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INTRODUCTION 

State-financed health insurance programs are a significant component of the modern 

welfare state in Canada.  Health systems comprised 9.7% of the Canadian gross domestic product 

in 2001, the largest category of social spending after pensions (Canadian Institute for Health 

Information 2003).  Moreover, health programs are among the most visible and popular programs 

of the welfare state.  At the same time, and for some of these very reasons, health programs are a 

profoundly political and hotly debated public policy issue. 

 From their origins as a policy idea in Germany during the late nineteenth century to their 

current distinctive arrangements around the world, publicly sponsored national health programs 

have been in a state of constant flux and contestation, like much of the welfare state itself.  

However, unlike other elements of the Canadian welfare state, medicare programs represent an 

unparalleled degree of intervention into traditionally private, market-based systems of resource 

allocation.  Although all social programs have the goal of redistributing societal resources, cash 

benefits (such as pensions) simply offer income supplements to citizens to allow them to continue 

participating in the market to obtain necessary goods and services, leaving the production and 

supply of those goods largely unaffected.  Health programs, in contrast, affect virtually every 

aspect of the supply and demand for health related goods and services.  They fundamentally and 

directly alter the market, and thus affect the livelihoods and well being of numerous and diverse 

groups, from providers to consumers to insurers, representing virtually every citizen in the polity.  

They have precipitated the development of highly differentiated state structures for their 

implementation, as well as the formation and mobilization of powerful non-state actors.  Finally, 

state-sponsored health programs represent an underlying set of values and beliefs about the 

sphere of politics:  the appropriate division between collective and individual responsibilities, or 

the domains of „political contention‟, and the division between technical and political spheres, or 

the domains of „political control‟ (Starr 1982; Starr and Immergut 1987).  

 It is unsurprising therefore that Canada‟s health programs invite considerable debate.  The 

reform or restructuring of health care programs has been at or near the top of virtually every 

federal and provincial government agenda in Canada since the mid-1980s.  Following decades of 

rapid growth in health expenditures, the containment of public health expenditures was the 

primary target of these attempts at reform and restructuring.  The economic downturns of the 

1970s and 1980s, accompanied by high levels of unemployment, population aging, and the 

development and diffusion of expensive new medical technologies, all contributed to the 

perceptions amongst government leaders, as well as societal groups, of an imminent cost crisis.  

By 1996, bolstered by this sense of urgency, Canadian governments had succeeded in reducing 

real per capita spending on health care – among only four nations in the OECD that were able to 

do so.  Since that time, overall public expenditures on health care have been rising once again.   

 In addition to and perhaps because of the perceptions of a crisis in the costs of health care, 

health care programs and the welfare state more generally have been subject to criticisms of 

stifling labour markets and distorting work incentives, as well as compromising the 

competitiveness of the national economy in an increasingly globalized world.  The critics include 

conservative political and opinion leaders who have held political power at the provincial and 

federal levels during this period.  These individuals and their supporters have questioned the 
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appropriateness and effectiveness of government in the health arena, and have extolled the virtues 
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 The impact of institutions on government‟s capacity to make policies is evident in the 

decisive role of federalism for the development of a national health insurance system in Canada.  

Provincial governments served as laboratories for innovative experimentation with different 

forms of insurance programs and were able to mobilize political pressure to force the hand of an 

otherwise reluctant federal government (Maioni 1998; Taylor 1987).  Institutions also create 

opportunities or constraints for social groups to influence the policy process.  For example, “the 

organization of provider interests in the health field mirrors the federal structure of the state” and 

subsequently facilitates differential accommodation within provinces as well as coordination 

between provincial associations (Tuohy 1989:158).  Finally, institutions mediate between new 

policy ideas and policy outcomes, making some ideas more likely than others to be integrated or 

adopted into the political arena.  As Tuohy (1992) notes with respect to Canadian federalism, for 

example: 

The existence of federal and provincial governments creates institutional niches 

for different views about the appropriate melding of state and market, individual 

and community, and region and country… The fact that the division of federal 

and provincial jurisdiction is never settled means that these competing views are 

always in play and are addressed anew with new policy issues. (p. 52, original 

emphasis) 

 

Ideational Approaches 
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Interest-Based Approaches 

Interest-



 

Draft – Not for Citation or Distribution 
 

6 

 In the health sector, the growing visibility of these public interests is evidenced by the 

activities of such groups as the Council of Canadians, the Canadian Health Coalition and its 

provincial counterparts, including Alberta‟s Friends of Medicare and the Ontario Health 

