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THE CANADA
HEALTH ACCORD

In 2004, the federal and
provincial/territorial
governments entered
into a 10-year agree-
ment, referred to as the
Canada Health Accord.
The Canada Health
Accord 2004 included:

1 renewed commitment
by the Government of
Canada and Canada’s
provincial and territo-
rial governments to
the Canada Health
Act;

{ goals and strategies
regarding wait times,
home care, prescrip-
tion medications, and
primary care; and

9 an increase of health
care funding of 6% per
year.

In 2011, the federal
government announced
that its funding of health
care at 6% per year will
continue until 2017, at
which point any increase
will be tied to economic
growth, but not lower
than 3% annually. Fund-
ing will be calculated for
each province/territory,
based on its economic
performance each year.

BACKGROUND

The federal government provides funding to the provinces for health care
through an agreement known as the Canada Health Accord. Last negotiated
in 2004, the ten-year Canada Health Accord is up for renewal in 2014.

Public policy should reflect the views, ideas and will of citizens. As health
care is an important need, and primary concern of Canadians, consultations
have taken place across the country to collect input from the public on
health care. Similarly, a total of six consultations were held across our com-
munity to gather peoples’ thoughts, suggestions and needs for the Health
Accord 2014.

Meetings were held in the communities of:

Fenelon Falls — November 24, 2013
Beaverton — November 26, 2013
Lindsay — December 2, 2013
Omemee —January 29, 2014
Bobcaygeon —January 30, 2014
Haliburton — February 24, 2014

The consultations were hosted in partnership with different local health
care organizations in the community: Brock Community Health Centre, the
City of Kawartha Lakes Family Health Team, Haliburton Highlands Family
Health Team, Kawartha North Family Health Team, and the Omemee
Medical Centre.

Some 100 local residents attended the consultations; providing their views,
ideas and stories in a facilitated discussion using materials produced by the
Canadian Federation of Medical Students.

This report is a compilation of the issues, views, and ideas raised by residents
in Brock Township, the City of Kawartha Lakes and Haliburton County,
for the government to consider in negotiating Health Accord 2014.
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FUNDING

Continued, sustained—and increased—funding of
health care services was the predominant concern of
participants at the consultations.

The consultations revealed that many people worried
that a new Accord will be rushed.

People also expressed concerns about the lack of
public information around proposed funding models
for the health care system.

During the consultations, there were discussions
about the Local Health Integration Network (LHIN)’s
funding structure. Some people argued the LHINs
work well and were also very appreciative of the
services and programs offered by community health
centres. Other participants expressed concerns about
insufficient local direction and input in health care
services and funding decisions.

Due to the lack of doctors, it was felt there needs to
be more funding to expand walk-in clinics and create
more walk-in and after-hours clinics. A few of the
participants did express concerns that walk-in clinics
are a “stop-gap measure” that draw doctors away
from opening their own practices, where they could
offer more consistent, patient-centered care.

Participants said they like that cancer care is funded
in a patient-to-patient model and that doctors re-
ceive financial bonuses to pursue disease prevention
for their patients in a timely manner. Participants also
said they are happy that some types of natural health
products and alternative medicines are gaining public
approval.

Some participants expressed fear that the current
model of funding has forced communities to compete

Participants said that we, “must acknowledge the overarching premises of our Health Care
system to ensure its existence.”

Participants noted a trend of patients not seeing a
family doctor, but rather arriving in emergency
rooms and being told they cannot be seen for some-
times up to three weeks afterwards. They expressed
concern that there is not enough funding to support
these emergency department visits or to hire the
number of doctors needed to fill the gap.

A common issue raised by participants was the inabil-
ity of some areas to replace retiring family doctors.
Many participants said that the education and hiring
of doctors is not keeping pace with population in-
creases. People asked for more information about
ratios of patients to doctors in their communities.

An often repeated comment was the need to in-
crease funding to hire more health care workers
overall, especially physicians. Many participants
reported that they lacked a family doctor. However,
others were of the opinion that funding should be
diverted from physicians to hire more nurse practi-
tioners. An example was given of how five nurse
practitioners in a local area enabled doctors to take
on more patients for the first time in years.
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financially to recruit health professionals.
Participants also noted that they are concerned that:

1 the most money in the health care system is
spent during people’s last two years of life;

1 “35% of the population is perceived to be using
80% of the services” but are not paying their
share of the costs; and that

our public health care system “starved out” by a
lack of funding;

1 Current funding is not sustainable for home care;
1 more palliative care needs to be funded; and that

1 citizens below the income level required to pay
income taxes do not get a refund for ancillary
health costs such as transportation and parking.

