the public-private modes of
service delivery, the highly decentralized Canadian health sys-
tem is subdivided into three layers based on the nature of
government stewardship in the federation and the degree of
state of intervention. First, there is Medicare, which embraces
universally accessible hospital and physician services fi-
nanced and regulated by federal and provincial orders of gov-
ernment. Second, there are the mixed services—prescription
drugs and long-term care—subject to some state intervention
through targeted coverage policies which address gaps not
filled by the private sector. Finally, there are the private ser-
vices (e.g., dental care), which are almost entirely financing
and delivered privately. Each of these three layers was exam-
ined separately in order to minimize confusion and gain great-
er analytical clarity.

Although Medicare is the most public layer of the
Canadian health system, universal health coverage nonethe-
less presents some equity conundrums. In spite of physician
services being free at the point of use, income-related inequal-
ities favoring the rich appear to be significant in Canada, and
inequalities are actually larger in Canada than in other high-
income countries with universal health coverage. In part, the
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inequalities in access to a GP relate to prescription drug ther-
apies (excluded from UHC) that often result from a physician
visit. In addition, pro-rich specialist access could be due to
inequitable referral patterns by GPs favoring higher-income
and higher-educated individuals who are better able to advo-
cate for themselves.

Illness prevention programs also present some challenges.
For example, there is a strong pro-rich bias in cancer screening
due to the tendency for higher-income individuals to take
advantage of such policies and programs.

There is also a growing trend toward private sector involve-
ment in Medicare in terms of the delivery laboratory, ad-
vanced diagnostic and ambulatory surgical services. When
forced to comply with the standards set by the Canada
Health Act as well as provincial rules and regulations
protecting Medicare, these private services have not posed a
major challenge to equity. However, when coupled with the
ability to jump public queues and user fees, these private ser-
vices can create a two tier system which ultimately delivers
less timely and lower quality services to low-income
Canadians.

When it comes to long-term care and prescription drugs,
Canadians live in a two tier world. Supply constraints for
publicly financed and delivered facility-based LTC mean that
Canadians with significant income can bypass the public sys-
tem by paying privately for private sector facilities which have
increasingly moved into higher needs care. Moreover, there
seems to be little planning or effort by provincial governments
to address the growing shortages of publicly subsidized LTC
facilities. In systems where the sector is heavily regulated
(e.g., in Quebec and Ontario), the publicly funded system is
accessible, but the supply remains very constrained. As a re-
sult, individuals who can afford to do so pay privately for
additional needed services, or to opt out of the public system
in order to bypass wait lists.

The case of prescription drugs is similar. Provincial drug
plans are meant to fill in the gaps left by employment-based
private health insurance, but the public plans impose financial
barriers through user charges. This policy negatively affects
access for the working poor and retirees. Fortunately, the
poorest of the poor—individuals receiving social assis-
tance—are generally exempt from such user fees. There has
been a pronounced trend in all provinces to provide cata-
strophic drug coverage. However, these policies leave in place
financial barriers to access that disproportionately affect
poorer Canadians, which in turn lead to nonadherence and
related adverse health outcomes.

Dental care is an almost exclusively private. As a conse-
quence, inequalities in use of dental care services are larger in
Canada than in all other high-income countries except the
USA. Most dental insurance is employment-based and con-
centrated in higher salaried occupational groups. Since there is
little government intervention to provide services and almost

no subsidization of dental insurance (except for targeted
groups such as eligible First Nation individuals and Inuit),
the result is much poorer oral health results for poorer
Canadians.

Even Medicare, the most public layer of Canadian health
care based on stewardship, financing, and administration, has
always had a large component of private delivery. However,
the introduction of private delivery for medically necessary
services operating outside the regulatory framework of
Medicare—such as what has occurred with advanced diagnos-
tics and ambulatory surgical services—could Bstretch^ the
availability of scarce human resources and create inequities
in terms of access. However, this still poses less of an issue
than the longstanding inequities found in the mixed and pri-
vate layers of health care in Canada. The lack of pharmaceu-
tical coverage and dental care coverage, as well as the costs
and availability of institutional (and noninstitutional) long-
term care, present major equity and access issues for many
lower-income Canadians. Such issues occur in areas where
the presence of a fee-for-service clinical practice and the high
degree of private sector Bmarketization^ are significant factors
with regard to the delivery of healthcare services.
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