Coalition.  In addition, there are numerous identity-based groups making claims and challenging 

health policy at all levels of the Canadian polity: groups representing ethnic, cultural, linguistic 

and sexual minorities, socially and economically disadvantaged populations, and demographic 

populations, among many others (Barlow 2002; Redden 2002).  Trends toward greater citizen 

engagement in Canadian health care have been scrutinized with reference to rationing medical 

services (Redden 1999), system governance (Abelson et al. 1995), system management and 

decision-
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 Social policies, especially health care programs, have been used in Canada to create a 

pan-Canadian identity and constituency based on shared experiences that transcend the 

territorially circumscribed economic, cultural and linguistic cleavages of Canadian society.  

“[T]he core of the citizenship regime was a strong and active federal government, providing and 

protecting the social rights of individuals and the culture of Canada” (Jensen 1997: 636).  This 

regime included social programs, health care in particular, and was premised on the idea that 

“Canadian citizens should have similar social rights and obligations regardless of the province in 

which they live.” (Lazar and McIntosh 1998:7; Banting 1998; Mhatre and Deber 1992; Redden 

2002).  Banting suggests that the “pan-Canadian dimensions of the post-war social union 

contributed to higher levels of equity and efficiency in the design of the welfare state than could 

have been reasonably expected from a more decentralized regime.” (1998:51).  The success of 

the federal government‟s state-building seems evident in public opinion: “At the symbolic level, 

Canadians are highly attached to the Canadian universal health care system, believe it is part of 

the Canadian identity, and resist changes that would destroy this symbol…72% [of Canadians] 

believe that Medicare embodies Canadian values…” (Mendelsohn 2002:2). 

 Notwithstanding public opinion, however, provincial governments have increasingly 

challenged the legitimacy of both the notion of a pan-Canadian identity and the federal 

government‟s role.  A number of provincial governments, particularly Qubec, have argued for 

classical federalism, or the „federal principle‟,
1
 which is based on the recognition of distinct 

political communities within the larger federation.  In Canada, the identity of these communities 

are multiple and contested.  The people of Qubec have long envisioned themselves as a nation 

distinct from the rest of Canada on the basis of their language and culture.  Other regions of 

Canada have argued their own distinctiveness within the federation on economic and geographic 

grounds.  These regional identities correspond broadly to territorial-provincial boundaries, and as 

such, are constructed and nurtured by provincial governments in large part through public policy 

(Banting 1995; Cairns 1988).  For many, the legitimacy of federalism lies in its capacity to 

recognize and respect the sovereignty of these different identities and communities (Gagnon and 

Erk 2002).  To the extent that provincial governments are subject to the actions or decrees of the 

federal level, their own legitimacy is challenged and their sovereignty is threatened.  Thus, from 

this perspective, the use of the federal spending power through targeted and conditional transfers, 

as is the case with the CHST for health programs, is a form of „hegemonic cooperation‟ and a 

violation of the federal principle on which Canadian federalism was based (Nol 2000).   

  

Policy Preemption
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This pattern of policy preemption – that is the initiative
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critical role in forging an ideological compromise among provincial governments on the main 

directions of social policy.” (Banting 1998:52).  This latter role is largely a function of the federal 

system itself, rather than an ideological predisposition of federal governments.  Political parties at 

the federal level have tended toward a brokerage role and have been less inclined to adopt 

strongly ideological positions (see discussion of federalism and political parties).  As the 

ideological commitment of different provinces to the goals of medicare is arguably less certain 

than it has been in decades, the moderating function of the federal government seems particularly 

important today (Boase 2001; Deber 1996; Fierlbeck 2001). 

 On the issue of efficiency, Banting (1998:55) argues that “a strong social union reinforces 

the internal economic union” by “reducing formal barriers to [interprovincial] mobility in the 

form of residency requirements on one hand, and by reducing inefficient incentives to mobility in 

the form of sharply different benefit levels on the other.”
2
  Furthermore, a national mechanism 

limits the exit options of capital and mitigates against a „race to the bottom‟ with respect to levels 

of social provision.  In sum, the efficiency argument rests on the observation that pan-Canadian 

programs have contributed to the strength and development of the national economy in the post-

war era. 