In general, participants said there is neither enough
financial compensation nor public recognition for the
work and responsibility of health care providers,
particularly for personal support workers and in-
home nursing services.



IMPROVING SERVICES

In every community, a concern was expressed
about inconsistent service standards and delivery of
care, as well as inefficient service provided by Com-
munity Care Access Centres. In particular, it was
noted that local care may vary depending on “which
ambulance picks you up.”

People shared stories at the consultations of when
the health care system had failed them.

One man said that he had had a hip replacement
and was sent home from the hospital but no one
came to his home to provide follow-up care. He
developed an infection and had to return to the
hospital and “then they expected IV antibiotics to
be administered by my blind elderly wife. Some
people have good experiences, but why is there a
discrepancy?”

mented and falls short of effectively and sustainably
meeting health care needs. Individual components
of the health care system such as acute care, home
care and long-term care are largely effective in
treating isolated health issues, but are often dislo-
cated from one another, failing to follow patients
through the full spectrum of health needs.”

There was also a request during the consultation for
cooperation between spiritual and healthcare
providers.

There was a call for improved patient discharge
planning between hospitals, family health teams,
Community Care Access Centres, CHCs and other
health service providers and organizations in the
community.

A suggestion was made for government funding to

“Doing double testing for results ordered by doctors takes up too much time—
creates longer wait times.”

“We have excellent programs locally—we are fortunate in this area.”

One woman shared that her daughter could not get
a family doctor because she had muscular sclerosis
so was a high needs patient. “She had many inter-
views with doctors who were taking new patients
...they would not take her because she had an ill-
ness. This is disgraceful.”

Concerns were also expressed that the patient’s
“circle of care” is sometimes broken due to a lack of
coordination of services and holistic care. Partici-
pants called for an integrated continuum of post-
acute healthcare that follows patients from first
diagnosis or acute episode, through initial treat-
ment, ongoing care, and ultimately to end-of-life
needs.

The Canadian Association of Retired Persons (CARP)
expressed that, “the current health system is frag-

be tied to collaboration levels in order to ensure
efficiency within the health care system.

Some participants commented that some surgeries
routinely performed in the health care system are
unnecessary and causing longer wait times for oper-
ating rooms.

The point was made at the consultations that assis-
tance needs to be provided so patients, especially
seniors without computers, can find and access
health programs and services.

People also shared positive stories of being offered
surgeries sooner than originally been booked; little
wait times for consultations; excellent follow-up
regarding their care; and good home care services
provided by programs like Meals on Wheels.
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SERVICES TO INCLUDE

Several services and assistive devices were identi-
fied by participants during the consultations as
needed in the health care system:

1

rehabilitation and physiotherapy (re-instituted
under OHIP );

basic dental care (even up to a specific maxi-
mum per year);

expanded mental health services, particularly
for youth, and increased access in rural commu-
nities, which are in dire need;

a national prescription drug plan;

increased Personal Support Worker (PSW) ser-
vices and increased compensation for PSWs

consummate with their work, its importance,
and level of responsibility;

increased diabetes care;

approval and regulation of more health food
products;

more affordable hearing aids, walkers,
dentures, and glasses, with increased subsidies
for patients living in poverty or with low or fixed
incomes; and

Increased rural public transportation to enable
patients to get to medical appointments,
healthy food shopping, exercise etc.

“In Cannington there were four doctors, now there are none...waited an hour and 20 minutes to see a doctor
elsewhere and had to arrange transportation to get there.”

“My wife has required minor surgery on her left knee since June of 2013. She is in constant pain, and still in the
referral stage (more than 8mths later), with no surgery date in the near future.”

RURAL AREAS

Participants expressed a need for increased access to
care and shorter wait times. It was suggested current
health care policies and funding models favour urban
settings, causing reduced health services in rural are-
as or losing them altogether. The following views ex-
pressed the unique factors and needs of rural health
care:

1
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appointments need to be available to patients
same-day;

more doctors and health professionals need to be
recruited in rural areas;

recruiting to “near” a home community works
better than back to a home community;

rural municipalities must support FHTs to ensure
success in recruitment and retention;

across-Canadian leadership is needed to support
rural recruitment strategies;

more incentives are needed to encourage health
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professionals to practice in rural areas;

travel costs should be subsidized for doctors who
do not have enough work to warrant being in ru-
ral communities full-time;

targeted young professionals with special incen-
tives to cater to young families;

nurse practitioners and other Interdisciplinary
health providers need to be compensated and
recognized for their value and hired in for areas
struggling to recruit doctors;

more labs need to be opened in rural areas to in-
crease access to blood work and ECGs and reduce
travel costs to patients; and

more study into the role of specialists in cutting
down wait times. That some specialists do not see
patients Fridays can make it difficult for patients
to access care.