 

Blame Avoidance.  Voters tend to be more sensitive to concentrated losses imposed by 

government than they are to diffuse benefits.  As a result, elected officials are more preoccupied 

with avoiding blame for unpopular decisions than claiming credit for popular ones, since the 

negative consequences of their decisions are more likely to haunt them at election time (Weaver 

1986).  In a federal system, passing the buck or using other governments as scapegoats are two 

strategies that policymakers will engage in when facing difficult decisions with unavoidable 

negative consequences.  The temptation shift the blame to the other level of government is 

particularly strong during times of austerity, when budgetary cutbacks must be made (Pierson 

1995).  Blurred lines of accountability, such as in areas of joint or overlapping jurisdictions, 

facilitates generating or shifting blame between governments but creates difficulties for the 

electorate in attributing responsibility for unpopular policy decisions.   

 John Richards (1998:83) argues that “all variants of collaborative federalism entail shared 

jurisdiction and reduce political accountability of any one government for the quality of social 

programming.”  He suggests that strict accountability, which is only possible when the „water-

tight‟ compartments of classical federalism are respected, generates good social policy, citing 
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dysfunctional,” and “Canadians have come to expect greater accountability from the government 

generally and the health care system specifically…” (Mendelsohn 2002:17).  Although Canadians 

seem to have reached the limits of their tolerance for jurisdictional disputes, they continue to 

believe that health care should be the responsibility of all governments.  In particular, federal 

involvement in medicare is supported by a very large majority of Canadians (81%) who believe 

that “the federal government should be actively involved in the health care system” and “by a 

margin of 59 to 39%, Canadians believe that the federal government has a key role in sustaining 
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 In Canada, the federal parliamentary tradition means that power is concentrated at each 

level of government but also dispersed between levels (Tuohy 1992:28).  Federalism creates a 

point of strategic uncertainty in the decision process and thus mitigates against the strength of the 

state in a number of policy sectors because of the often lengthy, complex and unpredictable 

intergovernmental negotiation required to implement policies.  Nevertheless, electoral and 

parliamentary vetoes are influential in shaping the policy preferences of individual governments 

and can affect the intergovernmental dynamic.  For example, the potential for an electoral veto 

served to overcome what appeared to be an intergovernmental impasse in the implementation of 

the national hospital insurance program.  Although a number of provincial governments had 

exerted a great deal of pressure on the federal government to implement a national program, it 

was the perception of the CCF as a real and significant threat to the electoral fortunes of the 

governing Liberal party that seemed to be the crucial impetus for federal action.  Similarly, at the 

provincial level, the CCF in Ontario was drawing voters away from the governing Conservative 

party, which subsequently “caved in” to the CCF demands and agreed to the federal proposals 

(Maioni 1998).  The significance of parliamentary veto points is particularly evident in the 

debates surrounding the Medical Care Act of 1966.  The federal Liberal party had formed a 

minority government in 1965 with the support of the newly formed NDP, which was led by the 

former premier of Saskatchewan, Tommy Douglas.  The threat of NDP defection from the 

informal parliamentary coalition, with the subsequent defeat of the government, was likely an 

important factor in forcing the federal government to overcome the deep divisions within the 

Liberal party on the feasibility of a national medicare program as well as trenchant opposition 

from a number of provincial governments to such a program (Maioni 1998). 

 In general, however, the infrequency of minority governments and the strength of party 

discipline at both levels of government in Canada concentrate accountability within the 

governing party, making electoral vetoes more significant than parliamentary vetoes.  When 
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reduce overall expenditures with a minimum of community complaint, and deflect whatever 

complaints arise away from the provincial government.  Fifty-seven per cent of the surveyed 

board members [of regional health authorities in Canada] believed this was provincial 

governments‟ main motivation for devolving authority.”  The fact that many of the newly created 

regional authorities were saddled with aggressive expenditure reduction plans at the very 

beginning of their mandates only serves to reinforce this perception (Lomas 1999).  The extent to 

which regional authorities will, in the medium term at least, be a successful blame-avoidance 

strategy will depend on the willingness of the authorities to tolerate the expenditure reduction 

targets being imposed on them.  Once they reach the threshold of their willingness to bear the 

brunt of the blame for difficult decisions, they may abandon their provincial allies and instead 

“join with and orchestrate the local discontent.” (Lomas 1999: 181).   

 Ontario is the only province that has not experimented with decentralizing decision-

making authority.  It engaged in a different type of buck-passing exercise by creating the Health 

Services Restructuring Commission (HSRC).  The HSRC was unusual in that, unlike other ad 
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justify federal regulation of drugs, new technologies, and narcotics (Flood 2002).  The federal 

government‟s reliance on the financial penalties of the Canada Health Act as its principal 

instruments for shaping health policy, therefore, can been understood as the direct result of 

judicial interpretation of the federal jurisdiction.  Notwithstanding the broadly understood 

division of powers, given its complexity and high political, social and economic salience in 

modern society, “health is not a matter which is subject to specific constitutional assignment but 

instead is an amorphous topic which can be addressed by valid federal or provincial legislation, 

depending on the circumstances of each case on the nature or scope of the health problem in 

question.” (Estey, as cited in Flood 2002: 12). 

 Charter-based judicial review is a more controversial role of the courts because it has a 

much more direct impact on policy decisions.  Charter-based adjudication “clearly puts the courts 

in the position of overruling the democratically elected representatives of the people on value-

laden questions of public policy.” (Sharpe and Swinton 1998: 21).  The courts have generally 

taken a purposive approach to interpreting the Constitution and the Charter and have extended 

judicial review to include the substantive content of legislation – adopting both value-protecting 

and process-protecting functions into judicial review (Manfredi 1993).  This has raised concerns 

that the judiciary is no longer subject to any constitutional or democratic limits, that judicial 

review transfers policy making authority into the hands of non-elected and unaccountable 

officials, and that it perpetrates a tyranny of minorities by allowing interest and advocacy groups 

to use litigation as a means to influence policy, by-passing the more democratic legislative 

institutions (Ajzenstat 1994; Hutchinson and Petter 1988; Manfredi 1993; Morton and Knopff 

1992).  Counter-arguments to these views hold that the Charter does contain clauses (including 

section 33, the notwithstanding clause, and Section 1, the reasonable limits provision)
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about the distribution and delivery of programs and services on a health needs basis, and the large 

state and non-state bureaucracies that manage and administer the system on a day-to-day basis.  

When a set of ideas becomes deeply institutionalized, “there is no specific organization whose 

entire mission is defined by these ideas.  Instead, the ideas function as a broad mandate 

authorizing and guiding actions by many different organizations.” (Moore 1988: 72).  Phillip 

Clark, in a comparison of Canadian and American geriatric health policy, suggests that this 

institutionalization of collectivist ideals in the Canadian policy paradigm “has implications not 

only for the Canadian government‟s commitment to providing universal health care services, but 

also for the kind of political process addressing emerging social problems… [As a result of 

Canada‟s collectivist ideals], health care dialogue, discussion and even disagreement are 

channeled into the political process…” and are more likely to lead to consensus on pressing 

social issues.  (Clark 1991: 275).   

 The negative side of institutionalized stability is stasis – once institutionalized, ideas can 

have effects that reach well beyond their currency and power to persuade.  For example, in 

Canada, “social rights hold constant the mechanics of the health care system.  The principles and 

logic of the system, not caused by social rights but defined by them, are dependent on stable 

patterns of public finance and service provision.  This reluctance to question social rights seems 

to translate as reluctance to question the institutional logic of the system.” (Redden 2002: 62).  

Redden goes on to argue that the idea of health care as a social right has made it difficult to 

respond to changing needs and challenges associated with different patterns of health and illness 

in modern society.  Moreover, notions of citizenship and community can no longer be premised 

on the existence of „universal‟ human experiences or needs, like health or illness.  “It is important 

to understand the meaning of a right to health care and the direction of citizenship development 

as it pertains to health care, in order to deal with those citizens who are members of groups that 

have much different experiences with access to medically necessary services (stigmatized 

populations, including AIDS patients and the mentally ill), that is, groups that are differentially 

entitled and particularly dependent on services that fall outside the parameters of the general 

public plan.” (Redden 2002: 126).  

 The economic shocks of the 1970s and the development of a „new right‟ political 

discourse created fertile grounds for challenging medicare principles and the notion of health care 

as a right of social citizenship.  This challenging discourse has three important tenets that 

distinguish it from the social rights discourse.  First, “the welfare state is seen as a safety net that 

catches individuals who have failed to find their niche in the market economy, rather than 

protection against the market‟s failure to provide sufficient opportunities for work and 

subsistence.” (Maioni 1997).  Second, the universality of benefits is supplanted by a means-tested 

approach to allocating societal resources.  Finally, there is an emphasis on individual rather than 

collective responsibility.  In this paradigm, “the recourse to social programs becomes associated 

with the failure of personal incentive rather than the need for security…[An] emphasis on means-

testing involves ranking access to social protection among „deserving‟ individuals or groups, 

opening the door to the redirection of funding priorities in which clientele groups are played off 

one against another…” (Maioni 1997).  This alternative discourse is found in a number of 

discussions of and proposals for health system reforms, including: user charges (Barer et al. 