SENIORS

Participants at the consulta-
tions expressed serious con-
cern that the need for seniors’
housing and long-term care
beds is growing and not being

“Is there a subsidy to keep a senior family
member at home?”

“What about fostering seniors—
like they do with kids?”

cases. Participants said they
prefer to “age at home” but are
worried the infrastructure is not
in place to support their choice.
Participants wanted to see:

met by the existing system.
Participants who were seniors without families
expressed a fear that they will not have somewhere

to live after they retire, or not somewhere affordable,

due to a lack of geared-to-income housing.

Solutions proposed by participants included: seniors’
groups buying houses; mortgage sharing; and sharing
costs of personal support workers for home care.

recognition of the value of personal support
workers (PSWs) as in-home health care is more
affordable for individuals and governments than
institutional care;

more PSWs hired to avoid negative impacts of
provider high turnover and effects of burn out
and low morale on care;

A husband and wife in Beaverton expressed genuine anxiety that, despite having worked hard
all their lives and having each other, they did not know where they would be in ten years as
they were not in a position to afford private retirement or homes.

Participants also requested that more information be
made available to the public when the province is
planning to build retirement and long-term care
homes. It was suggested that municipal and provin-
cial governments need to make more effort to cut
“red tape” —and provide incentives for developers to
build affordable and accessible housing for seniors.

Other issues people at the consultations wanted to
see addressed in long-term care facilities include:

1 increase staffing levels, an example was given of
LTC facilities having only two staff on night shifts
for 70 patients and this was unacceptable to the
participants;

1 worker human resources retention;
T incidences of violence and abuse; and

1 pets—people need to be able to bring their pets
with them as they provide the health benefits of
companionship, affection and caregiving.

Participants also said they are concerned that the
wait times for home care are too long and that one
hour of funded home care is not sufficient in many

funding for in-home caregivers: a proposed subsi-
dy of $200/month per home care provider versus
an average cost of $130/day for a long-term care

bed would result in 600% savings;

government recognition that poverty is forcing
people to be admitted to subsidized long-term
care beds even if they may not need it, because
they cannot afford retirement home care. Many
participants said it would be cheaper for the
health care system to assist people to either stay
at home or move to retirement centers;

more opportunities like the Virtual Ward Program
that provides hospital-like transitional medical
support and care within patients’ homes, thereby
reducing hospital costs, and enabling patients to
stabilize at home for a faster return to health and
independence; and

a house call program like Mount Sinai Hospital’s
Acute Care For Elders Unit which sends specialists
and family physicians to visit seniors in their
homes, extends in-home care, and eases transi-
tions to long-term care facilities.

A written submission reported, “in 2007, 2.7 million Canadians aged 45 and older reported providing care for
seniors, the value of the unpaid labour contributed by informal caregivers is estimated to be 525 billion
per year (Healthcare Quarterly, 2009.)”
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MEDICATION

At all of the consultations, participants raised the lack of
affordable prescription medications and concerns about a
perceived reliance by doctors on pharmaceuticals rather than
using alternative therapies, natural supplements and dietary
solutions.

A concern was also raised that doctors may be relying on
prescribing drugs to manage health problem rather than
spending time with patients and trying to find a cure through
other options. The participant discussions included the following
recommendations:

1 OHIP needs to cover more generic brand medications and
doctors encouraged to prescribe them;

1 assist pharmacies with resolving supply chain issues that are
causing generic medications to be on backorder;

1 more regulation of health food store products including an
information program for physicians so that they will not rely
solely on prescription pharmaceuticals;

f funding is needed for naturopathy/homeopathy rather than
only prescription pharmaceutical care;

1 dispensing fees should be reduced based on comparators
like England with fixed prescription costs for Pharmacare;

f anational Pharmacare plan should be implemented to make
medication more accessible by making it more affordable;

1
and Photo by Jean Walsh

f astrategy is needed for buying medication in bulk and for
“orphan” drugs to find efficiencies.