1994); private, for-profit health care facilities (Evans et al. 2000); medical consumerism 

(Feldberg and Vipond 1999); medical savings plans (Hurley 2001); deinsurance and privatization 

(Ruggie 1996); and internal markets (Jerome-Forget and Forget 1995), to name just a few.   

 Both the „social rights‟ and „new right‟ ideas have instrumental functions as focal points 

around which societal groups have mobilized.  For example, Evans (1997: 427) argues that 
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“current interest in market approaches represents the resurgence of ideas and arguments that have 

been promoted with varying intensity throughout this century…because market mechanisms 

yield distributional advantages for particular influential groups.”  Similarly, Skocpol (1997) has 

developed a compelling narrative about how a version of the „new right‟ thesis was so effectively 

used by powerfully entrenched interests to defeat the Clinton Health Security plan in the US.  

Groups have also formed coalitions around the social rights discourse in order to mobilize 

opposition to privatization policy proposals, such as the popular movement against Bill 11 in 

Alberta (Bhatia and Coleman 2003; Boase 2001), or the Canadian Health Coalition lobby to 

pressure the federal government to take action on extra-billing in the early 1980s (Taylor 1987).  

In order to have purchase, ideas must be framed in compelling ways, and will often appeal to 

fear, anxiety or insecurity, such as evoking perceptions of crisis in the sustainability of health 

care costs (Boychuk 2002),
4
 in the consequences of population aging (Clark 1991, 1993), or in 

the dangers of globalization and free trade (Barlow 2002; Williams et al. 2001). 

 Ideas may also be focal points based on their (non-material) appeal to appropriateness or 

best practice within a professional/scientific epistemic community (Haas 1992) or a broader 

advocacy coalition (Sabatier 1993).  The distinctive worldviews or ideas (as distinct from 

interests, as discussed above) of crucial actors in positions of influence – including researchers, 

experts, and even politicians – make possible coalitions based on shared principled beliefs (Hall 

1997: 184).  The inclusion of experts suggests that causal perceptions, more so than perceptions 

of potential material gains or losses, are the critical shared elements in these coalitions.  For 

example, Laycock and Clarke (2002) suggest that the Canadian Alliance and the post-1984 

Progressive Conservative parties share a “market citizenship model” which gives preeminence to 

private markets in mediating social relations, with a limited, residual role for the state.  They are 

joined in their beliefs by various conservative think tanks and business groups, as well as 

academics and policy analysts from a broad range of organizations.  Similarly, the NDP fits into a 

“„social democratic citizenship‟ model in which political and social values play a large role in 

constraining the operation of the private market and its values,” (Laycock and Clarke 2002: vii) 

and also has allies in the academic and professional communities of experts.  Together, each of 

these allied groups form an advocacy coalition – “people from a variety of positions (elected 

agency officials, interest group leaders, researchers, etc.) who share a particular belief system – 

that is a set of basic values, causal assumptions, and problem perceptions – and who show a non-
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medical profession in health matters, which in turn explains the pattern of 

investment and organization in health services. (Lewis 1999: 154) 

 The institutionalized biomedical model has also resulted in a deep resistance to a broader 

understanding of health and its determinants from a public policy perspective.  Alternative 

understandings of health, such as social determinants and population health perspectives
5
, are 

beginning to challenge the biomedical model but with limited success.  Part of the reason for this 

is government institutions – their various departmental portfolios and divisions, supported by 

their bureaucracies – which “block the path towards multiple strategies that are advocated by the 

new public health.”  (Lewis 1999: 156).  Instead, health promotion and determinants of health 

initiatives are used by governments in an instrumental way, “to advance predetermined goals and 

means to these ends.” (Lavis 1998: 23).  For instance, the government of Prince Edward Island 

adopted the rhetoric of a determinants of health approach to consolidate budgets and management 

structures in departments relating to various determinants of health.  However, the restructuring 
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addressed.”  (Bryant 2002: 201).  Considerations of quality of care and history of service to a 

particular community (women, in the case of the Women‟s College Hospital closure), for 

example, were given different weight in the Commission‟s criteria than they were in those used 

by societal actors.  Similarly, in the case of the bilingual Montfort Hospital in Ottawa, the 

Commission‟s recommendations for closure were criticized for failing to take into account the 

issue of language, and its particular social and political significance in Canada (Cohn 2001; 

Tuohy 1999).  Aronson and Neysmith (2001) describe how the use of medical criteria for 

allocating home care resources has contributed to social isolation and exclusion of elderly women 
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INTERESTS AND POLICY CHANGE 

The relationships between the state and societal actors is at the heart of interest-based 

approaches to public policy.  Although formal institutions are an important context within which 

these relations are mediated, these institutions not only shape state-society relations, they are 

themselves shaped by state-society relations.  The accommodation observed between the state 

and societal groups in health care is not in a direct 
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policy network governing health – third-party payers were effectively shut out, and other 
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converge in the 1990s as governments sought to both “assert their roles more forcefully and also 

to elaborate the terms of their accommodations with the profession.  In this process, both the 

informal mechanisms of the „mutual accommodation‟ model and the more formalized but more 

narrowly focused mechanisms of the adversarial collective bargaining model began to change.” 

(Tuohy 1999: 210).  Tuohy contends that the new relationships facilitated greater collaboration 

between government and the profession, and resulted in the development of formalized „co-

management‟ structures – bipartite or tripartite joint management committees – in most 

provinces.  These structures enabled a number of important cost control measures to be 

implemented, such as global budgets for physician services, reductions in the supply of 

physicians, delisting and privatization of some services, and alternative payment mechanisms.  

Moreover, governments were able to absolve themselves from managing conflicts within the 

profession, as disputes about fee scales between different specialist groups mounted, by 

expanding and formalizing the involvement of medical associations.  The degree to which co-

management relations have become institutionalized is demonstrated by the intense conflict that 

ensued between a newly elected Ontario government and the Ontario Medical Association when 

the government dismantled the joint management structures and took over many of their 

functions, including powers over the fee schedules and the supply of physicians.  In the end, the 

government was forced to reinstate both the bargaining power of the OMA and a number of joint 

management committees (Tuohy 1999).  

 The experiences of the 1990s demonstrate, according to Tuohy (1999: 230), that 

governments are not unwilling to exercise their legislative power in the face of professional 

opposition when necessary, but prefer to “establish a „shadow‟ within which their negotiations 

with the profession [will] proceed.”  In other words, they prefer the quiet accommodation of 

clientele relations to the adversarial relationships associated with pluralist politics, a continuation 

of longstanding corporatist patterns in Canada.  Moreover, governments relied on blunt policy 

instruments (such as budgetary caps) to make adjustments within their health systems during the 

1990s, further reinforcing the arms-length relationship between the state and the members of the 

profession.  Over time, the threat of government‟s legislative power has attenuated the power and 
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toward a decline of deference to and trust in governments and politicians to act in the public 

interest (Pal 2001; Nevitte and Kanji 2002).  These changes are also reflected in the erosion of 

confidence Canadians have in their health system, as well as in governments to effectively 

manage the system.  That said, however, Canadians still feel there is a strong and necessary role 

for all levels of government in the system (Mendelsohn 2002).  Furthermore, tensions within 

society are more complex and paradoxical, making decision making even more difficult.  

Mendelsohn (2002: 21) sums up very well some of these tensions:  
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that break in important ways from traditional state regulation of disease.” (Rayside and Lindquist 

1992: 37).  In addition to issues of treatment (for example, coordination of hospital services, 

more home care, availability of and access to experimental drug treatments and alternative 

therapie
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agencies making policy for the sector.  Such organizational attributes will often vary significantly 

from sector to sector and from class to class.” (Coleman and Skogstad 1990: 20).  In the health 

care arena, the political power of medical associations appears to be increasingly limited, 

although they remain among the most influential interest groups in the sector.  These limitations 

are imposed by governments with strong state capacities who are not unwilling to exercise their 

authority.  However, the profession still retains a great deal of public credibility and commands a 

significant degree of technical authority over medical care by virtue of the biomedical paradigm.  