“I’m concerned with the level of care that will be available when my parents and in-laws need it.
In particular, the availability of compassionate care for Alzheimer's and dementia patients.
My parents mark the beginning of the boomers and while they’re in excellent health
right now, I’'m worried about the future. | hope that my sisters and | will be able to care
for them and keep them at home or in one of our homes, but as they need home care,

I worry that it won’t be available or enough, and should they require long-term care,

I worry that the staffing levels are inadequate
to keep residents active and engaged.”
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PREVENTION AND HEALTH PROMOTION

In every community, consultation participants talked
about the need for more prevention programs to
help decrease disease, maintain and improve well-
ness, and reduce health care costs. It was suggested
several times that prevention needs to be given
greater attention and higher priority from the policy
level through to front line services. It was also com-
monly stated doctors need to be better educated on
prevention strategies and health services available in
the community that can be recommended to patients
for enhanced care and reduced costs both for pa-
tients and to the health care system.

Participants also reported a lack of progress in pre-
vention versus treatment strategies and that they are
looking for an “increase in funding for health promo-
tion as a way to decrease health care costs down the
road.” The example of falls prevention programs was
given. Other programs, like pain management and
nutrition, were also cited as necessary health promo-
tion programs that need more focus and funding.

On the positive side, participants commented that
many existing clinics do have a focus on wellnes.

Participants also expressed a desire to see more well
woman and well baby programs, and these people
said they felt this would result in a decreased
demand on ERs and MDs.

There was a lot of discussion at the consultation re-
garding food, diet, and the need for more govern-
ment regulation of food as part of an overall healthy
eating strategy. Some participants made the follow-
ing suggestions:

f increased study, and possible banning, of pesti-
cide use in food production given their yet un-
known long-term impact on human health;

1 government regulations to make organic foods
affordable;

1 require full disclosure on food labels to indicate
any genetic modification and/or growth hormone
additives in the food and/or in the food chain;

9 create programs to assist patients with dietary
problems that put them at high risk of disease or
deteriorating health;

1 have actual prescriptions—like medication pre-
scriptions—for healthy diets, exercise, and
disease prevention measures rather than making
recommendations on how to combat obesity and
refer patients to dieticians;

1 increase collaboration in health promotion and
prevention programs like the successful local,
smoking cessation network has done; and

1 provide funding to the Royal Canadian Legion for
local branches to offer health programs in collab-
oration with other health care services.

One participant said that while they had been well
served by the Canadian medical system, they found it
frustrating that a shift in priorities to prevention had
not been taken even though it would be such an easy
way to improve the system, provided politics and
financial interests, such as the those of the pharma-
ceutical industry and the medical associations, were
taken out of the equation.

Participants also said that a key to chronic disease
prevention and battling obesity is to increase funding
for recreation programs. Some participants asked for
more fitness facilities and swimming pools so doctors
could prescribe warm water therapy instead of pain-
killers.

PATIENT EDUCATION

It was suggested that a powerful tool for health
promotion and prevention was to have better patient
education or to provide advocates to help guide
patients through the health system. It was also
suggested that the work and views of the Patient

Association of Canada is not sufficiently included by
decision-makers in the health care system.

Some participants expressed concern that patients
who do not know the system, do not get the same
level of care and this needs to be addressed.
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SOCIAL DETERMINANTS OF HEALTH

A consistent theme of the consultations was summa-
rized by the participant who said, “the social determi-
nants of health should be first and foremost in all
health care interactions.”

Participants consistently raised links between health
care and people’s social needs including access to
safe and nutritious food, affordable housing, public
transportation, training and education opportunities
and employment.

Many participants expressed concern with the
number of families relying on food banks locally. A
concern was raised that in some local areas 6-8% of
seniors are using food banks.

Some participants claimed there needs to be more
advocacy for food security, affordable housing, and

resources for stress management. There was a
common call at the consultations for a strategy to
help people afford healthier food—including restoring
the special diet allowance for people receiving social
assistance—recreation, and transportation to help
them attain sustained better health and employment.

Broad support for poverty reduction strategies,
including higher minimum wages to help combat child
poverty and recognition that poverty is a main deter-
minant of health, was also voiced by participants.
Many participants expressed that substandard
housing conditions need to be addressed, such as
homes with mold which contribute to poor physical
and mental health.

“It’s a health care system, not just an illness system—we should all have food, water, and housing in Canada—
all studies indicate social determinants are the most important things.”

COMPETITION

Many people expressed that they did not want to see
hospitals and communities competing for health care
dollars. It was suggested that “activity based funding”
creates unnecessary competition between hospitals,
and other ‘up stream’ models of care, which is ironic
since these same hospitals are tasked with cutting
back activities by reducing patients’ readmissions to
hospital, diverting patients from the emergency
departments, etc.