Nor does the influence of scientific knowledge in modern society appear to be waning; indeed, it 

seems to be gathering momentum as epistemic communities composed of researchers from the 

physical and social sciences work to broaden and deepen evidence and information to inform 

clinical and policy decisions.  Furthermore, governments with concentrated authority must 

exercise it with particular caution during times of austerity, when difficult decisions with 

unavoidably negative consequences must be made.  As a result, according to Tuohy (1999), a 

mutually accommodating relationship seems to have emerged after a period of high conflict and 

confrontation.  This this accommodation reflects a stabilization of the fiscal context, where not all 

decisions are necessarily zero-sum and redistributive, and improvements in information 

technology which have helped to alter the balance of power between practitioners and 

government actors.   

 Relationships between the state and its citizens appear to be less clear and much more 

complex than those between the state and interest groups.  Citizen engagement initiatives through 

devolved governance and deliberative democracy, for example, have yielded limited results in 

terms of policy impact or even with respect to broader democratic goals.  Perhaps these 

mechanisms for engagement are as yet only weakly evolved in a polity that has traditionally been 

structured around a deference to authority and limited citizen involvement, and must be 

developed and institutionalized over a longer period of time than the decade or so that they have 

been in place.  It may also be that the post-modern values and characteristics of Canadian society 

vis  vis the state are still in flux, and thus cannot anchor these relationships in particularly firm 

ground.  As Abelson and Eyles (2002: 22) conclude:  

If public involvement in the health system (however defined) is considered a 

value in its own right, and this view appears to be largely supported, the basis 

upon which we judge its success or failure, and the quality of the evidence used to 

make this judgement needs more careful consideration.  Participation may never 

produce greater efficiencies nor is public participation likely a necessary 

condition for the efficient functioning of the health system.  It has the potential, 

however…to strengthen citizen commitment to health programs and to encourage 

the expression of democratic values. 
 

 

INTEGRATIVE MODELS FOR HEALTH POLICY ANALYSIS 

Political Economy 

Political economy approaches seek to understand policy change in the context of 

particular relationships between the state and society within capitalist systems.  Post-World War 
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beginning in the late 19
th

 century (Polanyi 1944).  These problems created fundamental 

inequalities between classes, regions, sexes, cultural groups and races, and resulted in “enormous 

tensions…that provide the dynamic aspects of the [health care] system and much of the basis for 

change.” (Armstrong and Armstrong 1996:5).  While political economy approaches focus on 

structural aspects of state-
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 In the past two decades, many analysts argue, a fundamental shift in Canadian political 

economy has been occurring – one that is promoted under a neo-liberal rubric calling for a 

shrinking role for the state accompanied by a growing emphasis on private markets and other 

forms of privatization (Burke, Mooers and Shields 2000).  In health care, the results of this shift 

are evidenced in the political preoccupation with cost-containment and greater privatization of 

risks, costs and health care provision (Armstrong and Armstrong 1996; Drache and Sullivan 

1999).  It is particularly pronounced at the margins of the hospital-medical boundaries of 

medicare, in areas such as rehabilitation, homecare and pharmaceutical coverage (Gildner 2001; 

Williams et al. 2001).  The „profitization‟ of health care in these sectors is driven by government 

agendas premised on a neo-liberal ideology about a limited role for the state, as well as by the 

interests of capital represented by business groups and associations, who are keen to expand a 

highly lucrative private market in health care goods and services.  Critical political economists 

and Marxists argue that the state is captured by the interests of capital and is thus an instrument 

for benefiting the capitalist classes at the expense of the working class.  Even the limited gains 

made by labour in the implementation of universal health insurance are now being eroded in the 

name of globalization and competition.  

 

Historical Institutionalism/Policy Legacies/Path Dependencies 

The historical institutionalist approach begins with the premise that institutions create 

path dependencies or logics that reduce the range of possible policy alternatives at any given 

point in time.  These analyses bring together all three variables – institutions, interests and ideas – 

in various ways to explain the direction and pace of policy change over time.   

 Mary Ruggie (1996), in her comparative study of three different liberal welfare states 

(Canada, the United Kingdom and the United States), suggests that changing patterns in 
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profession and the state kept the system relatively stable though under increasing pressure.” 

(Tuohy 1999: 249).  Tuohy elaborates on certain conditions under which policy change is likely 

to occur, but concludes that those conditions are a function of chance and factors external to the 

health system – similar to Kingdon‟s unpredictable policy windows.  Major policy initiatives 

require a consolidated base of authority within the state for policy action accompanied by 

extraordinary political will; these factors come together very rarely and usually only by a 

coincidence of external factors (Tuohy 1999: 11).  The direction or type of policy change, 

however, is determined by the institutional mix and balance of key actors within the health sector, 

and this is largely path dependent. 

 In describing the formation of Canada‟s medicare system, Jacob Hacker (1998: 59) argues 
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public.  “As both a set of ideas about the necessity and appropriateness of reform and an 

interactive process of policy change construction and communication, discourse can create an 

interactive consensus for change.” (Schmidt 2002: 169). 

 Policy frames are the combination of normative and cognitive idea elements that together 

form a particular policy paradigm.  “A frame is a set of cognitive and moral maps that orients an 

actor within a policy sphere.  Frames help actors identify problems and specify and prioritize 

their interests and goals, they point actors toward causal and normative judgments about effective 

and appropriate policies in ways that tend to propel policy down a particular path and to reinforce 

it once on that path, and they can endow actors deemed to have moral authority or expert status 

with added power in a policy field.” (Bleich 2002: 1063).  New policy frames may become 

important when the dominant ideas or frames fail to meet expectations or when their 

consequences are overwhelmingly negative and undesirable (Legro 1999).  The development of 

the welfare state and government-sponsored health programs in the post-war era were the result 

of the failure of existing private market alternatives to adequately meet the needs of Canadians 

(Taylor 1987).  However, the failure of old ideas does not necessarily dictate which among many 

alternative policy frames will succeed.  New ideas themselves must be persuasive in order to 

succeed dominant paradigms.  This success depends on the compatibility of the new ideas with 

extant core values and norms and the consistency between the normative and cognitive elements 
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necessity and appropriateness of the policies, can impose sanctions through periodic elections and 

protest” (p. 172).  In multi-actor systems where policy construction occurs across a wider range 

of policy actors (i.e., in a larger policy network), such as in countries with strong corporatist 

networks, persuasion occurs between the key policy actors who represent their constituencies, 

minimizing the need for broader public debate or communication (Schmidt 2002; Singer 1990).   

 

Multiple Streams 

Finally, the multiple streams (MS) model brings together many of the variables discussed 

above to explain agenda setting – how do issues become defined as problems and get onto a 

government‟s priority agenda?  In this model, the underlying premise about policy development 

and change is that “policy making is often the fate of random, unpredictable events.” (Blankenau 

2001: 49)  Windows of opportunity for policy change are opened when three streams – problems, 

policies, and politics – come together to identify a problem and a set of policy solutions to go 

with it; normally, each of these streams operate relatively independently of one another.  The 

opening of a window allows an issue to rise in priority on the government‟s agenda (Kingdon 

1995).  Joe Blankenau (2001) uses the MS model to explain the passage of the Medical Care Act 

in Canada.   

 The „problem‟ stream consists of: indicators or measures that suggest a change has 

occurred, a focusing event or crisis that causes or intensifies a problem, or policy feedback from 

existing policies which suggests goals are not being met.  In this stream, problems are identified 

and defined to be put forward onto a government‟s agenda (Kingdon 1995).  Blankenau (2001) 

suggests in the health care issue area, the important indicators of a problem are measures of cost, 

quality and access.  When medicare was established, key indicators that were used to identify a 

problem were measures of access to health insurance for a large portion of the population, and 
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profession, but was strongly endorsed by consumer groups and labour; in the end, the latter 

groups were able to counter the opposition of the medical profession.  Finally, changes in the 

governing party at the federal and provincial levels brought in political leaders who were 

committed to medicare and who worked hard to create the policy window that ultimately resulted 

in the passage of the legislation (Blankenau 2001). 

 Blankenau concludes from his analysis using the MS model that it is a useful tool for 

understanding the dynamics of policy change, but that the underlying variables (namely, 

institutions, ideas and interests) ultimately drive the policy process.  The MS model, particularly 

when used in comparative analysis, helps to illuminate which of these factors that were most 

important or influential in shifting the policy dynamic in favour of policy change.  In the case of 

Canada‟s Medical Care Act, Blankenau points to institutional variables that created pressure in 

two of the three streams.  Federalism influenced the policy stream by enabling the demonstration 

of effect of medical insurance in Saskatchewan and giving the federal government a role in the 

development and implementation of the policy, while the parliamentary system created pressure 
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changes are the product of circumstances that are almost entirely exogenous to the health sector.  

However, the direction or shape of the reforms is endogenous to the system. 
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