Some participants expressed the view that without
competition in the sector there is less rationalization
for spending and more waste such as the ORNG
program and excessive salaries.

There was a call by some participants for a discussion
around private sector involvement in health care
services in order to seek out more efficient models.
This was a controversial issue, with others expressing
concern that the system is already moving towards
privatization and less services, particularly for low
income patients.
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A participant noted that privatization of health ser-
vices would open the health care to U.S. companies
under the North American Free Trade Agreement,
which would result in “un-Canadian care.

People asked for more information about how willing
Canadians are to pay more for specific health taxes or
targeted services in order to receive faster care.

There was a concern expressed over competition
between provinces for health care dollars and that
some provinces receive more than their due in
transfer payments.



TECHNOLOGY AND EQUIPMENT

Many participants expressed that they would like to see more information technology (IT), particularly
electronic medical records (EMRs), used smarter to decrease health care system costs and be more
efficient. Participants wanted to see the following changes:

1

=

f
f
f
f

increased funding for EMRs to ensure health care — and health information — remain portable (both
from doctors’ offices to emergency room and province-to-province);

EMRs being shared between all doctors and specialists to reduce wait times and improve services;

funding for electronic health and lab records, and projects such as the Virtual Ward, to bridge gaps in
enhance access to care and quality of services;

all health care providers using the same software for EMRs;
comprehensive patient information being accessible on people’s health cards;
Telemedicine available in every hospital to save on transporting patients and reduce their stress; and

a simple and effective health care system that is easy to access and navigate.

Participants expressed their view that funding is needed for healthcare capital and equipment as these costs
are not accounted for in current health care budgets e.g. funds raised by local hospitals for MRI machines.

Photo by Jean Walsh
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FUTURE FUNDING AND SUSTAINABILITY

Almost all participants who talked about funding,
expressed concern about the federal government’s
proposed plan to link health care spending to gross
domestic product (GDP). There is a concern this
economic link will result in funding levels not match-
ing inflation. Some people expressed the belief that
health care funding increases should be tied to
demand rather than the GDP, which is an unstable
factor, particularly as the “baby boomers” are aging
which may cause the economy to contract at exactly
the time when older citizens need more health
services. Many people at the consultations want to
know what is the limit of what can be paid for health
care services and how six percent compares to
current levels of funding.

A comment was made by a participant that 6% fund-
ing increases are not enough to sustain services and

wondered if this was not an intentional way to crash
the public system and bring in private care-for-profit.

Some participants suggested that there are too many
levels of bureaucracy in health care which limit com-
munities’ ability to control their health care reforms.
Continued focus and support for family health teams
was raised. People also wanted to see more control
of funding increases for primary care at the communi-
ty level than what exists within the current local

health integration network structure.

In order to create a sustainable system, there was a
call by several participants to increase the level of
research on community demographics, social reali-
ties, and health needs. A suggestion was made to
appoint an ombudsman to identify and study health
needs, working with universities and communities
patterned on the College-Links and University-Links
programs. A suggestion was also made to better use
resources, such as having EMS provide proactive visits
to check on community members during downtimes.

Another sustainability issue for health care services
raised was the number of volunteers who currently
assist in the operation of hospitals. The 300-400
volunteers at Ross Memorial Hospital was cited as an
example. Some participants wondered how discharge
services will be managed if the number of volunteers
declines? Many people also expressed concern that
the discharge policies “turf people out too soon” with
no help to line up resources for care when going
home, which can create higher rates of reoccurrence
of health problems and returns to hospital.

Concerns were also expressed by some participants
that out-of-country health coverage is not sustainable
and has been eroded, such as when patients are driv-
en to Canada from the United States for treatment.

MOVING FORWARD TOGETHER

There was a strong call by participants that the findings from the public consultations on the Canada Health
Accord be forwarded to all levels of government and government officials to give political leaders and decision-
makers insight into their views, concerns and ideas for health care.

A common theme emerging from the presentations was the strong view that participants did not want their
input, views and suggestions from the consultations to "gather dust on a self" but be used to inform action by

political leaders and health care decision-makers.

Suggestions for moving forward included:

1 presenting the findings to the Member of Parliament, Member of Provincial Parliament, critics and senior
officials at the federal and provincial ministries of health;

1 appearing before the governments' Health Committees; and

1 formation of a local Health Council to continue citizen input and advocacy for issues related to health care.
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